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M.D.,  Iowa  City 303 

Hysterectomy 
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G.  C.  Moorehead.  M.D.,  Ida  Grove 709 

Idiopathic  Amyloidosis 

W.  M.  Fowler,  M.D.,  Iowa  City 98 

Ileitis,  Regional 

Raymond  Gregory,  M.D.,  Iowa  City 640 

Ileitis,  Regional  (Distal) 

P.  W.  Mulsow,  M.D.,  Cedar  Rapids 561 

Immunization  Plans  in  Iowa 646 

Important  Notice  47 

Improved  Mechanics  in  Maggot  Therapy 

J.  James  Duffy,  M.D.,  Denison 636 

Income  Tax,  The  Physician’s 159 

Indications  for  Removal  of  Tonsils  and  Adenoids 

Leroy  M.  Downing,  M.D.,  Cedar  Rapids 187 

Indications  for  Surgery  in  Pulmonary  Tuberculosis 

J.  Carl  Painter,  M.D.,  Dubuque 294 

Industrial  Surgeon,  the  Insurance  Company,  and  the  Em- 
ployee, The  Relationship  Between  the 

William  C.  Goenne,  M.D.,  Davenport 357 

Influence  of  Environmental  Factors  Upon  Posture,  The 

William  Malamud,  M.D.,  Iowa  City 183 

Influenzal  Meningitis,  Continuous  Subarachnoid  Drainage  for 

Harry  A.  Stribley,  M.D.,  Dubuque 300 

Inguinale,  Lymphogranuloma 

Lewis  J.  Dimsdale,  M.D.,  Sioux  City 574 

Inheritability  of  Disease,  The 583 

Injection  Treatment  of  Hernia 

C.  Harlan  Johnston,  M.D.,  Des  Moines 556 

Injuries  to  the  Hand 

Verl  A.  Ruth,  M.D.,  Des  Moines 90 

Injuries  to  the  Spine 

Arch  F.  O’Donoghue,  M.D.,  Sioux  City 86 

Internal  Medicine  in  1935,  Advances  in 

J.  Stuart  McQuiston,  M.D.,  Cedar  Rapids 237 

International  Medical  Assembly 534 

Intestinal  Obstruction,  Acute 

E.  B.  Howell,  M.D.,  Ottumwa 524 

Intracranial  Lesions,  Ocular  Changes  Associated  with 

Cecil  S.  O’Brien,  M.D.,  Iowa  City 511 

Intracranial  Lesions,  The  Clinical  Manifestations  of 

W.  E.  Ash,  M.D.,  Council  Bluffs 503 

Intracranial  Surgery,  Certain  Aspects  and  Fundamentals  of 

Olan  R.  Hyndman,  M.D,,  Iowa  City 506 

Intra-Ocular  Lesions  Associated  with  Pregnancy  and  Their 
Prognostic  Significance 

D.  O.  Bovenmyer,  M.D.,  Ottumwa 670 

Invitation  from  the  Kansas  State  Medical  Society 152 

Iowa  Medical  Women,  State  Society  of 174 

Iowa’s  Immunization  Program 316 

Iowa  Tuberculosis  Association,  Annual  Meeting 163 

Irritating  Solutions,  Hernia — Its  Cure  by  the  Injection  of 

Carl  O.  Rice,  M.D.,  Minneapolis,  Minnesota 279 

J 

Jaundice  in  Biliary  Tract  Disease,  The  Significance  of 

Howard  L.  Beye,  M.D.,  Iowa  City 249 

Journal  Book  Shelf,  The 


62,  120,  168,  228,  275,  328,  4,39,  497,  547,  601,  663,  712 
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b'ansas  State  Medical  Society,  Invitation  from  the 152 

Keokuk  College  of  Medicine  to  the  State  University  of  Iowa, 
The  Transition  from  the  Franklin  Medical  School  to  the 

Ferdinand  J.  Smith,  M.D.,  Milford 595,  656,  707 

Keokuk  Medical  College  Reunion 270 

Kidney  Insufficiency,  The  Concentration  Test  as  a Practical 
Means  of  Determining 

J.  L.  Kestel,  M.D.,  Waterloo 242 
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Lung  Diseases,  X-Ray  Findings  in  Non-Tul>erculous 

Harry  W.  Dahl,  M.D.,  Des  Moines 36 

Lymph  Nodes,  Diseases  of  the 

William  S.  Middleton,  M.D.,  Madison,  Wisconsin 65 

Lymphogranuloma  Inguinale 

Lewis  J.  Dimsdale.  M.D.,  Sioux  City 574 

Lyon  Lectureship  Established 327 
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Maggott  Therapy,  Improved  Mechanics  in 

J.  James  Duffy,  M.D.,  Denison 636 

Malpractice  Suits,  Suggestions  Concerning 52 

Management  of  the  Prematurely  Born  Infant,  The 

Julian  D.  Boyd,  M.D.,  Iowa  City 194 

Mandelic  Acid  in  the  Treatment  of  Bacilluria 

Ben  G.  Budge,  M.D.,  Ames 553 

Marching  Without  a Band 155 

Marriages • 116,  321,  435,  594,  655 

Mastoiditis  and  Its  Therapy,  Chronic 

Samuel  J.  Kopetzky,  M.D.,  New  York,  New  York 665 

Mayo  Foundation  Programs 580 

Measles,  Scarlet  Fever,  and  Diphtheria,  The  Present  Status 
of  Serotherapy  in  Whooping  Cough, 

Lee  Forrest  Hill,  M.D.,  Des  Moines 197 

Mechanized  Displays  Further  Health  Education 647 

Medical  Broadcasts,  New  Series  of 110 

Medical  Clinic 

William  S.  Middleton,  M.D.,  Madison,  Wisconsin 65 

Medical  Directory,  A New 532 

Medical  Directory,  Commercial  583 

Medical  Education,  Medical  Licensure  and  Hospitals,  Con- 
gress of  156 

Medical  History  of  Ida  County 

G.  C.  Moorehead,  M.D.,  Ida  Grove 709 

Medical  History  of  Winnebago  County,  A 

Harry  French  Thompson,  M.D.,  Forest  City 493,  543,  597 

Medical  Library,  Appropriation  for  Army 655 

Medico-Military  Training  Course 527 

Membership  for  1936 Ill 

Membership  Roster,  Attention! 318 

Membership  Roster  of  the  Iowa  State  Medical  Society  for 

1936  441 

Meningitis 

Archibald  L.  Hoyne,  M.D.,  Chicago,  Illinois 549 

Meningitis,  Acute  Sphenoiditis  with 

W.  A.  Henneger,  M.D.,  Dubuque 309 

Meningitis,  Continuous  Subarachnoid  Drainage  for  Influenzal 

Harry  A.  Stribley,  M.D.,  Dubuque 300 

Meningitis  Secondary  to  Otitic  or  Sinus  Infection,  The  Present 
Status  of  the  Management  of 

James  A.  Downing,  M.D.,  Des  Moines 17 

Meningococcic  Meningitis 

Charlotte  Fisk,  M.D.,  Iowa  City 307 

Mental  Fatigue 697 

Methods  of  Diagnosis  and  Treatment  in  Allergic  Diseases 

Julia  Cole,  M.D.,  Iowa  City 469 

Migraine  in  Childhood,  Gastro  intestinal  Allergy  and 

Martin  D.  Ott,  M.D.,  Davenport 192 

Milestones  in  Public  Health 

Joseph  H Kinnaman,  M.D.,  Des  Moines 117 

Minutes  of  Meetings  of  State  Society  Officers 699 

Minutes  of  State  Society  Committee  Meetings 586 

Minutes  of  the  Iowa  State  Medical  Society,  Eighty-fifth  Annual 

Session  366 

Modem  Postpartum  Care  and  Treatment 

Thomas  F.  Hersch,  M.D.,  Cedar  Rapids 126 

Modem  Trends  in  Psychoneurotic  Reaction  Types 

William  Malamud,  M.D.,  Iowa  City 625 

Moles  Upon  the  Eyelids  and  Other  Parts  of  the  Body,  Technic 
in  Using  Trichloracetic  Acid  for  the  Removal  of 

Frank  G.  Murphy,  M.D.,  Mason  City 147 

Monroe  County,  Combined  Medical  Practice  of  One  Hundred 

and  Four  Years  in 496 

Myopia,  The  Present  Status  of  the  Management  of 

Joseph  E.  Dvorak,  M.D.,  Sioux  City 25 

N 

Narcotic  Law,  Harrison 684 

Nephritis  and  Pregnancy 

William  F.  Mengert,  M.D.,  Iowa  City 131 

Nerve  Injuries,  Peripheral 

Walter  D.  Abbott,  M.D.,  Des  Moines 144 

Neurosyphilis,  Treatment  of  Asymptomatic 

Robert  N.  Larimer,  M.D.,  Sioux  City 292 

New  and  Old  in  Conventions,  The 180 

New  Approach  to  Diphtheria  Prevention,  A 

Joseph  H.  Kinnaman,  M.D.,  Des  Moines 486 
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New  Medical  Directory,  A 532 

New  Series  of  Medical  Broadcasts 110 

New  Therapeutic  Agents  and  Their  Practical  Value  in  Oto- 
laryngology 

John  A.  Thorson,  M.D.,  Dubuque 95 

New  U.  S.  Pharmacopeia,  Eleventh  Edition,  The 47 

New  York  Academy  of  Medicine,  1936  Graduate  Fortnight  of 

the  432 

Nine  and  One-half  Years’  Experience  with  Cesarean  Section 
at  the  University  of  Iowa 

William  F.  Mengert,  M.D.,  Iowa  City 42 

1936  Graduate  Fortnight  of  the  New  York  Academy  of  Medi- 
cine   432 

Non-Tuberculous  Lung  Diseases,  X-Ray  Findings  in 

Harry  W.  Dahl,  M.D.,  Des  Moines 36 

Non-Tuberculous  Pulmonary  Diseases,  The  Etiology  and  Path- 
ology of 

Allen  C.  Starry,  M.D.,  Sioux  City 33 

Non-Tuberculous  Pulmonary  Diseases,  Therapy  in 

G.  Raymond  Johnson,  M.D.,  Ottumwa 38 

Northwest  Medical  Conference 110 

Northwest  Regional  Conference 159 

Nose,  Throat  and  Ear,  The  Systemic  Management  of  Children 
with  Infections  of  the 

Dennis  H.  Kelly,  M.D.,  Des  Moines 460 

Nurses  in  Gray 648 
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Braunlich,  Henry 542 
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Cadwallader,  Joseph  Maxwell 327 
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Devine,  John  Andrew 59 

Devine.  Winfield  Scott 59 

Edwards,  James  Archibald 665 

Farrell,  Vincent  A 270 

Feeney,  Francis  Sylvester 116 

Gibson.  Charles  Gordon 594 
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Green,  William  Henry 163 

Haden.  Eugene  Barnard 59 

Hadsel,  Henry  S 655 

Haecker,  Louis  Edward 270 

Hayden,  Arthur  Sumner 163 

Hotchkiss,  Mary  M.  Nelson 59 

Howard,  Campbell  327 

Jappe,  Christian  Frederick 163 

Judd,  Edward  Starr 118 

Long,  Walter  Klingeman 270 

Mills,  Daniel  Guy. 116 

Mogridge,  George 492 

Olson,  Oscar  Evald 321 

Osincup,  Frank  A 163 

Peters,  Warren  T 542 

Pitcher,  Jonathan  J 655 

Riordan,  James  Cook 163 

Stephenson.  Charles  Norris 59 

Stirlen,  William  Wadsworth 435 

Stoner,  Alva  Porter 327 

Tallman,  Cameron  C 492 

Titzell,  Frank  Conquelon 655 

Townsend,  Daniel  John 224 

Townsend,  Smith  James 224 

Williams,  James  Albert 224 

Ocular  Changes  Associated  with  Intracranial  Lesions 

Cecil  S.  O’Brien,  M.D.,  Iowa  City 511 

Official  Notice 694 

Old  Age  Pension  Taxes  and  the  Physician 698 

One  Year  Under  the  Basic  Science  Law 633 

Operative  Treatment  of  Female  Sterility  (Tubal  Implantation) 

Erwin  von  Graff,  M.D.,  Des  Moines 31 
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Ophthalmology,  Examination  in 47 

Orthoptic  Treatment  of  Squint,  The 

Ralph  E.  Russell.  M.D.,  and  Harold  O.  Gardner.  M.D. .. 

Waterloo 676 

Osteomyelitis,  Urea  Useful  in  the  Treatment  of 532 

Otitis  Media,  Classification  and  Management  of  Chronic  Sup- 
purative 

Henry  L.  Williams,  M.D.,  Rochester.  Minnesota 346 

Otolaryngology.  New  Therapeutic  Agents  and  Their  Practical 
Value  in 

John  A.  Thorson,  M.D.,  Dubuque 95 

Outside  the  Lecture  Hall  at  the  A.  M.  A.  Convention 315 
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Pancreas,  Diagnosis  of  Carcinoma  of  the 

Clement  A.  Sones.  M.D.,  Des  Moines 82 

Pancreatitis,  Acute  Hemorrhagic 

F.  P.  McNamara,  M.D..  Dubuque 478 

Paralysis,  The  Diagnosis  of  the  More  Common  Forms  of 

F.  J.  Rohner,  M.D.,  Iowa  City 92 

Parent  Education  Conference,  Child  Development  and 311 

Peptic  Ulcer,  Gastro-enterostomy  in 

C.  J.  Lohmann,  M.D.,  Burlington 520 

Peripheral  Nerve  Injuries 

Walter  D.  Abbott.  M.D.,  Des  Moines 144 
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Petrositis.  The  Present  Status  of  the  Management  of 

F.  H.  Reuling,  M.D.,  Waterloo 20 
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Samuel  J.  Kopetzky,  M.D.,  New  York,  New  York 451 

Pharmacopeia,  Eleventh  Edition,  The  New  U.  S 47 
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Placenta  Praevia,  An  Analysis  of  Twenty-three  Cases  of 
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Placenta,  Premature  Separation  of  the 

Gail  A.  McClure,  M.D.,  Bussey 138 

Positions  for  Doctors  with  the  Civilian  Conservation  Corps 
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Postpartum  Care  and  Treatment.  Modem 

Thomas  F.  Hersch,  M.D.,  Cedar  Rapids 126 

Posture,  The  Influence  of  Environmental  Factors  Upon 

William  Malamud,  M.D.,  Iowa  City 183 

Pregnancy,  Intra-Ocular  Lesions  Associated  with  ; Their  Prog- 
nostic Significance 

D.  O.  Bovenmyer,  M.D.,  Ottumwa 670 

Pregnancy,  Nephritis  and 

William  F.  Mengert,  M.D.,  Iowa  City 131 

Prematurely  Born  Infant,  The  Management  of  the 

Julian  D.  Boyd,  M.D.,  Iowa  City 194 

Premature  Separation  of  the  Placenta 

Gail  A.  McClure,  M.D.,  Bussey 138 

Prenatal  Diagnosis  of  Spina  Bifida 


Luke  A.  Faber,  M.D.,  and  L.  G.  Ericksen,  M.D.,  Dubuque.  .359 


Prenatal  Management  of  Pregnancy  with  Special  Reference  to 
the  Toxemias,  The 

Draper  Long.  M.D.,  Mason  City 135 

Preoperative  and  Postoperative  Care  of  the  Thyroid  Patient 

F.  B.  Dorsey,  Jr.,  M.D.,  Keokuk 354 

Present  Status  of  Serotherapy  in  Whooping  Cough,  Measles, 
Scarlet  Fever  and  Diphtheria,  The 

Lee  Forrest  Hill,  M.D.,  Des  Moines 197 

Present  Status  of  the  Management  of  Meningitis  Secondary  to 
Otitic  or  Sinus  Infection,  The 

James  A.  Downing,  M.D.,  Des  Moines 17 

Present  Status  of  the  Management  of  Myopia 

Joseph  E.  Dvorak.  M.D.,  Sioux  City 25 

Present  Status  of  the  Management  of  Petrositis,  The 

F.  H.  Reuling,  M.D.,  Waterloo 20 

President’s  Address 

Thomas  A.  Burcham,  M.D.,  Des  Moines 331 

Problem  of  the  Hard  of  Hearing,  The 51 

Problems  in  Compensation  Adjustment 

Donald  C.  Conzett,  M.D.,  Dubuque 260 
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Progressive  Psychiatry 50 

Protamine  Insulin,  The  Treatment  of  Diabetes  with 

Edwin  B.  Winnett,  M.D.,  Des  Moines 231 

Psychoneurotic  Reaction  Types,  Modern  Trends  in 

William  Malamud,  M.D.,  Iowa  City 625 

Public  Education — The  Weapon  Against  Tuberculosis 220 

Public  Health,  For  the 314 

Public  Health,  Milestones  in 

Joseph  H.  Kinnaman,  M.D.,  Des  Moines 117 

Pulmonary  Diseases,  The  Etiology  and  Pathology  of  Non- 
Tuberculous 

Allen  C.  Starry,  M.D.,  Sioux  City 33 

Pulmonary  Diseases,  Therapy  in  Non-Tuberculous 

G.  Raymond  Johnson,  M.D.,  Ottumwa 38 

Pulmonary  Embolism 

Henry  J.  Niebauer,  M.D.,  Iowa  City 578 

Pulmonary  Tuberculosis,  Indications  for  Surgery  in 

J.  Carl  Painter,  M.D.,  Dubuque 294 

R 

Radio,  Health  News  by 219 

Radio  Schedules  Ill 

Radio  Schedule,  Speakers  Bureau 215,  488,  587 

Recent  Advances  in  the  Diagnosis  and  Treatment  of  Vulvo- 
vaginal Discharges  (Bloodless) 

H.  Close  Hesseltine,  M.D.,  Chicago,  Illinois 603 

Recent  Advances  in  Tuberculosis 

Lee  Forrest  Hill,  M.D.,  Des  Moines 108 

Refinements  in  Refraction,  The 

F.  W.  Dean,  M.D.,  Council  Bluffs 632 

Regional  (Distal)  Ileitis 

F.  W.  Mulsow,  M.D.,  Cedar  Rapids 561 

Regional  Ileitis 

Raymond  Gregory,  M.D.,  Iowa  City 640 

Regional  Ileitis — with  Case  Report 

W.  L.  Downing,  M.D.,  and  C.  V.  Allen,  M.D.,  Le  Mars.  . . .206 
Relationship  Between  the  Industrial  Surgeon,  the  Insurance 
Company  and  the  Employee,  The 

William  C.  Goenne,  M.D,  Davenport 357 

Remarks  at  Golden  Anniversary  Meeting 317 

Resolutions  327 

Resolutions  on  Sanitary  Plumbing 480 

Review  of  the  Modern  Problems  of  Burns 

Anthony  C.  Pfohl,  M.D.,  Dubuque 100 

Rheumatic  Heart  Disease,  The  Treatment  of 

C.  B.  Luginbuhl,  M.D.,  Des  Moines 513 

Rhythm  of  Fertility,  The 

Joseph  Brown,  M.D.,  Des  Moines 129 

Rocky  Mountain  Spotted  Fever 

Fred  Montz,  M.D.,  Lowden 614 

Rocky  Mountain  Spotted  Fever 

John  R.  Rankin,  M.D.,  Keokuk 15 

Rocky  Mountain  Spotted  Fever 

Roy  D.  Stone,  M.D.,  Sully 16 

Rural  Physician,  The 106 

S 

Sanitary  Plumbing,  Resolutions  on 480 

Scapula.  Tumors  of  the 

J.  A.  William  Johnson,  M.D.,  Newton 476 

Scarlet  Fever  and  Diphtheria,  The  Present  Status  of  Sero- 
therapy in  Whooping  Cough,  Measles, 

Lee  Forrest  Hill,  M.D.,  Des  Moines 197 

Scott  County  Medical  and  Historial  Centennial  Exhibit.  The.. 535 

Season's  Fad.  The — Suntan 365 

Sense  Defects  of  Children 

Martha  M.  Link,  M.D.,  Dubuque 201 

Sequelae  of  Head  Injuries 

A.  L.  Sahs,  M.D.,  Iowa  City 286 

Serotherapy  in  Whooping  Cough,  Measles,  Scarlet  Fever  and 
Diphtheria,  The  Present  Status  of 

Lee  Forrest  Hill,  M.D.,  Des  Moines 197 

Significance  of  Jaundice  in  Biliary  Tract  Disease 

Howard  L.  Beye,  M.D.,  Iowa  City 249 

Socialization  of  Medicine.  The— To  What  Extent  is  it  Desirable? 

Arthur  C.  Christie,  M.D.,  Washington,  D.C 499 

SOCIETY  PROCEEDINGS— 

Adair  County  

Appanoose  County 55 


Austin  Flint-Cedar  Valley  Medical  Society 435,  705 

Black  Hawk  County 55,  703 

Boone  County  55,  434,  591 

Bremer  County 55 

Buchanan  County  55,  269,  434 

Buena  Vista  County 55 

Butler  County 55 

Calhoun  County 55,  591 

Carroll  County  56 

Cass  County  114,  269,  651 

Cedar  County  651 

Cerro  Gordo  County 56,  114,  320,  591,  651,  703 

Cherokee  County  703 

Clay  County 269 

Clayton  County  114,  703 

Clinton  County 162,  320,  591,  703 

Crawford  County 114 

Dallas-Guthrie  Society  114,  269,  651 

Davis  County , 56 

Decatur  County  541,  651 

Des  Moines  County 223,  269,  651 

Des  Moines  Valley  Medical  Association 435 

Dickinson-Emmet  Societies 56,  591,  651,  703 

Dubuque  County  56.  114,  162,  223,  591,  651 

Fayette  County 651 

Floyd  County 114,  223,  434,  491,  652,  703 

Fremont  County  162,  652 

Greene  County  56 

Hamilton  County 652 

Hancock-Winnebago  Society 56.  491,  652 

Hardin  County 114,  223,  434,  652,  703 

Harrison  County  114,  703 

Henry  County  56,  223,  703 

Iowa  Academy  of  Ophthalmology  and  Otolaryngology ....  541 
Iowa  and  Illinois  Central  District  Medical  Association.  . . . 

58,  224,  653,  705 

Iowa  Clinical  Medical  Society 224 

Iowa  Clinical  Surgical  Society 270 

Iowa  County  56 

Iowa  Urological  Society 58 

Jackson  County  57,  434,  591 

Jasper  County 57,  114,  162,  269,  320,  592,  662 

Jefferson  County  57,  223,  592 

Johnson  County 57,  162,  434,  592,  652,  703 

Lee  County  57 

Linn  County 115,  162,  223,  269,  320,  541,  592,  652,  704 

Louisa  County 652 

Lyon  County  57 

Madison  County  592 

Marion  County  57,  269,  434,  692 

Marshall  County 57,  223,  320,  652,  704 

Mills  County 57,  491 

Monona  County  H5 

Montgomery  County  652 

Muscatine  County 57 

O'Brien  County  223 

Osceola  County 115 

Palo  Alto  County 57 

Pocahontas  County 269,  652 

Polk  County 115,  162,  223,  592,  653,  704 

Pottawattamie  County 

68,  116,  162,  224,  269,  320,  541,  592,  653,  704 

Poweshiek  County  58,  653 

Sac  County  115,  269,  653 

Scott  County 115,  162,  224,  320,  593,  704 

Shelby  County 162,  270 

Sioux  County  58 

Sioux  Valley  Medical  Association 115,  705 

Sixth  Councilor  District  Meeting 491 

Southeastern  Iowa  Medical  Society 664 

Southwestern  Iowa  Postgraduate  Medical  Society 

68,  224,  270,  320,  654 

State  Society  of  Iowa  Medical  Women 321 

Story  County 58,  434,  691 

Tama  County 68.  224,  434,  693,  704 

Tri-County  Medical  Society 59 

Twin  Lakes  District  Medical  Society 321.  491 

Upper  Des  Moines  Medical  Society 116,  491 
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Van  Buren  County 115,  593,  704 
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COM3ION  DUCT  INJURIES  AND 
RECONSTRUCTION* 

John  F.  Erdmann,  M.D.,  New  York  City 

Since  the  publication  of  an  article  by  SullivanJ 
of  Wisconsin,  in  1909,  on  the  method  of  the  re- 
pair of  traumatized  bile  ducts,  numerous  contri- 
butions to  the  literature  have  been  made,  the 
greater  proportion,  however,  lieing  devoted  to  the 
early  literature  and  few  to  the  patient  and  his 
repair. 

To  grasp  properly  the  cause  of  accidental 
trauma,  outside  of  sheer  reckles-sness  or  stupidity, 
one  must  consider  the  anatomy  of  the  structures 
directly  concerned  in  both  accidental  and  unavoid- 
able trauma.  In  the  latter,  the  unavoidable 
causes,  one  must  consider  inflammatory  con- 
ditions and  new  growth.  In  the  anatomy  we  must 
hear  in  mind  the  course  which  is  pursued  by  the 
cystic  duct.  There  are  three  major  courses  by 
which  the  cystic  duct  may  approach  its  union  with 
the  hepatic  duct ; the  spiral,  the  parallel  and  that 
of  the  acute  angle  usually  described  in  the  works 
on  anatomy.  It  requires  no  great  imagination  to 
see  how  the  spirally  implanted  cystic  duct  may  be 
grasjied  with  the  common  or  hepatic  duct,  espe- 
cially if  the  spirally  curved  cystic  duct  unites  on 
the  opposite  side  or  under  the  main  duct.  The 
parallel  duct,  lying  upon  or  to  the  side  of  the  main 
duct  is  or  may  be  so  closely  adherent,  due  to  ad- 
hesions or  cellular  tissues  which  bind  it  to  the 
common  or  hepatic  duct,  that  the  operator  is  de- 
ceived, and  unless  great  care  is  taken  in  its  release 
the  common  duct  will  be  lifted  from  its  bed  and 
clamped  off.  While  the  acute  angle  type  is  pres- 
ent in  the  majority  of  instances,  yet  the  angle  may 
vary  so  as  to  be  a distinct  source  of  error. 

I he  various  lengths  of  the  cystic  duct  must 
also  be  thoroughly  understood.  short  cystic 
duct  may  lead  to  a lateral  grasp,  either  by  clamj) 
or  ligation,  of  the  common  duct,  therel)y  prtj- 
ducing  a conqjression  slough  of  the  walls  of  the 

• Presented  before  the  Des  Moines  Academy  of  Medicine  and 
Polk  County  Medical  Society.  Des  Moines.  September  13.  1935. 

+ Sullivan,  Arthur:  Reconstruction  of  the  bile  ducts.  Jour  Am. 
Med.  Assn..  1909. 


common  duct  sufficient  to  prevent  spontaneous  re- 
pair. To  obviate  the  danger  of  injury  to  the  duct 
the  cystic  duct  must  be  thoroughly  demonstrated 
in  its  continuity  from  the  gallbladder  down.  This 
is  easily  done  in  the  majority  of  instances  by 
splitting  the  peritoneum  on  the  right  side  over  the 
gallbladder  about  one-half  to  one  inch  from  its 
hepatic  bed.  The  gallbladder  can  then  be  ele- 
vated and  rotated  on  its  long  axis  so  that  the  un- 
derlying structures  can  readily  be  demonstrated. 
The  cellular  tissue  can  then  be  pushed  aside,  and 
the  terminal  Krause  pouch  and  the  beginning 
cystic  duct  demonstrated.  With  the  fibroid 
changes  seen  in  some  of  the  long  standing  and 
recurring  infectious  varieties,  great  care  must  be 
exercised  as  this  type  of  newly  formed  tissue 
ma}'  be  found  to  extend  into  the  common  duct. 
The  slightest  mishap  in  dissection  in  such  will 
produce  all  the  damage  imaginable. 

The  arterial  supply  is  sufficiently  presented  in 
its  vagaries  both  by  our  anatomic  textbooks  and 
by  the  more  recent  articles  of  Eisendrath  and 
others.  Too  great  care  cannot  be  exercised  in 
approaching  the  cystic  artery,  and  in  the  event 
of  hemorrhage  by  tear,  slipping  of  the  clamp  and 
the  like,  the  most  thorough  care  must  be  sus- 
tained in  finding  the  bleeding  point.  I am  con- 
vinced that  in  an  attempt  to  stem  a sudden 
hemorrhage,  either  real  or  imagined,  mass  grasju 
ing  by  means  of  an  artery  clamp  has  included  the 
duct.  One  should  never  allow  the  assistant  to 
attend  to  deep  hemorrhage.  In  a medico-legal  case 
the  (|uestion  of  destruction  of  the  blood  vessel 
supply  arose  as  follows ; “May  not  the  clamping 
or  tying  of  the  vessel  produce  a thrombosis  ex- 
tending into  the  minute  vessels  or  the  main 
vessels  of  supply  of  the  duct,  thereby  producing 
a true  surgical  slough  ?’’ 

Among  the  pathologic  causes,  non-neoplastic, 
the  atrophied  or  contracted  gallbladder  has  its 
share  in  jiroducing  trauma,  as  well  as  has  the 
thickened  and  fibroid  infiltrated  type.  Gangren- 
ous e.xtension  obtains  by  the  same  routes  as  docs 
gangrenous  extension  seen  occasionally  into  the 
cecum  from  a gangrenous  appendi.x.  Ulceration 
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from  biliary  calculi  may  be  productive  of  stricture 
formation  or  destruction  of  the  duct  wall  suffi- 
cient to  produce  obliteration  of  a part  of  the  con- 
tinuity of  the  duct.  In  addition  to  the  trauma 
caused  by  anatomic  abnormalities,  there  are  those 
induced  by  the  operator.  For  instance,  the  plac- 
ing of  ligatures  too  close  to  the  common  duct  or 
the  infolding  by  the  ligatures  of  a part  of  it, 
larger  than  will  normally  repair,  or  that  may  re- 
pair leaving  a distinct  stricture  or  producing  a 
definite  contracture,  each  of  which  may  be  fol- 
lowed by  occlusion  in  a short  time. 

The  incision  of  choledochostomy  should  be  in 
the  long  axis  of  the  duct  and  not  transverse. 
Great  care  should  be  exercised  in  the  use  of  for- 
ceps or  the  finger  when  entering  the  common  duct 
for  stones  not  to  tear  the  duct  transversely.  This 
applies  also  to  the  use  of  the  stitch  in  securing 
a drainage  tube  in  the  duct  when  necessary.  Such 
an  accident  in  a large  obese  woman  occurred  in 
my  service  some  years  ago.  While  I was  placing 
the  needle  in  the  wall  of  the  duct  the  patient  at- 
tempted to  vomit.  This  resulted  in  a tear  of  the 
common  duct  fully  one-half  of  its  circumference 
in  addition  to  my  longitudinal  cut.  Several 
stitches  were  required.  After  six  or  seven  weeks 
of  great  anxiety  on  my  part  the  fistula  closed. 
Grasping  of  the  common  duct  as  mentioned  be- 
fore for  some  anatomic  anomaly  or  from  lack  of 
recognition  on  the  part  of  the  operator,  may  cause 
injury.  I am  satisfied  from  my  series  of  cases 
with  the  teachings  that,  after  cholecystectomy,  the 
remaining  stump  of  the  cystic  duct  as  well  as  the 
entire  common  duct  may  dilate.  This  may  have 
had  to  do  with  trauma  of  the  duct,  because  the 
operators  in  their  attempts  to  make  a perfect 
cholecystectomy  have  gone  to  the  extreme  of  dis- 
secting the  cystic  duct  to  its  common  duct  union, 
thereby  jeopardizing  the  integrity  of  the  com- 
mon and  hepatic  duct,  both  in  its  vascular  supply 
and  as  a direct  ductal  wall  involvement.  In  using 
the  gallbladder  as  a tractor  in  demonstrating  the 
cystic  and  common  ducts  the  common  duct  may 
be  so  coned  as  to  include,  by  clamping  or  tying, 
the  surrounding  area  and  the  union  of  the  cystic 
duct  to  the  common  duct.  As  a result  a hole  is 
left  in  the  common  duct  that  is  so  large  as  to 
be  productive  of  a fistula  for  a long  time  and 
then,  if  closed,  may  produce  destruction  by  cica- 
tricial contraction.  Then,  too,  by  placing  the 
clamp  or  ligature  lower,  a section  of  the  duct  may 
be  cut,  thereby  leaving,  on  retraction  of  the  di- 
vided ends,  a gap  of  one-quarter  to  one  inch  in  the 
duct’s  continuity. 

When  the  vessels  slip,  either  through  the  for- 
ceps blades  or  from  the  ligature,  careful  pres- 
sure and  grasping  the  edges  of  the  area  guarded- 


ly with  forceps  so  that  the  well  of  blood  is  readily 
outlined  will  often  give  access  to  the  bleeding 
point.  No  suture  should  be  applied  deeply  for 
hemorrhage  until  one  is  sure  that  neither  the 
hepatic  nor  the  common  duct  is  in  danger  of 
having  the  ligature  either  transfix  or  surround  it. 

Trauma  results  in  one  of  two  ways,  both  as  a 
rule  easily  diagnosticated,  the  one  with  the  fistula 
less  easily  than  the  one  without.  In  the  first  in- 
stance there  is  a persistent  fistula  discharging 
bile  in  greater  or  less  amount.  In  the  second 
variety  there  is  no  leak  from  the  abdomen  or  into 
the  abdomen,  but  in  a short  time  jaundice  begins. 

The  history  of  the  fistula-bearing  type  must  be 
carefully  taken  and  all  possible  information  re- 
garding the  original  operation  must  be  obtained. 
Fistulae,  in  addition  to  the  duct  trauma  under 
consideration,  follow  cholecystostomy,  choledo- 
chostomy and  cholecystectomy.  In  cholecystos- 
tomies  there  is  the  drainage  due  to  improper  fixa- 
tion of  the  fundus  of  the  gallbladder,  as  in  the 
earlier  cholecystostomies  when  the  operator  at- 
tached the  gallbladder  to  the  skin ; also  occasion- 
ally, when  the  gallbladder  was  attached  to  the 
rectus  muscle,  fascia  or  peritoneum  by  means  of 
a non-absorbable  material.  Again,  a fistula  may 
follow  where  the  bladder  infection  continues  for 
a long  time  and  when  all  stones  have  not  been 
removed  from  the  gallbladder,  or  when  a stone 
has  been  overlooked  in  the  common  duct. 

Fistulae  following  cholecystectomies  may  be 
due  to  a partial  resection  of  the  gallbladder  with 
or  without  leaving  a calculus  or  calculi.  Again, 
a fistula  results  because  the  ligature  is  somehow 
forced  off  the  stump  or  because  a stone  in  the 
common  duct  prevents  prompt  healing  by  produc- 
ing back  pressure.  Fistulae  also  may  follow  cho- 
ledochostomy, in  addition  to  the  causes  mentioned, 
because  a stone  or  stones  overlooked  may  prevent 
early  repair ; or  a cholangeitis  requiring  drain- 
age may  not  allow  an  early  repair. 

The  time  of  repair  must  be  considered.  Fis- 
tulae in  any  operation  upon  the  gallbladder  or 
ducts  may  persist  from  three  to  twelve  weeks  and 
close  without  late  untoward  results.  I am  sus- 
picious of  trauma  when  six  or  eight  weeks  have 
elapsed  without  repair,  and  become  rather  sure 
after  the  lapse  of  ten  to  twelve  weeks.  Never- 
theless, a patient  with  a fistula  discharging  a vary- 
ing quantity  and  with  his  support  not  undermined, 
should  receive  the  benefit  of  a watchful  waiting 
policy.  Leakage  into  the  peritoneal  cavity,  when 
no  drain  has  been  used  after  cholecystectomy,  has 
occurred  in  my  work  six  times,  due  in  each  in- 
stance to  a ligature  slipping  or  to  imperfect  clos- 
ure of  the  cystic  duct.  These  patients  were  not 
greatly  upset  and  repaired  very  readily  as  all 
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cystic  duct  cases  will  do,  if  not  ligated  but 
drained.  One  patient  whom  I saw  with  an  intra- 
abdominal leak,  had  been  operated  upon  by 
a very  able  surgeon,  had  ten  pints  of  bile  removed 
by  me  on  her  fifteenth  or  sixteenth  postoperative 
day,  and  five  more  pints  seven  or  eight  days  later. 

The  symptoms  of  the  fistula-bearing  patients 
will  depend  on  the  amount  of  bile  drainage.  Sev- 
eral of  them  have  been  in  a very  fine  condition  at 
the  time  I saw  them ; one  having  a fistula  for 
nine  months,  but  discharging  little ; another,  en- 
tirely prostrated  at  her  tenth  week  because  of  a 
large  leakage. 

The  blood  condition  varies  from  a mild  anemia 
with  or  without  an  increase  of  coagulation  time 
beyond  operative  procedure.  Considerable  loss 
in  weight  and  marked  prostration  may  exist. 

In  the  non-leaking  variety,  except  when  the  bile 
empties  into  the  peritoneal  cavity,  the  picture  is 
marked  and  readily  recognized.  There  is  a his- 
tory of  jaundice,  and  of  an  operation,  with  or 
without  jaundice  in  the  preoperative  period.  The 
jaundice  deepens,  with  no  history  of  any  intermit- 
tence  or  remittance,  accompanied  by  prostration, 
loss  in  weight,  pruritus,  and  clay  or  putty-like 
stools.  The  blood  picture  may  present  a mild  de- 
gree of  anemia  with  a slight  diminution  in  red 
cells  and  a slight  decrease  in  white  cells ; the  co- 
agulation time  may  be  far  beyond  operative  se- 
curity, a recent  one  being  thirteen  minutes  by  the 
capillary  method.  I refuse  to  operate  on  any 
patient  where  the  coagulation  time  is  over  seven 
minutes  by  the  capillary  method  until  it  has  been 
brought  down.  The  urine,  molasses  to  light  am- 
ber in  color,  staining  the  linen  yellow,  will  exhibit 
bile,  albumin  and  casts. 

In  the  type  of  injury  where  the  hepatic  duct 
does  not  close  colossal  leakage  into  the  peritoneal 
cavity  may  take  place.  This  was  observed  in  the 
wife  of  a physician,  who  had  an  injury  to  the 
common  duct.  I saw  her  on  the  fifteenth  post- 
operative day  at  which  time  the  abdomen  was  dis- 
tended to  the  size  of  a full-term  pregnancy,  tense, 
on  percussion  a flat  note  and  on  palpation  a suc- 
cussion  wave.  A cholecystectomy  had  been  jier- 
formed  fifteen  days  previous.  The  temperature 
was  within  normal  limits  but  there  was  an  in- 
crease in  the  pulse  rate,  dyspnea  and  some  livid- 
ity,  prostration  but  no  jaundice.  The  abdomen 
showed  the  scar  of  the  cholecystectomy  and  a 
mid-low  scar  for  some  ovarian  operation.  The 
skin  edges  of  the  recent  operative  scar  for  the 
ovarian  condition  w'ere  found  separated.  A 
catheter  had  been  placed  in  the  wound  in  contact 
with  the  pre-peritoneal  fat  but  not  in  the  peri- 
toneal cavity.  A puncture  at  this  point  was  fol- 
lowed by  the  ejection  of  ten  pints  of  bile.  A tube 


was  introduced  for  further  drainage  and  on  the 
fourth  or  fifth  subsequent  day  she  was  admitted 
to  my  service.  On  examination  it  was  discovered 
that  there  was  a dull  fluctuating  mass  in  the  upper 
half  of  the  adbomen,  chiefly  in  the  right  upper 
quadrant.  An  incision  was  made  through  the 
cholecystectomy  scar  which  was  followed  by  a 
discharge  of  five  pints  of  bile  with  some  spillage. 
A repair  some  weeks  later  was  followed  by 
prompt  recovery.  This  excessive  amount  of  bile 
in  the  peritoneal  cavity  with  no  resulting  toxemia 
has  caused  me  to  feel  that  sterile  bile  in  the  peri- 
toneal cavity  is  not  a menace  to  our  patients  ex- 
cept by  the  loss  of  fluids  and  salts  and  the  phy- 
sical disturbances  of  distention,  etc.,  in  addition 
to  the  under  par  condition  of  the  patient.  I have 
had  spillage  in  six  other  patients,  but  not  of  such 
a large  quantity,  with  no  dire  results. 

Sullivan,  in  a personal  conversation,  said  his 
patient  had  lived  for  eight  years,  dying  from 
carcinoma  of  the  colon.  In  his  article  quoted 
above  he  contends  and  proves  that  there  is  a true 
epithelization  in  the  duct  repair  cases  and  that  the 
process  takes  place  both  from  above  and  from 
below.  With  the  definite  results  in  a clinical 
case  and  his  experimental  proofs  in  his  duct  re- 
production work  on  dogs,  surgeons  find  encour- 
agement in  attacking  this  condition. 

As  a preliminary  to  operative  treatment,  the  de- 
hydrated, undernourished  and  decalcified  patient 
must  receive  special  attention.  The  blood  should 
be  carefully  studied  for  coagulation  time.  If  this 
is  over  normal,  three  means  of  improvement  pre- 
sent themselves.  The  first  is  the  introduction  of 
lactate  of  lime  with  such  nourishing  foods  as 
may  be  obtained.  The  coagulation  time  may  be 
brought  within  safe  limits  by  the  use  of  chloride 
or  glutinate  of  lime  or  by  transfusion  of  normal 
blood.  I am  not  so  much  impressed  with  the 
chloride  of  lime  today  as  I was  formerly.  Never- 
theless, possibly  45  to  75  per  cent  of  the  patients 
respond  to  its  use.  I prefer  transfusion  rather 
than  the  use  of  lime.  Failing  in  these  two 
methods,  a combination  of  lime  and  transfusion 
will  be  necessary. 

In  these  days  of  expensive  donors  one  feels 
indebted  to  the  authors  for  their  experiments  in 
the  use  oj  chloride  of  lime.  I am  using  this  in 
10  per  cent  solutions,  five  to  ten  cubic  centimeters, 
given  daily  or  every  other  day  for  three  or  four 
doses,  if  necessary.  The  coagulation  time  is  taken 
each  day  following  the  use  of  the  lime.  Then  if 
the  coagulation  time  has  not  come  down  suffi- 
ciently, the  patient  is  transfused  with  500  to  1,000 
cubic  centimeters  of  blood  from  his  group  donor. 
After  the  operation  he  is  carefully  observed  by 
coagulation  tests  and,  if  necessary,  we  stand 
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ready  to  give  more  blood.  Recall  that  the  pre- 
operative condition  of  these  patients  is  desperate 
in  many  instances  and  at  all  times  requires  surgi- 
cal help.  Nevertheless,  these  patients  when  proj)- 
erly  prepared  stand  their  operative  procedure  well. 
The  fistula-bearing  cases,  provided  the  flow  is  not 
excessive,  can  and  should  he  observed  for  a time. 
They  may  he  fed  the  various  lime  salts  and  arti- 
ficial biliary  salts  or  ox  gall. 

The  operative  repair  is  a difficult  procedure 
since  the  normal  anatomy  is  thoroughly  distorted 
by  the  adhesions  one  has  to  encounter,  the  depth 
of  the  tissues  to  he  repaired  and  the  great  diffi- 
culty in  finding  the  proximal  hepatic  duct  in  the 
non-fistula  hearing  patient.  Several  times  I have 
found  it  as  a small  excrescence,  above  the  liver 
margin,  like  the  beginning  of  a blowout  in  an 
automobile  tire  tube.  The  great  difficulty  lies  in 
finding  the  distal  portion  or  remains  of  the  com- 
mon duct.  In  several  of  my  patients  it  was 
found.  At  present  I do  not  make  an  extended 
search  for  the  remains  of  the  duct  but  proceed 
after  a moderate  search  to  anastomose  the  duo- 
denum to  the  hepatic  stump. 

The  methods  of  repair  described  in  the  past  arc 
as  numerous  as  the  authors  describing  them.  I 
do  not  use  any  special  rubber  tube  but  take  the 
ordinary  red  rubber  catheter  of  a size  that  will 
fit  the  hepatic  duct,  usually  with  a caliber  of  16 
to  20  F.  d'he  caliber  or  lumen  of  the  tube  is  an 
important  factor,  as  the  diameter  of  the  catheter 
may  be  composed  chiefly  of  rubber  walls.  The 
tube  is  to  be  placed  to  remain  a long  time.  Sulli- 
\ an  personally  reports  one  which  has  been  in  jilace 
for  over  three  years.  My  first  patient,  operated 
upon  the  second  time,  kept  her  first  tube  in  seven 
weeks  and  had  her  second  tube  in  for  three  and 
one-half  months.  Abdominal  drainage  should  be 
eliminated,  if  possible.  If  not  possible  the  drain 
should  be  removed  in  forty-eight  hours.  None 
of  my  i)atients  drained  more  than  a few  hours 
after  early  removal  of  the  drain.  I am  inclined 
to  believe  that  the  drains  are  prone  to  be  harmful 
to  repair  and  therefore  should  be  removed  in 
twenty-four  to  forty-eight  hours.  The  incision 
in  these  cases  may  follow  the  original.  If  neces- 
sary, when  a longitudinal  incision  had  been  used 
in  the  original  operation,  a transverse  incision  may 
be  added  thereto.  The  ordinary  Perthes  incision 
will  give  an  excellent  exposure. 

Careful  dissection  and  hemostasis  with  clamps 
and  hot  pads  are  essential.  Orientation  may  be 
exceedingly  difficult  because  of  the  bleeding  sur- 
face, the  depth  and  many  adhesions,  in  addition 
to  the  fact  that  the  anatomic  and  surgical  land- 
marks are  lost  in  cases  where  a cholecystectomy 
has  been  done. 
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Careful  search  at  the  lower  end  of  the  cvstic 
fissure  may  expose  a small  convex  surface  resem- 
bling a tire  tube  “blow”  or  again  the  region  may 
be  occupied  by  a dense  cicatrix.  The  use  of  a 
diagnostic  aspirating  .syringe  is  of  great  value. 
A\  ithdrawal  of  bile  is  followed  by  incising  along 
the  aspirating  needle  and  divulsing  the  opening.  In 
the  event  of  a fistula,  careful  cleaning  of  the 
depth  of  the  cavities,  best  done  by  the  vacuum 
suction  tip,  will  often  reveal  the  opening  which 
can  then  be  enlarged  with  probe,  forceps,  etc..  A 
search  must  then  be  made  for  the  distal  remains 
and  often  one  finds  only  a mass  of  scar  tissue 
resembling  a cord.  Several  authors  advise  a 
trans-duodenal  search  for  the  duct  by  passing  a 
probe  through  the  papilla  of  Vater  when  this  can 
be  found.  It  is  easy  to  do  a trans-duodenal 
search  for  the  papilla  of  Vater  when  backed  by 
an  impacted  stone,  but  hunting  for  the  papilla  in 
these  patients  savors  of  the  labor  of  Sisyphus. 

Repair  of  the  duct  immediately  following  its  in- 
jury is,  as  a rule,  one  simply  of  suture,  exercis- 
ing the  ordinary  care  of  edge  to  edge  apposition. 
It  can  be  done  without  a rubber  tube,  provided 
that  in  the  trauma  no  great  amount,  not  over  one- 
half  an  inch,  is  destroyed  or  excised. 

Having  located  the  hejiatic  and  common  ducts 
when  possible,  if  there  has  been  no  great  de- 
struction, one  sews  the  ends  together  or,  in  the 
cases  where  a greater  amount  of  the  duct  has 
lieen  destroyed,  one  introduces  the  catheter  or 
tube  and  repairs  over  it  by  bringing  the  edges 
as  near  together  as  possible. 

My  first  patient,  who  after  eleven  months  re- 
quired a second  operation,  was  one  of  the  latter 
varieties.  I closed  over  the  gap  in  the  duct  with 
the  duodenum  and  some  omental  flap  after  sew- 
ing the  catheter  in  with  chromicized  gut.  I be- 
lieve, in  view  of  Sullivan’s  work  that  my  tube 
passed  too  soon.  All  my  subsequent  operations 
have  been  done  in  the  following  manner ; 

The  proximal  end  being  found,  the  tube  or 
catheter  is  introduced  one  to  two  inches  into  the 
liver  and  sewed  in  with  one  or  two  chromicized 
catgut  sutures,  grasping  the  tissues  of  the  duct 
and  the  capsule  of  Gllsson  in  the  needle  bite.  The 
protruding  catheter  or  tube  is  cut  off  so  that  six 
to  eight  inches  remain  exposed.  The  duodenum, 
in  the  instances  when  the  distal  duct  is  not  found, 
is  then  attached  below  the  hepatic  duct  fully  one- 
quarter  of  an  inch  to  the  peritoneum  covering  the 
liver  (capsule  of  Glisson)  with  two  to  four  su- 
tures closely  placed.  A flap  is  cut,  in  character 
like  that  in  a gastro-enterostomy.  An  opening  is 
made  through  the  muscular  and  mucous  coats 
large  enough  to  admit  the  tube  which,  by  means 
of  its  six  to  eight  inches  of  length,  is  passed 
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around  into  the  transverse  portions  of  the  duo- 
denum, so  that  the  tube  has  no  kink  at  its  entrance 
into  the  liver  and  gut.  The  musculo-mucous  pos- 
terior area  is  sewed  to  the  edge  of  the  hepatic 
opening  and  the  anterior  to  the  upper  edge  of  the 
hepatic  opening.  Finally,  the  peritoneum  of  the 
duodenum  is  sewed  to  the  liver  above  the  tube. 
The  well  is  wiped  dry,  a rubber  tissue  drain  is 
placed  in  and  the  abdominal  wall  is  sutured.  The 
subsequent  care  is  early  removal  of  the  drain,  etc. 

CASE  RECORDS 

The  following  case  records  are  selected  from 
my  repairs : 

Case  1.  The  patient,  a young  married  woman, 
thirty-four  years  of  age,  with  a positive  history 
of  cholecystitis,  was  operated  upon  ( a cholecys- 
'tectomy)  in  June  of  1917,  in  a neighboring  state, 
for  many  stones  and  an  appendectomy.  The  fis- 
tula persisted,  and  on  October  25,  1917,  another 
surgeon  operated  again.  Evidently  nothing  was 
done  for  the  excessive  oozing.  When  I saw  the 
patient  there  were  two  scars  in  the  right  iqiper 
quadrant  of  the  abdomen,  within  two  inches  of 
each  other,  and  bile  was  being  discharged.  Her 
weight  had  dropped  from  116  to  90  pounds.  This 
is  the  patient  who'  successfully  sued  her  operator. 
On  December  3,  1917,  repair  of  the  common  duct 
was  effected  by  introducing  a rubber  tube,  through 
the  remains  of  the  common  duct  into  the  duodenum 
and  upper  end  of  the  tube  into  the  hepaticus, 
building  a new  duct  in  the  gap  by  surrounding  the 
tube  with  duodenum  and  omentum.  The  tube 
was  removed  at  the  end  of  four  weeks  and  six 
days.  By  January  17,  1918,  the  patient  had 
gained  sixteen  pounds.  She  had  normal  stools 
in  .August.  On  November  14.  1918,  she  had  some 
chills  and  varying  attacks  of  jaundice  of  eight  to 
ten  days’  duration.  From  that  time  she  began  to 
lose  weight  and  became  jiermanently  jaundiced. 
By  December  9.  1918,  she  was  deeply  jaundiced 
and  weigheil  but  79  pounds.  On  December  9, 
1918,  repair  was  accomplished  as  described,  by 
joining  the  duodenum  to  the  hepatic  duct  flush 
with  the  liver  and  also  attaching  the  duodenum 
to  the  liver.  The  .second  tube  was  j)assed  practi- 
cally four  months  after  the  ojieration.  I saw 
this  patient  on  November  6.  1923,  and  she  was  in 
excellent  condition  at  the  time  of  her  last  re])ort 
to  me,  weighing  139  pounds. 

Case  2.  .\  not  her  case  was  that  of  a woman 
about  twenty-eight  years  of  age,  who  came  into 
my  office  in  March  of  1923,  iirofoundly  jaun- 
diced, emaciated,  in  fearful  mental  and  idiysical 
state,  and  with  numerous  .scratches  and  abrasions 
all  over  her  body.  She  had  had  an  operation  in 
a suburban  hospital  eleven  months  before,  fol- 


lowed one  month  later  by  pruritis  and  jaundice. 
(Jn  June  7,  1923,  a hepaticduodenostomy  had  been 
performed  with  rapid  convalescence  and  early 
gain  in  weight.  She  returned  to  the  hospital  on 
October  15  with  mild  jaundice,  and  was  observed 
for  si.x  days.  There  was  marked  improvement 
and  she  was  allowed  to  return  home.  On  No- 
vember 10,  1923,  she  returned  again  with  jaun- 
flice  more  marked,  abrasions  and  scratch  marks, 
loss  in  weight  and  some  pain  over  her  liver  which 
was  greatly  enlarged.  Roentgenograms  showed 
the  tube  in.  its  original  position.  Feeling  that  the 
tube  had  become  clogged.  I re-opened  her  abdo- 
men on  November  23  and  found  that  the  tube 
was  well  in  place.  On  removal,  which  was  readily 
accomplished,  the  hepatic  end  was  found  covered 
with  crystals  presenting  a picture  similar  to  that 
of  a catheter  left  in  the  urinary  bladder.  On 
compressing  the  tube  in  its  continuity.  I was  able 
to  expel  a material  of  fibrous  character  and  con- 
sistence, and  of  the  color  of  a cream  ])aste.  Upon 
removal  of  the  tulie  there  was  a gush  of  mi.xed 
bile  and  pus  from  the  liver  in  such  quantity  that 
a rapid  diminution  in  the  size  of  the  liver  w’as 
observed.  Although  the  duct  opening  felt  smooth 
and  soft  I deemed  it  advisable  to  put  in  another 
but  shorter  tube.  This  was  done,  and  the  pa- 
tient made  a speedy  recovery  from  the  operation. 

You  will  observe  from  these  histories  that  one 
of  my  patients  required  a second  operation  after 
eleven  months.  This  was  the  patient  in  which  I re- 
constructed the  duct,  and  since  the  operation  as 
described  above  she  has  gone  eighteen  years, 
weighing  at  the  time  of  her  second  operation  79 
pounds  and  recently  139  pounds.  One  of  these 
patients  has  had  slight  attacks  of  jaundice  of  short 
duration,  and  reports,  after  seventeen  years,  that 
.she  is  in  “bully”  condition.  One  of  the  patients 
with  the  tube  in  situ,  as  shown  by  x-ray  pictures, 
began  to  develop  jaundice  a few  months  later. 
This  was  due  to  a plugging  of  the  tube  with  mu- 
cous or  salts,  for  suhseiiuently  the  jaundice  dis- 
appeared. 

Following  the  operation  there  is  a rajiid  loss  of 
jaundice,  a marked  rapid  mental  change  and  a 
very  pronounced  gain  in  weight.  4 he  recurrences 
must  he  ascribed  to  contracture  of  the  newly 
formed  canal  following  the  |)assing  of  the  tube 
before  pro]>er  e])ithelization  takes  place.  There- 
fore, all  attemjits  at  fi.xation  of  the  tube  should 
be  made,  contrary  to  the  earlier  feeling  that  some 
material  should  he  attached  to  the  distal  end  of 
the  tube  to  promote  its  removal  by  ])eristalsis. 
'I'he  great  difficulty  is  that  |>eristalsis  will  pull  and 
push  the  tube  without  any  accessory.  That  the 
tube  may  become  plugged  and  obstruct  the  flow 
of  bile  must  be  considered  and  this  recpiires  re- 
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moval  with  or  without  re-introduction  of  another. 

One  of  my  patients,  recently  operated  upon, 
had  been  operated  upon  three  times  previously. 
At  the  time  I saw  her  in  my  office  she  had  a 
fistula  and  marked  jaundice.  The  first  operation 
was  a cholecystectomy  and  the  following  two  were 
evidently  not  complete  operations.  I attempted 
at  my  first  operation  the  Lahey  method,  but  after 
a supposed  establishment  of  a well  lined  fistula, 
the  sinus  closed.  Her  fifth  operation  and  my 
second  was  a success ; a hepaticoduodenal  anasto- 
mosis was  done.  A subsequent  obstruction  oc- 
curred, and  the  operation  for  this  resulted  fatally. 

As  an  aid  in  finding  the  duct,  preliminary  to 
doing  a choledochostomy,  and  also  as  an  aid  in 
finding  the  hepatic  duct  “blow  out,”  I have  been 
using  a diagnostic  needle  bent  at  an  angle  so  that 
the  terminal  portion  runs  parallel  to  the  duct. 
The  diagnostic  mounted  with  this  type  of  needle 
is  readily  handled  with  one  hand.  An  added  suc- 
tion tube,  slightly  bent  (20  to  24  F.  caliber)  with 
the  olive  tip  is  very  useful  in  sucking  out  detritus 
from  the  hepatic  or  common  duct  and  more  useful 
in  doing  a choledochostomy  than  in  this  type  of 
repair.  I have  also  had  the  ordinary  Blake  duct 
forceps  modified  so  that  the  grasping  end  is  not 
fenestrated,  but  is  filled  in  as  a spoon ; the  small 
stones  do  not  escape  through  the  fenestra  but  are 
held  by  the  concave  tips.  This  instrument  as 
well  as  the  suction  tube  will  be  found  extremely 
useful  in  doing  choledochostomies  and  in  fistula 
repair  operations  which  are  due  to  impacted 
stones  and  detritus. 

122  East  70th  Street. 


TREATMENT  OF  THE  ANEMIAS* 

Victor  E.  Levine,  M.D.,  Omaha,  Nebraska 
introduction 

The  recent  work  of  Whipple  and  Robscheit- 
Robbins,  Minot  and  Murphy,  Sturgis,  Isaacs, 
Castle,  Hart,  Steenbock,  Waddell,  Elvehjem  and 
others  has  served  to  clarify  our  conceptions  of  red 
cell  and  hemoglobin  formation.  In  the  light  of 
the  new  knowledge  of  hematopoiesis  certain  tra- 
ditions that  have  been  followed  for  a long  time  in 
the  classification  as  well  as  in  the  treatment  of  the 
anemias  are  now  considered  to  be  inefficacious  be- 
cause of  lack  of  physiologic  basis. 

The  arsenic  compounds,  sodium  or  iron  cacody- 
late,  we  now  realize  to  be  absolutely  useless  in  the 
treatment  of  any  form  of  anemia.  Iron  cacody- 
late  in  the  quantities  injected  furnishes  an  insuffi- 
cient amount  of  iron  to  be  of  any  value  in  hema- 

* From  the  Department  of  Biological  Chemistry  and  Nutrition, 
School  of  Medicine,  Creighton  University,  Omaha. 


topoietic  regeneration.  There  is  indeed  very  little 
clinical  or  laboratory  evidence  that  the  cacodylates 
have  improved  the  blood  picture  in  anemia.  As 
a matter  of  fact  arsenic  compounds,  like  salvarsan 
or  neosalvarsan,  must  be  used  with  great  caution 
even  in  the  treatment  of  syphilitic  patients  with 
anemia,  because  the  administration  of  either  com- 
pound may  give  rise  to  a further  reduction  in 
hemoglobin  and  in  the  number  of  red  cells.  Ars- 
phenamine  itself  has  been  known  to  produce  at 
times  an  aplastic  condition  of  the  bone  marrow. 
Cummer  emphasizes  the  fact  that  it  may  be  im- 
perative to  resort  to  transfusion  in  order  to  bring 
the  blood  of  a syphilitic  patient  up  to  a point  at 
which  anti-syphilitic  medication  may  be  employed 
with  safety. 

There  is  hardly  any  need  to  emphasize  the  point 
that  successful  treatment  of  the  anemias  can 
result  only  after  the  etiologic  basis  for  the  particu- 
lar anemic  state  in  question  has  been  discovered. 
Since  specific  therapy  is  possible  today  in  many 
types  of  anemia,  an  empirical  approach  to  the 
method  of  treatment  is  to  be  deprecated.  We 
have  published  elsewhere  a classification  of  the 
anemias.®  By  simplifying  this  elaborate  scheme  of 
classification,  we  may  group  the  anemias  into  the 
following  four  classes : 

1.  Those  due  to  deficiency  in  any  of  the  factors 

necessary  for  hematopoiesis. 

2.  Those  due  to  blood  loss. 

3.  Those  due  to  the  hemolysis  or  the  destruction 

of  red  cells. 

4.  Those  due  to  the  depression  or  inhibition  of 

the  hematopoietic  function  of  the  bone  marrow. 

Such  simple  classification  aims  to  bring  into 
prominence  etiologic  factors  which  lead  to  rational 
therapy. 

Our  newer  knowledge  of  hematopoiesis  has  re- 
sulted in  the  abolition  of  the  division  of  the 

, . . t 

anemias  into  two  general  types,  primary  anemia 

and  secondary  anemia.  A primary  anemia  is  no 
longer  one  of  which  the  cause  is  unknown.  Per- 
nicious anemia,  formerly  classed  as  a primary  ^ 
anemia,  is  now  known  to  be  a deficiency  disease 
due  to  the  absence  of  a specific  factor  found  in 
liver.  The  color  index,  which  is  usually  regarded 
as  indicating  pernicious  anemia  (primary  anemia  ' 
in  the  old  sense)  when  it  is  minus  one,  does  not 
always  serve  to  differentiate  between  this  type  of 
anemia  and  the  so-called  secondary  anemia.  We 
cannot  rely  on  classifications  which  stress  histo- 
logic characteristics  and  laboratory  findings  to  the 
exclusion  of  the  establishment  of  the  etiology. 

The  patient’s  response  to  specific  therapy  is  often 
very  valuable  in  making  a correct  diagnosis. 
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DEFICIENCY  ANEMIAS 

The  deficiency  anemias  are  the  ones  in  which 
specific  therapy  yields  very  favorable  clinical  re- 
sults. The  deficient  substance  in  the  hemato- 
poietic system  is  the  specific  required.  The  ma- 
jority of  cases  fall  into  the  following  list  of  de- 
ficiencies : 

1.  A factor  in  liver  or  gastric  mucosa  effective  in 
pernicious  anemia  and  other  microcytic 
anemias. 

2.  Iron  effective  in  large  doses  in  hypochromic 
microcytic  anemia. 

3.  Thyroxin  or  desiccated  thyroid  tissue  to  supply 
the  deficiency  in  mild  hypothyroidism  and  in 
more  severe  cases,  as  in  myxedema  and  in 
cretinism. 

4.  Vitamin  B2  or  the  antipellagra  vitamin.  De- 
ficiency in  this  vitamin  leads  to  an  anemia  re- 
moved only  by  specific  treatment  with  a sub- 
stance rich  in  this  dietary  factor,  such  as 
brewer’s  yeast  or  liver. 

5.  Vitamin  C or  the  antiscorbutic  vitamin.  The 
anemia  of  scurvy  is  not  affected  by  the  admin- 
istration of  iron  or  of  liver  extract,  but  is  pre- 
vented and  cured  when  the  deficiency  causing 
the  disease  is  supplied  to  the  patient. 

6.  Copper,  though  yet  of  questionable  clinical 
value  for  the  human  being,  if  withheld  from 
the  rat  and  other  mammals,  gives  rise  to  a spe- 
cific deficiency  anemia. 

7.  Protein,  deficiency  in  which  gives  rise  to  a con- 
dition known  as  hunger,  famine,  or  war  edema. 
Protein  edema  is  accompanied  by  anemia.  This 
type  of  anemia  is  rare  under  ordinary  circum- 
stances and  is  to  be  expected  only  in  case  of 
famine  or  in  case  of  war  when  protein  foods 
may  become  scarce.  In  connection  with  protein 
edema  and  its  accompanying  anemia,  it  must 
be  remembered  that  hemoglobin  is  a protein. 

When  we  consider  the  deficiency  anemias  from 
the  standpoint  of  therapy,  esjiecially  the  anemia 
due  to  lack  of  iron  or  that  due  to  lack  of  the  factor 
specific  against  macrocytic  hyperchromic  anemia, 
we  must  ever  keep  in  mind  an  important  postulate 
emphasized  by  Minot  with  reference  to  the  admin- 
istration of  the  missing  factor.  Minot  maintains 
that  treatment  should  not  consist  in  supplying 
sufficient  material  to  remove  one  symptom,  such 
as  anemia,  but  sufficient  to  supply  indefinitely  all 
the  demands  for  the  potent  material,  and  to  fill  the 
body  adequately  with  stores  of  a reserve  supply 
of  the  specific  substance.  It  is  this  important 
postulate  that  explains  the  reason  for  prescribing 
large  doses  of  iron  in  microcytic  hypochromic 
anemia  and  large  doses  of  liver  extract  when 


treatment  is  begun  on  a patient  with  macrocytic 
hyperchromic  anemia. 

Specific  Medication  in  the  Macrocytic  Hyper- 

chromic  Anemias. 

In  the  group  of  macrocytic  anemias  of  which 
pernicious  anemia  is  the  most  conspicuous  mem- 
ber, but  which  also  includes  the  anemia  of  sprue 
or  pellagra,  and  occasionally  the  anemia  of  preg- 
nancy, the  deficiency  may  be  supplied  by  liver, 
liver  extract  or  ventriculin.  Iron  is  ineffectual  in 
the  treatment  of  these  anemias.  Once  the  diag- 
nosis of  macrocytic  anemia  is  made,  the  following 
preparations  which  are  available  may  be  used : 

Liver  Extract  (Eli  Lilly)  No.  343,  is  a very 
valuable  preparation.  Liver  Extract  with  Iron 
(Eli  Lilly)  No.  343  contains  ten  grains  of  iron 
and  ammonium  citrate  per  teaspoonful. 

Liver  Extract  with  Iron  (Eli  Lilly)  No.  55,  is 
not  to  be  confused  with  Liver  Extract  No.  343. 
The  former  is  used  only  in  the  treatment  of  so- 
called  secondary  anemia  (microcytic  hypochromic 
anemia),  while  the  latter  is  the  specific  for  perni- 
cious anemia  (macrocytic  hyperchromic  anemia). 

Liver  Extract  (Lederle)  is  a liquid  in  a 20  per 
cent  wine  base,  ten  cubic  centimeters  being  equiva- 
lent to  100  grams  of  fresh  liver. 

Liver  Extract  (Parke  Davis),  one  vial  of  which 
weighs  3 to  3.5  grams  and  represents  the  anti- 
anemia potency  of  100  grams  of  fresh  liver. 

Liver  Extract  (Fairchild).  Each  vial  repre- 
sents the  anti-anemia  potency  of  100  grams  of 
fresh  liver. 

Concentrated  Liver  E.xtract  (Armour).  One 
fluid  ounce  represents  the  anti-anemia  potency  of 
8 ounces  of  liver. 

Liver  Extract  (Chappel).  One  hundred  cubic 
centimeters  is  equivalent  to  8.2.  ounces  of  equine 
liver. 

Autolyzed  Liver  Concentrate  (Squibb)  is  a 
powder  flavored  with  cocoa,  one  gram  of  which  is 
equivalent  to  20  to  30  grams  of  fresh  liver. 

All  the  preparations  mentioned  above  are  ad- 
ministered by  mouth. 

Liver  Extract  (Parke  Davis)  for  intravenous 
use  is  made  up  in  vials  carrying  twenty  cubic  cen- 
timeters of  fluid  and  equivalent  to  100  grams  of 
fresh  liver. 

Liver  Extract  (Lilly)  for  intravenous  use  is  a 
liquid  preparation,  each  cubic  centimeter  of  which 
is  equivalent  to  5 grams  of  liver. 

Liver  Extract  (Chappel)  for  subcutaneous  or 
intramuscular  injection  is  a liquid  preparation,  one 
cubic  centimeter  of  which  represents  the  anti- 
anemia potency  of  10  grams  of  liver. 

Liver  Extract  (Parke  Davis)  for  intramuscular 
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injection,  one  cubic  centimeter  of  which  represents 
the  anti-anemia  potency  of  5 grams  of  liver. 

Liver  Extract  (Lederle)  for  intramuscular  in- 
jection is  a solution,  three  cubic  centimeters  of 
which  has  the  equivalence  of  100  grams  of  liver. 

Ventriculin  (stomach  tissue)  may  he  used 
instead  of  liver  or  liver  extract.  The  former 
supplies  the  intrinsic  portion  of  the  anti-anemia 
factor.  The  extrinsic  portion  is  to  he  derived 
from  the  food  intake,  provided  it  is  adequate  from 
a nutritional  standpoint. 

Ventriculin  with  Iron  (Parke  Davis)  is  prefer- 
able to  straight  ventriculin.  It  contains  12.5  per 
cent  ferric  citrate.  The  dose  is  10  to  20  grams 
daily. 

Soluble  Stomach  Extract  (Fairchild)  is  made 
up  in  vials.  Each  vial  contains  3 grams,  which  is 
equivalent  in  potency  to  100  grams  of  fresh  stom- 
ach mucosa. 

Extralin  (Eli  Lilly)  is  a liver  and  stomach  con- 
centrate. Each  capsule  has  a potency  e(|uivalent 
to  20  grams  of  fresh  liver. 

Puvules  Lextron  (Eli  Lilly)  are  a liver  and 
stomach  tissue  concentrate  (extralin)  containing 
iron  and  ammonium  citrate  and  Vitamin  B. 

Cofron  (Abbott)  is  a liver  ])re])aration,  each 
capsule  being  equivalent  to  10  grams  of  liver,  and 
also  carrying  grain  of  iron  and  ){>.-,(,  grain  of 
copiX'!-. 

Liver  I\Ieal  (Liver  Meal  Corporation)  is  a mix- 
ture of  desiccated  liver,  81  per  cent,  malted  milk- 
powder.  18  per  cent,  and  powdered  cinnamon,  1 
per  cent. 

Preparations  of  iron,  liver  or  liver  extract  con- 
taining alcohol  should  not  he  used  for  patients 
suffering  from  gastric  or  duodenal  ulcer. 

( )wing  to  the  fact  that  ah-sorption  through  the 
gastro-intestinal  tract  is  a variable  factor  in 
anemia,  liver  extracts  have  been  developed  that 
are  of  such  purity  that  they  can  be  administered 
intramuscularly  or  intravenously.  However,  we 
feel  that  it  is  not  advisalile  to  administer  liver 
extract  intravenously.  Ten  jier  cent  of  the  pa- 
tients receiving  this  form  of  medication  develop  a 
reaction,  which  is  usually  transient.  The  symp- 
toms are  tremor,  chills,  fever,  nausea  and  vomit- 
ing. In  almost  all  cases  liver  extract  given  intra- 
muscularly is  preferable.  This  type  of  admin- 
istration does  not  give  rise  to  local  or  general 
reactions.  The  liver  extract,  furthermore,  is  ab- 
sorbed more  slowly,  and  greater  utilization  is 
made  of  the  substance  injected. 

The  intramuscular  route  is  indicated  in  patients 
who  display  a great  apathy  for  liver  or  liver  ex- 
tract, in  patients  with  no  appetite  or  with  gastro- 
intestinal disturbances,  and  in  patients  wdio  are 
too  moribund  to  take  any  food  or  medication  by 


mouth.  This  route  is  also  indicated  when  there 
is  an  interference  in  the  process  of  absorption 
through  the  intestinal  tract  or  when  there  is  an 
interference  with  storage  in  the  liver.  Surgical 
procedures  or  pathologic  processes  may  render  the 
small  intestine  less  absorptive.  Cirrhosis  of  the 
liver  may  cause  loss  of  iron  and  anti-anemia  factor 
because  of  the  inability  of  this  organ  to  act  as  a 
storehouse  for  the  substances  necessary  in  the 
formation  of  red  cells  and  of  hemoglobin.  'I'he 
muscular  or  intravenous  route  gives  no  loss 
througb  intestinal  malabsorption  and  vields  more 
raj)id  therapeutic  responses. 

Liver  extract  and  even  iron  is  less  effective  in 
the  presence  of  a major  or  even  minor  infection. 
Arteriosclerosis  in  advanced  age  also  diminishes 
the  utilization  of  anti-anemia  medicaments.  In 
case  of  infection  the  amount  of  liver  extract  ordi- 
narily administered  is  increased  100  per  cent. 

Specific  Medication  in  Microcytic  Hxfiochroniic 

Anemia. 

Microcytic  hypochromic  anemia,  which  results 
from  deficiency  of  iron  in  the  diet  or  improper 
absorjition  of  iron  from  a complete  dietary,  is 
amenable  only  to  large  doses  of  iron.  As  early 
as  1832  Bland  demonstrated  the  value  of  large 
doses  of  iron  in  the  treatment  of  chlorosis.  This 
method  of  treatment,  neglected  for  many  vears,  is 
as  effective  in  the  anemias  with  iron  deficienev  as 
it  was  in  the  days  of  Bland. 

Iron  salts  should  be  administered  by  moutb 
only.  In  order  to  overcome  heavy  losses  in  an 
anemic  jiatient,  iron  salts  are  given  in  massive 
doses.  Murphy  states  that  a preparation  of  fer- 
rous carbonate  (U.S.P.)  in  daily  quantities  of 
four  grams  sufficient  to  supply  400  milligrams  of 
iron,  and  ferric  ammonium  citrate  (U.S.P.)  in 
daily  quantities  of  three  grams  sufficient  to  supply 
500  milligrams  of  iron,  has  produced  satisfactory 
clinical  results.  Other  clinicians  prefer  heavier 
doses. 

,\  useful  prescription  for  iron  is  the  following: 

IJ  Ferri  et  Ammonii  Citratis  .I  X 

Aquae  Menthae  Piperitae  (ps.a.d.  ,“)  1\’ 

Sig:  One  teasjioonful  in  a half  glass  of  water 
every  three  hours  to  be  followed  by  lemon  juice 
diluted  with  water. 

One  teaspoonful  contains  18  grains  of  ferric 
ammonium  citrate.  Five  teasjxionfuls  a day  will 
furnish  90  grains  of  the  iron  salt. 

In  order  to  determine  the  vehicle  for  iron  and 
ammonium  citrate,  to  make  the  jireparation  more 
palatable.  Professors  Leland  A.  Johnson  and 
.\lfred  C.  Andersen,  of  the  Creighton  University 
College  of  Pharmacy,  tested  cinnamon  water, 
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])eppermint  water,  methyl  salicylate,  tincture  of 
cajisicum,  tincture  of  cardamon,  tincture  of 
cinnamon,  compound  tincture  of  gentian,  tincture 
of  lemon,  tincture  of  orange,  spirits  of  cinnamon, 
spirits  of  chloroform,  spirits  of  pepi>ermint.  com- 
pound spirits  of  cardamon,  compound  spirits  of 
orange,  oil  of  anise,  oil  of  clove,  oil  of  sassafras, 
and  oil  of  spearmint.  The  best  ones  proved  to  he 
spirits  of  chloroform  and  pepi>ermint  water,  with 
the  former  the  better  of  the  two.  We  prefer, 
however,  to  employ  the  latter  because  of  the  theo- 
retic possibility  of  causing  liver  damage  by  the 
prolonged  administration  of  chloroform. 

Ferric  ammonium  citrate  (Lederle  ) is  also  put 
up  in  capsules  with  copper  acetate  (J4o  grain  j)er 
capsule).  Six  to  twelve  capsules  a day  furnish 
42  to  84  grains  of  the  iron  salt  per  day.  Each 
dose  should  be  followed  by  lemon  juice  diluted 
with  water. 

Blaud’s  pills  are  valuable,  but  their  use  is 
limited  in  a practical  sense,  since  42  pills  are 
necessary  to  make  up  as  much  iron  as  is  contained 
in  90  grains  of  iron  and  ammonium  citrate.  If 
Blaud’s  pills  are  administered,  they  must  be  fresh, 
soft  and  easily  broken  up.  Old  dried  up  pills  fail 
to  disintegrate  in  the  digestive  tract  with  the  result , 
that  absorption  of  iron  is  poor.  Large  doses  of 
Blaud’s  pills  have  another  disadvantage.  Dean 
Howard  C.  N^ewton,  of  the  Creighton  College  of 
Pharmacy,  calls  attention  to  the  fact  that  Blaud’s 
l>ills  in  heavy  doses  have  a laxative  action.  In 
the  preparation  of  Blaud’s  pills  ferrous  sulphate 
and  potassium  carbonate  are  allowed  to  interact. 
The  resulting  by-product,  potassium  sulphate,  is 
not  removed  from  the  final  product.  Potassium 
sulphate  dispensed  as  Glauber’s  salt  has  a definite 
laxative  action. 

b'errous  salts  ( ferrous  chloride  in  capsules,  fer- 
rous carbonate  and  ferrous  sulphate)  are  more 
easily  assimilated,  although  good  clinical  results 
are  attained  by  the  use  of  ferric  salts,  especially 
in  the  form  of  iron  and  ammonium  citrate. 

Iron  bound  organically  is  not  available  for 
hemoglobin  formation.  Hemoglf)bin  or  blood 
itself  is  ineffective  in  the  treatment  of  an  anemia 
related  to  an  iron  deficiency.  Iron  bound  loosely, 
as  in  an  inorganic  salt  like  iron  chloride,  sulphate 
or  carbonate,  or  as  in  organic  acids  like  iron  lac- 
tate or  iron  and  ammonium  citrate,  is  the  tyj)e  of 
iron  that  should  be  i)rescribed. 

Fo(k1s  rich  in  iron  are  not  practical  in  the  treat- 
ment of  anemia  in  the  emergency  stage.  Foods 
at  best  contain  very  little  iron,  d'o  get  the  massive 
(b)scs  of  iron  from  the  daily  diet  would  ref|uire 
a vast  amount  of  food  material,  b'urthermore, 
we  must  take  into  consideration  the  fact  that  it 
ha>  been  recently  reported  that  the  iron  in  food 


may  or  may  not  be  available  for  hemoglobin  for- 
mation. Elvehjem,  Hart  and  Sherman  have  re- 
jiorted  that  estimations  of  availal)le  iron  show  an 
availability  of  over  60  per  cent  in  beef  and  pork 
liver,  and  in  beef  and  pork  heart  muscle.  Beef 
skeletal  muscle  and  blood  show  an  availability  of 
50  per  cent.  The  iron  in  oysters,  spinach  and 
alfalfa  is  available  only  to  the  extent  of  25  per  cent 
or  less.  The  Wisconsin  investigators  demonstrated 
that  hemoglobin  regeneration  was  proportional  to 
the  available  iron  in  the  food  supply.  Until  we 
get  more  data  as  to  the  content  of  available  iron 
in  food,  it  is  better  to  give  iron  through  prescrip- 
tion rather  than  through  food.  Food  iron  is  valu- 
able, however,  in  the  maintenance  treatment  of 
anemia  after  the  normal  hemoglobin  and  red  cell 
values  have  been  established. 

Anemia  renders  the  intestinal  tract  less  efficient 
as  an  absorbing  mechanism.  The  derangement  in 
the  function  of  absorption  is  of  such  a nature  as 
to  cause  considerable  loss  of  iron  or  of  the  anti- 
anemia factor  sjiecific  against  macrocytic  hyper- 
chromic  anemia.  One  of  the  factors  regulating 
absorption,  especially  of  iron,  is  gastro-intestinal 
acidity.  Hypoacidity  or  anacidity  accompanying 
the  anemias  interferes  with  absorption.  It  is 
therefore  advisable  to  use  together  with  iron  some 
type  of  acid  medication  or  acid  foods.  Hydro- 
chloric acid  is  very  valuable,  but  its  disadvantage 
lies  in  the  fact  that  only  a very  small  amount  can 
he  taken.  Lactic  acid  (0.4  per  cent)  mixed  up  in 
beverages,  and  citric  acid  in  the  form  of  lemon 
juice  can  be  administered  in  greater  doses  than 
hydrochloric  acid.  It  is  advisable  to  take  iron 
before  meals  when  the  gastric  acidity  is  high  and 
to  follow  up  the  dose  with  some  diluted  lemon 
juice.  Buttermilk  or  acidified  milks  should  he 
recommended  to  the  anemic  patient. 

INCLUSIVE  medication 

In  the  laboratory  conditions  for  an  experimen- 
tal animal  may  be  arranged  with  precision  to  pro- 
duce a classical  picture  of  a desired  deficiency  dis- 
ease. With  the  human  being  not  controlled  like 
the  exjierimental  animal,  a deficiency  disease  that 
develops  is  likely  to  be  of  a multiple  (yjie.  A 
person  aftlicted  with  beriberi  may  have  some  .symp- 
toms indicative  of  scurvy.  One  with  a definite 
syndrome  characteristic  of  an  anemia  due  to  lack 
of  the  anti-anemia  factor  specific  for  macrocvtic 
hyperchromic  anemia,  and  characterized  bv  a 
paucity  of  red  cells,  may  also  show  indications 
of  a deficiency  in  iron.  It  is  for  this  reason  that 
in  treating  the  condition,  it  is  imperative  to  jiro- 
vide  for  the  deficiency  indicated  hy  the  major 
symptoms  and  at  the  same  time  provide  for  all 
other  possible  deficiencies.  In  this  wav  only  can 
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there  be  hope  of  attaining  maximal  therapeutic 
results.  As  an  illustration  of  the  importance  of 
inclusive  medication,  we  cite  the  experiences  of 
Maurer,  Greengard  and  Kluver.  They  report 
that  copper  and  iron  without  other  therapy  failed 
to  produce  a remission  of  infantile  tetany,  whereas 
subsequent  administration  of  liver  extract,  added 
to  the  iron  and  copper,  cured  the  condition. 
Murphy  maintains  that  liver  extract  administered 
intramuscularly  has  no  apparent  affect  on  the  for- 
mation of  hemoglobin  when  given  alone,  but  when 
given  in  combination  with  large  doses  of  iron, 
there  results  a more  rapid  response  of  the  hemo- 
globin and  blood  cells  than  occurs  with  the  use 
of  a similar  amount  of  iron  alone.  The  admin- 
istration of  large  doses  of  iron  during  the  treat- 
ment of  pernicious  anemia  with  liver  extract  pre- 
vents the  development  of  a deficiency  in  iron  as 
a result  of  the  rapid  maturation  of  erythrocytes 
produced  by  the  specific  therapeutic  agent. 

Muiqihy  also  advises  whole  liver  with  iron  med- 
ication, since  the  combined  effect  is  greater  than 
that  of  either  given  alone.  Even  though  iron  or 
liver  extract  or  ventriculin  is  administered,  liver 
should  be  included  in  the  diet  at  least  two  or  three 
times  a week.  Liver,  besides  being  rich  in  iron 
and  in  the  anti-anemia  factor  specific  for  macro- 
cytic hyperchromic  anemia,  is  also  rich  in  other 
factors  involving  hematopoiesis,  such  as  superior 
protein,  copper,  and  vitamins.  Liver  stores  prac- 
tically all  the  vitamins  with  the  exception  of  Vita- 
min E. 

COPPER  MEDICATION 

From  the  clinical  point  of  view,  the  excellent 
work  of  Hart,  Steenbock  and  Elvehjem  on  the 
existence  of  a copper  deficiency  anemia  in  rats 
which  have  been  maintained  on  an  exclusive  milk 
diet  is  as  yet  not  applicable  to  man.  There  have 
been  some  reports  in  the  literature  which  favor 
the  use  of  copj>er  in  certain  types  of  anemia.  In 
the  human  being,  copper  is  not  usually  prescribed. 
Many  of  our  foods  known  to  be  rich  in  iron  are 
also  rich  in  copper.  Many  of  the  iron  salts  used 
in  medication  contain  traces  of  copper.  Gorter 
found  that  ferrous  sulphate  contains  less  than 
0.002  mg.  per  gram,  ferrous  lactate  0.005  to  0.006 
mg.  per  gram,  reduced  iron  0.009  to  0.11  mg.  per 
gram,  saccharate  of  iron  ( 10  per  cent)  0.6  to  0.8 
mg.  per  gram,  and  pulverized  iron  0.06  to  0.75  mg. 
per  gram.  There  are  several  drug  preparations 
on  the  market  containing  iron  and  copper,  or  liver 
extract  with  iron  and  copper.  The  recent  clin- 
ical investigations  of  Sachs,  Levine  and  Fabian  do 
not  justify  the  use  of  copper  in  the  treatment  of 
anemias.  In  a large  series  of  patients  suffering 
from  various 'types  of  anemia,  the  blood  copper 


level  almost  invariably  was  markedly  elevated.  In 
other  words,  although  copper  is  involved  in  the 
process  of  hematopoiesis,  as  demonstrated  by  the 
compensatory  hypercupremia  of  the  anemias,  the 
body  storehouses  are  very  rich  in  this  element  and 
are  able  to  supply  the  deficiency  even  over  long 
periods  of  time.  Furthermore,  since  only  minute 
quantities  of  copper  are  necessary,  the  jxissibility 
of  a deficiency  is  remote. 

EMERGENCY  AND  MAINTENANCE  TREATMENT 

Treatment  of  anemia  is  divided  into  two  stages  ; 
first,  emergency  treatment,  during  which  massive 
doses  of  iron  or  liver  extract  or  massive  doses  of 
each  are  administered ; and  second,  maintenance 
treatment  during  which  small  doses  of  liver  ex- 
tract or  iron  or  both  are  administered  or  in  the 
same  doses  as  in  the  emergency  period  but  at  less 
frequent  intervals.  The  emergency  dose  of  iron 
is  90  to  120  grains  of  iron  and  ammonium  citrate 
per  day.  The  small  doses  of  iron  salt  prescribed 
in  the  U.S.P.  are  valueless,  since  they  do  not  yield 
increase  in  hemoglobin  or  in  red  cells.  When 
hemoglobin  has  reached  normal  limits  the  main- 
tenance dose  is  prescribed. 

With  regard  to  liver  extract  we  may  take  the 
directions  of  the  manufacturer  to  illustrate  emer- 
gency and  maintenance  treatment.  On  the  pack- 
age of  Liver  Extract  343  (Eli  Lilly)  is  stated 
that  during  the  initial  period  in  the  treatment  of 
pernicious  anemia  three  level  tablespoonfuls  a day 
or  more  are  to  be  prescribed.  When  the  blood 
picture  has  returned  to  normal  the  maintenance 
dose  may  be  reduced,  depending  upon  the  blood 
picture  and  general  condition  of  the  patient. 

The  container  of  Liver  Extract  Intravenous 
(Parke  Davis)  states  that  the  initial  dose  is  20 
cubic  centimeters  intravenously  at  intervals  of  one 
week,  at  a rate  of  injection  not  to  exceed  two  cubic 
centimeters  per  minute.  The  maintenance  dose 
to  prevent  relapse  is  one  injection  at  an  interval 
of  four  weeks. 

Autolyzed  Liver  Concentrate  (Squibb)  is  a 
palatable,  stable  and  water  soluble  powder  flavored 
with  cocoa.  The  initial  period  of  treatment  in 
pernicious  anemia  necessitates  a dosage  of  from 
four  to  six  or  more  teaspoonfuls  daily,  divided 
into  two  or  three  doses,  during  the  first  ten  days. 
Thereafter  only  two  level  teaspoonfuls  daily  are 
required  as  the  maintenance  dose. 

According  to  Sturgis,  liver  extract  by  mouth  is 
given  in  the  emergency  period  in  an  amount  equiv- 
alent to  600  grams  of  fresh  liver.  When  the 
blood  reaches  normal  limits,  the  dose  is  cut  down 
for  about  a week  to  an  equivalent  of  300  grams 
of  liver. 

Murphy  uses  one  large  intramuscular  dose  of 
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liver  extract  (twelve  cubic  centimeters  equivalent 
to  400  grams  of  liver)  during  the  first  twelve  to 
twenty-four  hours.  The  erythrocytes  with  this 
method  show  an  average  increase  of  110,000  per 
day  during  the  first  week  and  during  a period  of 
twenty-eight  days  about  100,000  per  day  in  pa- 
tients having  an  initial  cell  count  of  two  million 
or  less.  These  facts  suggest  that  when  a potent 
anti-anemia  substance  is  given  in  excess  of  imme- 
diate needs,  the  unused  material  is  stored  for  later 
utilization.  Following  the  initial  large  dose,  sub- 
sequent injections  of  three  cubic  centimeters  of 
liver  extract  are  made  at  intervals  of  a week  until 
the  blood  picture  reveals  the  presence  of  a normal 
red  cell  count  of  5,000,000  for  men  and  4,500,000 
for  women. 

Sturgis  in  a very  severe  case  of  pernicious 
anemia  injects  five  cubic  centimeters  of  liver  ex- 
tract intramuscularly  into  the  buttocks.  This  dose 
is  repeated  in  two  or  three  days  if  necessary.  His 
usual  procedure,  however,  is  to  inject  two  cubic 
centimeters  of  liver  extract  intramuscularly  each 
day  for  ten  days,  after  which  the  dosage  is  cut 
down  to  four  to  six  cubic  centimeters  for  half  a 
week,  and  finally  four  to  six  cubic  centimeters 
once  a week.  Liver  extract  (intravenously)  is 
given  according  to  Sturgis  once  a week  in  quan- 
tities of  20  cubic  centimeters,  the  amount  derived 
from  100  grams  of  liver.  The  maintenance  dose 
is  20  cubic  centimeters  every  three  to  six  weeks. 
Concerning  ventriculin  dosage,  it  may  be  stated 
that  Sturgis  administers  40  grams  daily  by  mouth 
and  finally  lowers  the  dose  to  ten  grams  six  days 
a week. 

With  reference  to  dosage,  emergency  or  main- 
tenance, it  must  always  be  kept  in  mind  that  we 
should  never  follow  blindly  any  special  or  set 
schedule  of  medication.  Emergency  doses  should 
be  continued  until  the  blood  picture  becomes  nor- 
mal or  almost  normal.  Maintenance  doses  must 
be  of  such  quantity  and  frequency  as  to  hold  up 
the  blood  picture  to  its  normal  level.  Every  pa- 
tient with  anemia  presents  his  own  therapeutic 
problem. 

THREE  COMMONLY  UNRECOGNIZED  SPECIFIC  TYPES 
OF  DEFICIENCY  ANEMIA 

Besides  the  anemias  due  to  deficiency  in  the  fac- 
tor specific  in  macrocytic  hyperchromic  anemia  or 
due  to  deficiency  in  iron,  w'e  have  three  other  spe- 
cific anemias;  One  of  these  is  anemia  due  to  the 
lack  of  Vitamin  The  specific  treatment  is 

brewer’s  yeast,  exceedingly  rich  in  Vitamin  Bo 
as  w’ell  as  in  Vitamin  Bj.  Another  is  the  anemia 
due  to  lack  of  Vitamin  C.  The  specific  treatment 
is  a rich  source  of  this  vitamin.  Citrous  fruits, 
(oranges,  lemons,  and  grapefruit),  raw  or  canned 


spinach,  tomatoes  or  green  peas,  cabbage  and 
green  peppers.  For  the  sake  of  simplification,  we 
may  limit  our  source  of  Vitamin  C to  the  citrous 
fruits.  A third  form  is  the  anemia  due  to  lack 
of  thyroid  hormone.  The  specific  is  desiccated 
thyroid.  Vitamin  Bo,  Vitamin  C and  thyroid  hor- 
mone act  as  specifics  in  the  sense  that  all  other 
anti-anemia  factors  must  be  provided  at  the  same 
time  in  the  diet  or  in  the  form  of  medication.  The 
deficiency  anemias  require  medication  that  is  as 
specific  as  quinine  is  for  malaria  and  as  diphtheria 
antitoxin  is  for  diphtheria.  The  specifics  now 
employed  in  the  various  types  of  deficiency 
anemia  are  liver  extract  or  ventriculin,  iron,  acid. 
Vitamin  Bo,  Vitamin  C,  and  desiccated  thyroid. 
Ultraviolet  or  sunlight  is  a useful  adjunct  in 
anemia  therapy. 

MILK  ANEMIA 

From  a practical  standpoint  twcj  types  of 
anemia  have  assumed  great  importance  in  recent 
years.  One  is  milk  anemia  and  the  other  deple- 
tion anemia. 

Milk  is  very  poor  in  iron,  in  copper  and  in  the 
factor  efficient  in  the  prevention  and  treatment  of 
macrocytic  hyperchromic  anemia  and  found  in 
great  abundance  in  liver.  Milk  is  so  definitely  and 
markedly  anemia-producing  that  investigators 
have  used  this  food  as  a simple  and  rapid  method 
for  developing  anemia  in  experimental  animals. 
Milk  anemia  may  occur  in  infants,  in  young  chil- 
dren and  even  in  adults  in  which  milk  and  milk 
products  form  by  far  the  larger  portion  of  the 
diet.  Anti-ulcer  treatment  and  treatment  of  idio- 
pathic epilepsy  by  means  of  the  production  of 
ketone  bodies  in  the  blood  and  urine,  involve  the 
use  of  diets  built  around  a milk  and  cream  base. 
It  is  imperative  to  prescribe  anti-anemia  medica- 
tion with  this  type  of  diet.  In  the  case  of  gastric 
or  duodenal  ulcer,  it  must  be  clearly  recognized 
that  anemia  delays  the  healing  of  the  lesion. 

DEPLETION  ANEMIA 

Depletion  anemia  is  that  anemia  resulting  from 
heavy  losses  in  blood  as  a result  of  chronic  or  acute 
hemorrhage.  The  individual  is  extremely  pale,  the 
sclerae  are  grayish,  and  the  extremities  cold  and 
clammy.  Fie  or  she  has  the  typical  appearance  ob- 
served in  de-sanguination.  A common  form  of 
depletion  anemia  is  the  one  resulting  from  menor- 
rhagia. Both  the  hemoglobin  and  the  red  cells  n"^ay 
be  very  low.  The  immediate  treatment  may  call 
for  a blood  transfusion  to  be  followed  later  by  anti- 
anemia treatment.  In  depletion  anemias  with  very 
low  hemoglobin  and  with  an  approximate  cell 
count  of  1,000,000,  it  is  important  to  do  a blood 
transfusion.  Blood  transfusion  may  save  the  life 
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of  the  patient  because  response  is  immediate. 
Anti-anemia  medication  does  not  produce  an 
immediate  increase  in  hemoglobin  or  in  red  cells. 
The  increa.se  may  start  thirty-six  to  forty-eight 
hours  or  longer,  following  the  medication.  The 
patient  in  the  meantime  may  reach  a fatal  end. 
The  immediate  advantage  of  transfusion  should 
be  followed  up  by  anti-anemia  treatment.  IMassive 
doses  of  iron,  intramuscular  liver  extract,  brewer’s 
yeast  (Vitamin  Bo)  and  orange  juice  (Vitamin 
C)  should  be  administered.  The  diet  should  con- 
tain an  adequate  amount  of  sujXM'ior  protein,  and 
this  may  he  given  partly  in  the  form  of  liver. 
After  the  emergency  is  over  it  may  become  neces- 
sary to  use  x-ray  or  radium  to  prevent  a recur- 
rence of  depletion  anemia  through  subsequent 
hemorrhage. 

HEMOLYTIC  ANEMIAS 

The  treatment  of  hemolytic  anemias  varies  with 
the  underlying  cause.  If  the  cause  is  toxic  ab- 
sorptitm  from  infestations,  treatment  must  be 
directed  toward  removal  of  the  noxious  parasites; 
if  due  to  absorption  of  a drug,  its  use  must  he 
discontinued.  Where  hemolysis  results  from  an 
inherent  weakness  of  the  erythrocytes,  as  in  acho- 
luric jaundice,  treatment  is  as  yet  of  no  marked 
benefit.  Occasionally  hemolysis  results  from 
over-activilv  of  the  reticulo-endothelial  system.  In 
such  case,  splenectomy  may  be  indicated.  Besides 
acboluric  jaundice,  splenectomy  is  often  resorted 
to  in  Banti’s  disease  and  in  thrombocytopenic 
purpura.  Generally  speaking,  it  may  be  suggested 
that  the  cause  of  a particular  anemia  should  be 
removed  if  possible,  while  administering  anti- 
anemia treatment.  We  must  stop  the  bleeding,  if 
hemorrhage  is  the  cause ; we  must  treat  the  infec- 
tion, if  bacterial  toxins  depress  the  mechanism  of 
hematoiKiiesis  or  destroy  its  products. 

TREATMENT  IN  VAGUELY  DEFINED  ANEMIAS 

In  any  anemia  where  the  deficiency  is  not  ap- 
jiarcnt.  or  where  the  deficiency  may  be  multiple 
and  the  hemoglobin  and  red  cell  count  may  be  low. 
it  is  advisable  to  prescribe  liver  extract  or  liver, 
iron  salts.  Vitamin  C (orange  juice),  and  Vitamin 
Bo  (brewer's  yeast).  Desiccated  thyroid  extract 
is  to  be  prescribed  when  symptoms  of  thyroid  de- 
ficiency exist. 

ANEMIA  AS  A BIOLOGIC  HANDICAP 

Anemia  is  one  of  the  most  common  minor  ills 
of  our  generation.  It  is  a condition  which  im- 
poses a physiologic  burden  upon  the  organism.  It 
leads  to  general  debility  and  to  loss  of  resistance 
to  infection.  The  maintenance  of  antibodies  in 


the  blood  depends  upon  the  competence  of  myelo- 
blasts, lymphoblasts  and  reticulo-endothelium.  In- 
dividuals maintain  health  and  recover  from  infec- 
tion only  when  antibody  formation  is  adequate. 
Diminished  nutrition  handicaps  the  cells  in  their 
production  of  antibodies,  thereby  making  the  indi- 
vidual more  susceptible  to  disease  and  less  able  to 
recover  from  disease.  The  sedimentation  rate  of 
erythrocytes  is  hastened  in  anemic  patients.  The 
rate  of  sedimentation  is  a very  good  index  of  the 
patient’s  ability  to  carry  added  physiologic  hurdens. 
Anemia  leaves  its  dire  effect  on  the  circulatory 
system.  I’aul  D.  White  states  that  anemia,  whether 
secondary  or  primary  is.  if  severe,  a heavy  burden 
for  the  heart  in  that  the  myocardium  is  directly 
affected.  Dilatation  may  result,  murmurs  may 
apjiear,  and  angina  jrectoris  may  be  precipitated. 
According  to  Liljestrand  and  Stenstrom,  and  also 
Harrison  and  Blalock,  anemia  increases  the  cardiac 
output.  An  examination  of  the  circulatory  system 
of  patients  with  anemia  often  reveals  certain  con- 
ditions indicatiA^e  of  increased  work  on  the  part 
of  the  heart.  These  are : 

1.  Moderate  tachycardia. 

2.  Increased  intensity  of  the  first  sound  at  the  car- 
diac apex,  and  of  the  aortic  and  pulmonic 

sounds. 

3.  Apical  and  pulmonic  systolic  murmurs. 

4.  Increased  peripheral  pulsation. 

5.  A full-bounding  and  at  times  a collapsible  pulse. 

These  facts  indicate  that  the  heart  is  attempting 
to  carry  on  its  work  under  difficulties.  The  com- 
pensatory increase  in  cardiac  output  which  occurs 
in  anemia,  if  continued  for  a number  of  years,  is 
likely  to  cause  an  overworked  heart  finally  to 
succumb.  Relatively  mild  and  common  degrees 
of  anemia  should  therefore  be  regarded  as  con- 
tributory factors  in  the  production  of  cardiac 
failure. 

Anemia  is  a handicap  during  anesthesia  and 
during  surgical  intervention.  Patients  with  a de- 
ficiency in  blood  platelets  are  likely  to  experience 
secondary  hemorrhages  following  operation.  Sur- 
gical shock  occurs  more  frequently  in  the  anemic 
individual.  Acidosis  and  infection  are  more  ju-one 
to  develop  postoperatively.  Many  anemic  patients 
have  reserve  energy  sufficient  for  recovery,  but  no 
patient  with  a blood  deficiency  ever  made  as  rapid 
a recovery  as  a patient  with  normal  blood.  Severely 
anemic  patients  may  even  die  because  of  their 
inability  to  carry  the  strain  of  anesthesia  and 
operation. 

Anesthesia  lowers  markedly  the  oxygen-carry- 
ing power  of  the  blood.  The  oxygen-carrying 
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power  of  the  blood  is, a measure  of  intact  hemo- 
globin. The  blood  of  healthy  individuals  subjected 
to  one-half  hour  of  anesthesia  with  ether,  nitrous 
oxide,  or  ethylene,  shows  a drop  of  from  ten  to 
twenty-five  per  cent  in  oxygen-carrying  power. 
The  decrease  in  hemoglobin  capable  of  carrying 
oxygen  reaches  the  lowest  level  a few  hours  after 
the  administration  of  the  anesthetic.  A period  of 
five  to  ten  days  elapses  before  the  oxygen-carrying 
power  returns  to  normal.  The  loss  in  the  oxygen- 
carrying power  is  due  to  the  fact  that  hemoglobin 
is  so  altered  that  it  cannot  combine  with  oxygen. 
The  icterus  index,  an  index  of  red  cell  destruction, 
is  increased  following  anesthesia.  Healthy  in- 
dividuals twenty-four  hours  after  anesthesia,  last- 
ing one-half  hour  under  ether,  nitrous  oxide  or 
ethylene,  have  an  icterus  index  from  three  to  four 
times  the  normal.  Patients  whose  oxygen-carry- 
ing power  is  already  low  will  have  their  intact 
hemoglobin  reduced  still  further  by  the  anesthetic 
and  the  loss  of  blood  incidental  to  the  operation. 
Healthy  individuals  require  more  than  five  days 
to  restore  their  hemoglobin  to  normal  following 
anesthesia ; and  anemic  patients  require  much 
more  time.  A reduction  during  anesthesia  of 
three  volumes  per  cent,  from  the  original  twenty- 
one  volumes  per  cent  of  the  oxygen-carrying 
power  of  the  blood  in  a healthy  person  means  a 
loss  of  only  fourteen  per  cent.  The  same  reduc- 
tion of  three  volumes  per  cent  in  a patient  whose 
o.xygen-carrying  power  is  only  twelve  means  a 
loss  of  twenty-five  per  cent  in  his  intact  hemo- 
globin. The  heart  of  the  anemic  patient,  perhaps 
handicapped  by  varying  degrees  of  myocardial 
degeneration,  has  the  additional  burden  of  anes- 
thesia and  operation  to  carry. 

.An  apparently  healthy  person  with  a blood  ])ic- 
ture  that  shows  a hemoglobin  content  and  ery- 
throcyte count  below  normal  is  existing  under  a 
biologic  handicap.  .A  deviation  from  the  normal 
hemoglobin  value  and  from  the  normal  red  cell 
count,  however  slight,  does  not  lead  to  optimal 
health  and  calls  for  corrective  measures.  Many  a 
|K‘rson  possesses  health  that  is  subnormal,  .suffer- 
ing from  vague  symptoms,  including  gastro-intes- 
tinal  upsets,  atypical  of  any  siiecific  disease,  gen- 
eral debility,  fatigue,  lack  of  ability  to  concen- 
trate on  work  to  be  done,  depression  of  si>irits, 
or  irritability.  Such  a jierson  is  freiiuently  very 
much  imjiroved  if  his  hemoglobin  and  red  cell 
count  ai*e  raised  by  anti-anemia  medication. 

.Anemia  is  often  considered  by  the  clinician  as 
worthv  of  treatment  only  when  (here  is  a marked 
decrease  in  hemoglobin  or  in  red  cells,  or  in  both. 
'Hiat  is  a wrong  point  of  view.  W’e  must  always 
kee])  in  mind  that  the  greatest  number  of  the 


major  diseases  with  which  man  is  afflicted  usually 
creep  in  through  the  accumulated  effect  of  suc- 
cessive slight  irritations,  defects  or  deficiencies,  or 
through  the  long  continued  operation  of  appar- 
ently insignificant  factors.  Health  is  more  fre- 
quently undermined  by  the  gradual  oix^ration  of 
constant  though  disregarded  causes  of  a slight 
nature  rather  than  by  any  great  and  unusual 
events  that  make  a sudden  appearance.  Xot  only 
should  we  aim  to  keep  hemoglobin  and  erythro- 
cytes in  the  blood  of  a healthy  person  on  the 
highest  level  possible,  but  we  should  aim  in  the 
treatment  of  any  disease  to  remove  a coexisting 
anemia,  a barrier  to  prompt  and  complete  recovery. 
Anemia  delays  the  healing  of  wounds,  prolongs 
the  period  of  convalescence,  and  increases  the 
tendency  to  intercurrent  infection. 
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CORONARY  THROMBOSIS* 

A.  G.  Felter,  M.D.,  Van  Meter 

How  often  are  we  reminded  that  heart  disease 
is  on  the  increase.  Not  only  do  our  reports  on 
vital  statistics  show  that  cardiovascular  diseases 
are  responsible  for  more  deaths  than  any  other 
manner  of  illness,  but  as  w'e  sit  in  our  consultation 
rooms  we  are  impressed  with  the  increasing  fre- 
quency of  cardiovascular  complaints.  In  our  own 
experience  we  have  noted  an  astounding  inci- 
dence of  coronary  artery  disease  in  the  past  few 
months.  I'here  are  the  coronary  sclerotic  cases, 
the  anginoid  cases  and  the  cases  of  coronary 
thrombosis,  so  often  but  not  always  resulting  in 
sudden  and  immediate  death.  The  field  of  heart 
disease  is  now  so  broad  that  we  find  ourselves 
fairly  overwhelmed  with  the  futility  of  attempt- 
ing to  cover  even  so  small  a phase  as  coronary 
thrombosis  in  anything  like  a comprehensive  way 
in  the  alloted  time.  After  a very  brief  resume  of 
the  history,  etiology,  pathology  and  symptoma- 
tology we  will  discuss  the  treatment  as  we  see  it, 
and  present  some  cases  that  are  now  or  have  been 
under  observation  and  care  for  coronary  throm- 
bosis. 

In  1698  Chirac  had  tied  the  coronary  artery  of 
a dog  and  had  observed  that  the  heart  ceased  to 
beat.  Morgagni  in  1761  was  familiar  with  a di- 
seased condition  of  the  coronaries,  and  himself 
died  later  of  a ruptured  heart.  It  has  been  thought 
that  the  first  case  diagnosed  during  life  was  prob- 
ably that  described  by  Hammer  in  1878.  Finally 
Herrick  in  1912  presented  a clear  picture  of  the 
syndrome  and  suggested  that  some  patients  prob- 
ably recovered  after  acute  obstruction  of  a cor- 
onary artery. 

In  the  usual  case  of  coronary  thrombosis  there 
is  first  an  atheroma  of  the  coronary  artery.  This 
consists  of  a senile  softening  with  areas  of  fatty 
infiltration  and  degeneration  in  the  intima  or  en- 
darterium.  At  once  there  begins  to  be  an  irregular 
thickening  and  encroachment  upon  the  lumen  of 
the  vessels,  and  when  arteriosclerosis  has  further 
develojied  with  deposit  of  lime  salts,  the  vessel 
becomes  more  brittle  and  plaques  may  break  off 
and  ulcerations  occur  inviting  the  formation  of  a 
thrombus  as  the  blood  flows  over  the  injured  area. 
We  then  have  a blood  clot  within  a vessel  which 
should  supply  circulation  to  the  heart  muscle. 
If  a vessel  is  occluded,  infarction  of  its  distribu- 
tion area  occurs,  and  with  it,  weakening  of  this 
area  and  interference  of  function.  The  extent  of 
pathology  varies  greatly.  In  some  cases  a throm- 
bus suddenly  developing  causes  sudden  death, 
either  from  an  acute  infarct  or  perhaps  from  a 

* Delivered  before  the  Mercy  Hospital  Annual  Clinic,  Des 
Moines,  June  1935. 


reflex  affect  resulting  in  asystole.  Again,  a throm- 
bus with  an  infarct  of  no  smaller  size  may  form 
so  gradually  that  no  acute  symptoms  are  noticed. 
Life  has  been  known  to  continue  in  spite  of 
chronic  occlusion  of  both  coronary  arteries.  One 
of  three  things  is  likely  to  occur.  First,  if  the 
occlusion  is  sudden  and  of  a large  vessel,  infarc- 
tion, necrosis,  and  rupture  of  the  heart  may  occur. 
Second,  if  the  occlusion  does  not  cause  necrosis 
and  rupture  it  will  at  least  cause  infarction,  and, 
as  the  coronary  thrombus  occurs  most  commonly 
along  the  descending  branch  of  the  left  coronary 
artery  near  its  mouth  it  usually  causes  infarction 
of  the  wall  of  the  left  ventricle  near  the  apex  and 
this  may  also  include  a small  portion  of  the  lower 
part  of  the  interventricular  septum.  In  this  case 
the  endocardium  over  the  infarcted  area  is  prone 
to  accumulate  thrombus  formation  which  in  turn 
can  be  productive  of  emboli  and  readily  cause 
sudden  death.  Third,  there  are  many  cases  in 
which  fibrosis  occurs  and  heals,  leaving  a more  or 
less  firm  scar  at  the  site  of  the  infarcted  area. 
Lewis  states  that  the  mortality  in  the  stage  of 
acute  illness  is  generally  estimated  at  about  50 
per  cent. 

What  then  is  the  cause  of  the  initiatory  ather- 
oma and  arteriosclerosis  ? It  has  been  variously 
attributed  to  faulty  metabolism,  high  protein  diet, 
overwork,  worry,  infection  and  heredity,  also 
to  combinations  of  these  factors.  There  seems  to 
be  evidence  in  favor  of  each,  but  probably  the  best 
answer  as  to  the  cause  is  that  it  is  due  to  the 
modern,  eternal,  everlasting,  effort  to  get  an  eight 
cylinder  performance  out  of  a four  cylinder  motor. 
Men  are  more  often  affected  than  women,  it  would 
seem;  often  robust  professional  men,  men  who 
are  alert,  sensitive  and  overworked.  In  one  hun- 
dred clinical  cases  of  cardiac  infarction  Parkinson 
and  Bedford  in  1928  reported  ninety-three  in 
males  and  seven  in  females.  This  ratio  would 
seem  to  be  a little  high.  Any  condition,  such  as 
diabetes  and  hypertension,  that  tends  to  foster 
arteriosclerosis  increases  the  liability  to  coronary 
occlusion  through  coronary  sclerosis.  Most  of  the 
cases  occur  between  the  ages  of  forty  and  seventy, 
although  Jamison  and  Hauser  report  a case  in  a 
boy  eighteen  years  of  age,  who  had  extensive 
arteriosclerosis  and  a thrombosis  of  the  right  cor- 
onary artery.  In  the  fewer  cases  caused  by  em- 
bolism from  valvular  vegetations  or  luetic  aortitis 
the  occlusion  may  occur  at  an  earlier  average  age. 

The  symptoms  are  characteristic.  There  may 
be  sudden,  severe,  exhausting  pain,  radiating  to 
one  or  both  arms  or  to  neck,  head  or  back.  The 
pain  may  be  felt  over  the  heart  or  referred  to  the 
lower  sternum  or  epigastrium.  The  feeling  is 
variously  described  as  crushing,  vise-like,  pressing 
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in,  et  cetera.  There  may  be  a feeling  as  if  one 
could  not  get  one’s  breath.  In  severe  cases  there 
may  be  sweating,  vomiting  and  collapse.  The 
pulse  becomes  rapid  and  feeble.  The  blood  pres- 
sure drops.  Very  soon  moist  rales  appear  at  the 
bases  of  the  lungs  and  about  the  pericardium. 
Within  twenty-four  hours  there  is  an  increase  in 
temperature  which  varies  from  about  99  to  103 
degrees  or  over,  according  to  the  amount  of  in- 
farction. The  leukocyte  count  is  likewise  in- 
creased. Slight  effort  may  cause  pallor.  A peri- 
cardial friction  rub  may  be  very  significant.  It 
has  been  found  that  a characteristic  change  ap- 
pears in  the  electrocardiograph  a few  hours  after 
the  onset  of  cardiac  infarction,  consisting  of  an 
elevation  of  the  take-off  of  the  RT  interval  above 
the  base  line,  this  being  known  as  Pardee’s  sign. 
After  a few  days  the  T wave  tends  to  flatten  out 
and  an  inverted  T wave  remains  for  weeks  or 
months,  either  returning  to  normal  or  persisting 
indefinitely. 

The  prognosis  may  depend  on  several  factors, 
including ; 

1.  Size  of  artery  occluded. 

2.  Rapidity  of  occlusion. 

3.  Extent  of  thebesian  circulation  and  richness 
of  anastomosis. 

4.  Effectiveness  of  treatment. 

A sudden  recurrence  of  leukocytosis  during  the 
course  of  the  disease  may  signify  a septic  infarct 
and  a bad  prognosis.  A rising  nonprotein  nitrogen 
is  said  to  portray  a failing  battle,  as  is  also  a 
permanently  elevated  nonprotein  nitrogen. 

The  treatment  of  coronary  thrombosis  may  be 
divided  into  three  phases : first,  prophylactic ; sec- 
ond, the  management  of  the  acute  illness ; and 
third,  the  management  of  the  improved  cases.  It 
is  said  that  there  is  no  specific  treatment.  If  I 
were  to  name  one  I should  say  first,  last,  and  all 
the  time — rest.  The  man  who  has  coronary  scler- 
osis with  chest  pain  on  exertion  must  be  tactfully 
taught  that  he  is  a cripple.  He  must  be  led  to  see 
that  he  should  no  more  go  on  with  the  increasing 
stress  and  strain  of  business  wmrries  and  heavy 
physical  exertion  than  he  should  go  on  reading 
without  the  aid  of  glasses  if  his  hyperopia  in- 
creases. Yet  extreme  care  must  be  exercised  that 
our  patients  are  not  put  on  unlivable  diets  and 
frightened  into  a neurasthenic  state. 

During  the  acute  illness  absolute  rest  is  impera- 
tive. Night  and  day  nursing  is  recpiired  to  avoid 
voluntary  effort  or  exertion.  One  of  the  patients 
we  are  showing  today  had  an  embolism  with  what 
.seemed  would  be  a fatal  result,  after  getting  up 
to  get  a urinal  while  the  nurse  was  out  of  the  room. 
•A.nother  patient  said  that  he  could  not  raise  his 
hand  from  his  side  without  the  characteristic  epi- 


gastric distress  or  weak  feeling,  as  he  described  it. 
Morphine  is  always  indicated  and  frequently  in 
large  quantities  until  the  pain  is  controlled.  Later, 
physical  and  mental  relaxation  may  be  maintained 
by  various  sedatives  as  pentabarbital  sodium, 
phenobarbital  and  others.  Digitalis  in  guarded 
doses  is  indicated  to  tone  up  the  weakened  heart 
musculature.  Coronary  dilators,  so-called,  as  one 
of  the  euphyllin  groups  or  theobromine  or  theocal- 
cin  would  seem  to  be  theoretically  right,  and  we 
feel  do  help  materially  in  bettering  the  myocardial 
circulation,  relieving  discomfort,  and  facilitating 
healing  by  fibrosis. 

Recently  Barack  and  Levy  summarized  favor- 
able response  to  oxygen  therapy  in  acute  coronary 
thrombosis  as  follows : 

1.  Subjective  improvement  of  pain  and  restless- 
ness. 

2.  Cyanosis  better. 

3.  Breathing  may  be  improved. 

4.  Temperature  fall. 

5.  Eall  in  pulse  rate. 

6.  A recurrence  of  these  symptoms  if  oxygen  is 
removed  before  acute  stage  is  past. 

We  have  not  used  the  latter  treatment.  We  do 
feel  that  the  patient  should  be  isolated  and  assidu- 
ously protected  from  effort,  excitement  and  worry. 

The  management  of  the  improved  cases  is  purely 
the  supervision  of  the  manner  of  living. 

We  will  pause  to  say  very  little  in  the  way  of 
differential  diagnosis.  Let  us  permit  the  press  to 
continue  to  make  the  age-old  diagnosis  of  “acute 
indigestion,”  but  let  us  no  longer  consider  this 
caption  a medical  term.  We  may  wonder  at  times 
if  we  have  biliary  colic,  a dissecting  aneurysm, 
a pulmonary  embolism,  or  a perforated  ulcer,  but 
a history  of  former  symptoms  or  absence  of  symp- 
toms in  line  with  these,  and  a rapid  check-over  of 
physical  findings  will  soon  convince  us  of  the  true 
nature  of  the  case. 


ROCKY  MOUNTAIN  SPOTTED  FEVER 

REPORT  OF  A CASE 

John  R.  Rankin,  M.D.,  Keokuk 

While  Rocky  Mountain  spotted  fever  is  no 
longer  considered  to  be  a rare  disease  in  Iowa, 
there  having  been  twelve  cases  reported  since  June 
5,  1933,  nevertheless  I believe  the  disease  is  suffi- 
ciently uncommon  to  warrant  the  report  of  another 
case,  d'his  is  the  first  case,  so  far  as  is  known, 
to  be  reported  from  southeastern  Iowa. 

The  patient,  a white  female  child,  four  years  of 
age,  was  first  seen  in  the  office  on  the  morning  of 
July  3,  1935,  being  carried  in  in  the  arms  of  her 
mother.  She  was  stuporous  and  difficult  to  arouse. 
'I'emix^rature  was  104.6  degrees,  pulse  1.30,  and 
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respiration  30.  An  examination  revealed  moder- 
ate edema  of  the  cheeks,  eyelids,  hands  and  feet. 
There  was  a fine  pink  rash  over  the  entire  body, 
except  the  face,  resembling  the  rash  of  German 
measles.  The  pharynx  and  tonsils  were  moder- 
ately injected. 

The  mother  stated  that  on  June  27  the  child  ate 
some  green  grapes,  to  which  she  attributed  the 
present  illness.  The  next  morning  the  child  vom- 
ited greenish  fluid,  appeared  listless  and  drowsy, 
and  had  a temperatui'e  of  102  degrees.  No  diar- 
rhea w'as  present  at  any  time.  A doctor  was  called 
from  a nearby  town  (the  family  lived  on  a farm 
three  miles  from  Montrose,  Iowa),  who  prescribed 
for  the  patient.  On  June  30  the  mother  first  noted 
a rash,  which  she  thought  was  German  measles, 
on  the  hands  and  feet  which  spread  up  the  extremi- 
ties to  involve  the  chest,  abdomen  and  back.  Tem- 
perature continued  elevated  between  102  and  103 
degrees.  No  further  vomiting  occurred,  and  as 
mentioned  before  there  was  no  diarrhea,  hut  the 
drowsiness  ]>ersisted.  On  July  2 the  mother  noted 
a swelling  of  the  face,  hands  and  feet,  and  the 
child  seemed  more  alert.  No  anuria  was  noted. 
On  July  3 the  child  became  more  stuporous,  the 
fever  seemed  higher,  and  the  edema  more  pro- 
nounced. It  was  at  this  time  that  I first  saw  the 
child. 

Due  to  the  edema  of  the  face  and  extremities, 
the  high  fever,  the  stupor,  and  the  rash,  I suspected 
an  acute  nephritis  secondary  to  German  measles, 
and  advised  hospitalization,  which  was  done.  Lab- 
oratory findings  on  admission  were  as  follows ; 
urine,  specific  gravity,  1.020,  a trace  of  albumin, 
and  a few  hyaline  and  granular  casts ; white  blood 
count,  10,400;  with  72  per  cent  polymorphonu- 
clears,  20  i>er  cent  lymphocytes,  six  per  cent 
large  lymphocytes,  and  two  per  cent  eosinophiles. 
The  temperature,  pulse  and  respiration  were  the 
same  as  observed  in  the  office.  Treatment  con- 
sisted of  high  colonic  irrigations,  catharsis,  hypo- 
dermoclysis  of  Hartman’s  solution,  and  fluids  by 
mouth. 

On  the  evening  of  the  day  of  admission,  the 
temperature  rose  to  105  degrees,  the  highest  dur- 
ing the  illness,  but  stayed  consistently  above  102 
degrees  for  the  next  seven  days.  A urinalysis  on 
July  5 was  entirely  negative,  raising  a question  of 
doubt  as  to  the  diagnosis  of  acute  nephritis,  al- 
though the  edema  persisted.  On  July  6,  the  ninth 
day  of  illness,  petechial  hemorrhages  appeared  on 
the  feet,  legs,  hands  and  forearms,  which  gradually 
enlarged  in  size  and  spread  to  the  trunk.  A toxic 
purpura  hemorrhagica  was  suspected  at  first,  al- 
though there  was  no  bleeding  from  any  part  of  the 
body.  The  child  was  still  in  a semi-comatose  con- 
dition, and  feedings  had  to  he  forced. 


On  July  8,  Rocky  Mountain  s^iotted  fever  was 
first  suspected,  and  a specimen  of  blood  was  ob- 
tained for  a WTil-Felix  test,  which  was  reported 
positive  in  a dilution  of  1 :160.  Questioning  of 
the  parents  did  not  reveal  a history  of  seeing  or 
removing  any  ticks  from  the  child,  although  she, 
with  a sister  and  two  brothers,  had  been  playing  in 
the  brush  surrounding  their  home.  On  July  10  a 
recheck  of  the  blood  and  urine  was  made,  with  the 
following  findings:  red  blood  count,  4,180,000; 
white  blood  count,  37,200,  with  85  per  cent  poly- 
morphonuclears  ; hemoglobin,  65  per  cent ; urinaly- 
sis negative,  e.xcept  for  six  red  blood  cells  per  field. 
On  July  12  another  Weil-Felix  test  was  done,  and 
was  reported  positive  in  dilutions  through  1 :320. 
The  temperature  still  ranged  between  101  and  104 
degrees,  although  the  edema  was  gradually  sub- 
siding, and  the  stupor  was  diminishing.  The  spots 
had  now  assumed  a reddish-brown  color,  and 
ranged  in  size  from  one-half  to  two  centimeters 
in  diameter. 

The  patient  gradually  improved,  and  the  temper- 
ature fell  by  lysis,  reaching  normal  on  July  17. 
She  was  discharged  from  the  hospital  to  the  home 
of  a nearby  relative  to  convalesce  on  July  18, 
twenty-one  days  after  onset,  well  except  for  a few 
spots  chiefly  about  the  elbows,  which  were  fast 
disappearing. 


ROCKY  MOUNTAIN  SPOTTED  FEVER 

REPORT  OF  MILD  CASE 

Roy  D.  Stone,  M.D.,  Sully 

The  patient,  a boy  seven  years  of  age,  was  first 
seen  on  July  24.  For  several  days  previously  he 
had  complained  of  soreness  and  vague  pains  in 
his  abdomen  which  seemed  to  be  accentuated  by 
muscular  movements  such  as  walking  upstairs. 
On  July  24  he  had  vomited.  He  had  been  sleeping 
well  and  complained  but  little  about  a vague 
“stomach  ache.’’ 

Physical  examination  was  made  in  the  evening 
at  which  time  he  had  a temjx:rature  of  1(X).6  de- 
grees; respiration  20;  and  pulse  110.  The  skin 
was  of  a normal  color  and  there  were  no  erup- 
tions. The  conjunctivae  were  injected  as  were  the 
sclerae.  The  pupils  were  equal  and  the  optic 
reflexes  normal.  The  nasal  mucous  membranes 
were  somewhat  injected.  His  tongue  was  very 
red  and  the  papillae  were  elevated.  The  pharyn.x 
was  injected  and  the  oral  mucous  membranes 
showed  a few  petechial  hemorrhages.  The  tonsils 
were  mildly  injected.  The  sub-mandibular  nodes 
were  palpable,  as  were  the  nodes  along  the  anterior 
border  of  the  sternocleidomastodeus.  The  nodes 
were  not  tender.  Chest  expansion  was  norma! : 
percussion  note  resonant  throughout ; breath 
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sounds  were  physiologic  : tliere  were  no  rales.  The 
heart  was  not  enlarged  to  percussion  ; there  were 
no  murmurs,  but  a persistent  tachycardia.  Exam- 
ination of  the  abdomen  showed  no  tympanites, 
but  a generalized  mild  tenderness  which  was  ac- 
centuated by  movements  which  stretched  the  ab- 
dominal muscles.  There  was  no  rigidity.  The 
urine  e.xamination  was  normal.  The  reflexes 
were  normal. 

On  July  27  the  patient  had  developed  some  sore- 
ness of  the  shoulder  muscles.  At  this  time  his 
temj^erature  was  100.4  degrees  and  his  pulse  100. 
llis  tongue  had  become  gray  and  coated  and  had 
begun  to  slough  leaving  red  crescent  shaped  areas. 
Temperature  was  taken  four  times  a day  and 
there  was  a morning  drop.  At  no  time  was  the 
temperature  above  100.6  degrees.  Whole  blood 
was  sent  to  the  laboratories  at  the  University 
Hospitals,  Iowa  City.  The  laboratories  reported 
a negative  W'idal,  but  a positive  M'eil-Feli.x  reac- 
tion. A laboratory  diagnosis  of  Rocky  Mountain 
spotted  fever  was  made.  By  the  fourth  of  Aug- 
ust, about  eleven  days  after  the  onset  of  the 
symptoms,  his  temperature  had  returned  to  nor- 
mal, the  mu.scle  soreness  had  disappeared,  and  the 
boy  felt  fine.  His  tongue  was  still  somewhat 
coated  and  sloughing  and  this  condition  continued 
during  the  two  following  weeks.  At  no  time  dur- 
ing his  illness  were  there  any  neurologic  manifes- 
tations. Reflexes  were  always  normal.  There 
were  no  areas  of  hypersensitivity,  and  he  slept 
well.  He  was  ordered  to  bed  during  the  time  his 
temjierature  was  elevated,  but  he  never  was  acutely 
ill.  There  is  no  specific  treatment  for  this  disease 
and  the  patient  was  treated  symptomatically. 

The  boy  never  had  a temperature  over  100.6 
degrees,  and  the  temperature  returned  to  normal 
about  the  eleventh  day  of  his  illness.  Tachycardia 
was  present  at  first  but  the  heart  returned  to  a 
normal  rate  by  the  eleventh  day.  The  patient  was 
mildly  constijiated.  The  conjunctivae  and  sclerae 
were  injected  during  the  first  eight  or  nine  days 
of  the  illness.  His  tongue  was  red  at  fir.st  with 
paj)illary  elevation  and  then  became  coated  and 
sloughed  for  about  three  or  four  weeks.  There 
were  some  petechial  hemorrhages  manifest  on  the 
oral  mucosa.  There  was  never  any  definite  skin 
eruption.  'I'here  were  no  nervous  manifestations. 
The  urine  was  always  within  normal  limits.  In 
this  case  there  is  no  definite  history  of  tick  bite. 
However,  the  boy  often  rode  with  his  father,  who 
delivered  gasoline  to  farmers,  and  had  had  ample 
oiiportunity  to  be  exposed  to  ticks.  He  played 
with  lambs  at  different  times  and  had  a dog  for  a 
U't- 

The  March  19.15  isMie  of  the  Jour.val  of  the 
Iowa  State  Medical  .Society  carried  a report  of 


five  cases  of  Rocky  Mountain  spotted  fever  oc- 
curring in  Iowa  during  1932-1933.  Each  of  these 
cases  showed  a definite  symptomatology  and  an- 
swered the  classical  descriptions  of  the  disease. 
The  patients  were  all  acutely  ill.  They  all  had 
severe  chills.  There  was  in  each  case  a definite 
skin  eruption  which  started  on  the  wrist  and 
ankles  and  spread  over  most  of  the  body.  In  each 
case  the  temperatures  were  as  high  as  103  and  104 
degrees.  One  of  the  cases  was  fatal  and  the 
pathologic  findings  confirmed  the  diagnosis.  In 
four  of  the  five  cases  there  were  definite  neuro- 
logic manifestations.  The  reflexes  were  hyper- 
active. and  ankle  clonus  was  present ; in  three 
there  was  a suggestive  Kernig’s  sign ; all  patients 
were  irritable ; and  there  was  generalized  muscle 
tenderness.  These  cases  seem  to  correspond  closely 
to  the  descriptions  of  the  cases  of  Rocky  Moun- 
tain spotted  fever  that  occur  in  Montana,  Idaho, 
and  Utah. 

This  particular  case  seems  to  be  unique  in  that 
there  was  never  a definite  skin  rash  and  the  tem- 
perature w'as  never  over  100.6  degrees.  There 
were  no  neurologic  symptoms  and  the  boy  was 
never  very  ill.  We  may  then  conclude  that  Rocky 
Mountain  spotted  fever  may  be  found  in  Iowa, 
and  that  it  may  be  found  in  both  a serious  and  a 
mild  form. 

One  may  find  a detailed  description  of  the  his- 
tory of  the  disease  in  a paper  by  Dr.  Carl  F. 
Jordan,  epidemiologist  for  the  State  Department 
of  Health.*  In  brief.  Dr.  Howard  Taylor  Ricketts 
in  1907  demonstrated  that  the  disease  was  spread 
by  infected  wood  ticks.  The  tick  harbors  the  germ 
or  virus  and  transmits  it  to  its  young.  The  larvae 
feed  on  rodents  such  as  ground  squirrels  and  later 
pass  through  a dormant  period  and  then  emerge 
as  young  ticks  which  attach  themselves  to  large 
animals  and  man.  The  adult  tick  may  survive  for 
two  or  three  years  without  feeding. 

* Jordan,  Carl  F. : Rocky  Mountain  Spotted  Fever  in  Iowa. 
•Jour.  Iowa  State  Med.  Soc.,  xxv:142-145  (March)  1935. 


'FHE  PRESENT  STATUS  OF  THE 
MANAGEMENT  OF  MENINGITIS 
SECONDARY  TO  OTITIC  OR 
SINUS  INFECTIONS* 

Ja.mes  a.  Downing,  M.D.,  Des  Moines 

There  are  two  tyixis  of  meningitis : the  acute 
fulminating  meningitis,  which  we  know,  and  which 
is  usually  fatal,  and  localized  meningitis,  where 
we  have  a chance  to  step  in  and  hel]>.  Several 
years  ago.  Dr.  Winnett  called  me  to  see  a ])atient. 
■She  had  all  the  sym|)toms  of  acute  laminitis.  I 

• Fresentei!  before  the  Kinhty-fourth  Annua)  Seasion,  Station 
on  Ophthalmolotry,  Otology  and  RhinolarynKolojfy,  Iowa  State 
Medical  Society.  Davenport,  May  8,  9,  10.  1935. 
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opened  the  drum  member  and  sent  her  to  the  hos- 
pital, and  she  died  in  twenty-four  hours.  She  had 
fulminating  leptomeningitis.  I remember  also  a 
boy  who  became  sick  on  Friday  and  was  brought 
to  the  office  on  Saturday,  with  acute  frontal  empy- 
ema. He  died  on  Saturday.  I saw  a youngster 
a few  years  ago  who  had  a discharge  of  the  ear 
of  three  weeks’  duration.  He  had  a stiflf  neck  and 
a high  temperature  and  a meningeal  cry,  and  all 
the  evidences  of  meningitis.  He  was  left  in  the 
hospital  with  the  wound  wide  open,  and  he  recov- 
ered. Those  are  the  two  types,  the  one  in  which 
Nature  provides  a chance  for  drainage,  and  the 
acute  fulminating  meningitis  in  which  we  have 
no  chance  at  all. 

The  second  point  is  the  surgical  route  of  infec- 
tion. Osteomyelitis  of  the  bony  walls  of  the  sin- 
uses, esp>ecially  the  sphenoid,  mastoid,  labyrinthine 
caries,  necrosis  of  the  petrous  tip,  through  de- 

INCISIONS  ron 
ORAiNACE  OP 
SUfRA-TCNTORlAL 


Diagrram  illustrating  the  proper  cites  for  incisions  in  order  to 
secure  adequate  drainage.  (Kerrison.) 

hiscences  in  the  bone,  especially  in  infants  and  in 
childhood,  infection  through  the  labyrinth,  by  way 
of  the  cochlea,  account  for  one-third  of  the  cases. 
There  is  a direct  lead  from  the  cochlea  to  the 
subarachnoid  space.  It  may  wall  off  for  a short 
time  at  the  prolongation  of  the  cisterna  pontis 
in  the  internal  auditory  canal.  There  is  an  exen- 
teration of  the  labyrinth  effective  at  such  a time. 
The  infection  may  be  blood  borne  by  thrombophle- 
bitis, either  of  the  large  collecting  veins  or  the 
small  pial  vessels,  or  it  may  show  a direct  blood 
stream  infection.  Again  it  may  be  secondary  to 
a brain  abscess,  usually  thrombotic  or  embolic,  and 
this  is  uniformly  fatal. 

The  clinical  subdivisions  are  the  middle  fossa, 
the  posterior  fossa  and  the  petrous  apex.  The 
first  is  an  obscure  onset  with  low-grade  fever, 


nocturnal  headache  and  possible  papilledema,  and 
Gradenigo’s  syndrome  may  occur  as  it  progresses. 
The  infection  is  through  the  tympanic  roof  or  the 
antrum,  usually  caries.  The  operation  is  the  re- 
moval of  the  focus  and  spinal  drainage.  In  the 
posterior  fossa,  the  route  of  the  infection  is  usu- 
ally through  the  labyrinth,  with  vertigo  and  vomit- 
ing. Symptoms  more  marked  in  this  type  than  in 
the  mid-fossa  type.  The  treatment  is  the  same  as 
that  for  the  mid-fossa  type.  The  petrous  apex 
type  is  a combination  of  one  and  two,  the  middle 
fossa  and  the  posterior  fossa. 

Cerebral  irritation  is  a heading  under  spinal 
fluid  findings.  There  is  evidence  of  localized 
meningitis,  an  increase  in  the  cell  count,  an  in- 
crease in  pressure,  increased  globulin  and  albu- 
min, and  no  organisms.  There  is  a decrease  of 
sugar,  a decrease  in  bicarbonate,  an  increase  in 
potassium  and  protein,  and  lactic  acid.  Cerebro- 
spinal fluid  is  a dialysate  or  filtrate  from  capil- 
laries, rather  than  a secretion  from  glandular 
structure  (Weed-Fremont-Smith).  Dilution  or 
concentration  of  blood  plasma  causes  correspond- 
ing osmotic  change  in  cerebrospinal  fluid.  Intra- 
venous injections  of  hyptonic  saline  with  spinal 
drainage  tends  to  force  the  cells  and  bacteria  out 
of  the  perineural  and  perivascular  spaces  into  the 
cerebrospinal  fluid  system.  The  absence  of  or- 
ganisms in  the  lumbar  puncture  does  not  rule  out 
true  meningitis.  Spinal  fluid  has  lysing  and  dis- 
solving action  on  cells  and  bacteria  themselves. 
They  may  be  dissolved,  and  thus  not  appear  in 
the  spinal  puncture.  Eagleton  believes  an  active 
infection  may  be  present  in  the  subarachnoid 
spaces,  with  sterile  lumbar  fluid  and  a low  cell 
count;  for  instance,  a cell  count  below  3,000,  or- 
ganisms present  on  the  smear,  but  a sterile  culture. 
This  is  local  meningitis  and  the  prognosis  is  good 
if  the  focus  is  removed. 

Meningitis  from  infection  of  the  pial  vessels 
has  100  per  cent  mortality.  Subarachnoid  space 
meningitis  is  curable  surgically  when  confined  to 
the  basal  cisterns.  All  patients  with  suppurative 
otitis  media,  and  nocturnal  headache  are  to  be 
hospitalized,  to  be  under  careful  observation,  with 
blood  tests,  x-ray  examinations,  and  perimeter 
fields.  Early  operation  is  advisable,  not  depending 
on  spinal  fluid  culture.  The  steps  are  ligation  of 
the  common  carotid,  removal  of  all  structures  to 
the  apex  of  the  petrous  pyramid,  placement  of 
needles  in  the  cisterna  magna  and  lumbar  canal, 
replacement  of  fluid  by  Ringers’  solution  through 
a cannula  in  the  cisterna  pontis,  blood  transfusions 
and  one  irrigation  only.  It  is  not  indicated  when 
the  pathway  is  blocked  by  exudate.  The  reports 
are  32  per  cent  recovery. 
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Neal,  Applebaum  and  Jackson  report  sixteen 
recovering  out  of  623  cases  by  eradicating  the  pri- 
mary focus  and  establishing  adequate  spinal  drain- 
age. Twenty-three  cases  at  autopsy  showed  ex- 
tensive basilar  edema.  Of  the  chemicals,  gentian 
violet,  acriflavine  and  optochin  are  of  doubtful 
value  and  may  be  dangerous.  Specific  serums 
have  been  used,  but  the  results  are  discouraging. 
Autogenous  vaccines  are  too  slow.  Spontaneous 
recovery  is  possible.  We  continue  to  use  specific 
serums  in  the  hope  that  somebody  may  find  some- 
thing of  value. 

Neumann  reports  59  cases  with  22  recoveries. 
His  operation  is  a complete  mastoid  exenteration, 
with  complete  exposure  of  the  dura  and  lateral 
sinus  above  and  below,  the  removal  of  the  superior 
petrous  ridge,  not  opening  the  dura,  and  repeated 
lumbar  puncture.  Cyclotropine  is  given  intra- 
venously. 

Ersner  and  Myers  use  the  intracarotid  injection 
of  acriflavine  and  collodial  iodine. 

Occasional  cases  recover  after  various  types  of 
therapy.  The  majority  continue  to  die  in  spite  of 
any  therapy.  One  must  not  conclude  that  the  re- 
covery was  due  to  the  treatment  given.  The  re- 
covery that  follows  extensive  surgery  is  probably 
due  to  breaking  of¥  the  thrombophlebotic  vessels 
passing  from  the  infected  area  through  the  dura 
to  the  meninges. 

Williams  reports  597  cases,  118  influenzal,  214 
pneumococci,  205  streptococci.  Sera  is  of  little 
value  in  streptococci  unless  it  is  of  scarlet  origin. 

Kolmer  and  Amano  immunized  rabbits  against 
intracisternal  injections  of  the  pneumococcus 
type,  I,  II  and  III,  by  oral  administration  of  vac- 
cine once  daily  for  a week  prior,  but  this  treatment 
is  purely  experimental. 

SUMMARY 

Careful  observation  of  the  patient  and  observa- 
tion of  minute  clinical  signs  and  symptoms  are  of 
more  value  than  any  laboratory  procedure  in  the 
early  diagnosis.  Early  spinal  puncture  is  essen- 
tial. Best  results  are  obtained  in  the  cases  showing 
a positive  smear  and  negative  culture.  No  treat- 
ment is  of  much  value  in  fulminating  cases.  Re- 
peated spinal  drainage,  plus  hypotonic  saline  is  of 
value,  until  the  drainage  is  blocked,  and  then  the 
hypotonic  solution  adds  to  the  cerebral  edema. 
Subdural  drainage  is  of  value  in  selected  cases. 
Intracarotid  medication  is  worse  than  useless.  In- 
traspinal  medication  is  of  doubtful  value.  Early 
operation,  prior  to  walling  off,  on  sinuses  and 
mastoids,  invites  complications.  Some  cases  re- 
cover in  spite  of,  rather  than  as  the  result  of, 
therapy. 
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Discussion 

Dr.  Dean  M.  Lierle,  Iowa  City:  I have  enjoyed  Dr. 
Downing’s  paper  very  much.  It  is  so  complete  that 
I do  not  think  it  needs  much  discussion. 

I would  like  to  report  the  result  of  our  own  cases. 
We  have  been  very  much  interested  in  meningitis 
during  the  last  two  years.  Up  until  two  years  ago, 
we  treated  all  patients  by  the  conservative  method, 
by  periodic  spinal  puncture  and  supportive  treat- 
ment. In  this  series  of  cases,  over  a period  of  ten 
years,  three  patients  recovered.  All  three  had  posi- 
tive spinal  fluid  cultures.  These  results  may  be  ac- 
counted for  on  the  basis  that  the  focus  of  infection 
was  treated  fairly  early,  the  general  resistance  was 
good,  and  the  strain  of  bacteria  was  probably  not 
particularly  virulent. 

During  the  last  two  years  a number  of  patients 
have  been  treated  in  conjunction  with  the  Depart- 
ment of  Neurosurgery  by  drainage  of  the  cisterna. 
The  focus  of  infection,  of  course,  was  removed  in 
every  case  and  the  patient  received  5,000  to  10,000 
c.  c.  of  fluid  daily.  There  were  no  recoveries.  In 
our  experience  the  conservative  treatment  gives  the 
best  results,  but  any  treatment  of  diffuse  suppurative 
leptomeningitis  is  unsatisfactory.  At  the  present 
time  we  must  rely  upon  early  diagnosis  and  removal 
of  the  focus  of  infection. 

Dr.  William  Pearson,  Des  Moines:  About  three 

weeks  ago  I saw  a youngster  eight  or  nine  years 
of  age,  healthy  and  of  good  physique.  I was  asked 
to  see  the  patient  because  of  edema  about  the  left 
eye;  he  complained  of  headache  and  had  been  run- 
ning a temperature  of  102  or  103  degrees.  While 
there  was  a history  of  a preceding  cold,  on  examina- 
tion I found  the  nose  open.  This  in  itself  suggested 
that  the  origin  of  the  trouble  was  either  in  the  antrum 
or  the  frontal  sinus.  When  the  ethmoids  are  in- 
volved we  see  the  outer  wall  crowded  against  the  sep- 
tum, and  it  is  very  apparent  that  there  is  an  in- 
flammatory process  with  swelling  outside  of  the  mid- 
dle turbinal. 

I saw  this  child  on  two  or  three  occasions  at  inter- 
vals of  a day  or  so.  The  temperature  subsided,  the 
headache  disappeared  but  the  swelling  and  edema 
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persisted.  The  report  to  my  office  was  that  the  child 
was  getting  along  well  and  I did  not  see  him  again 
until  day  before  yesterday  when  the  mother  tele- 
phoned saying  that  the  eye  still  was  edematous  and 
that  he  was  running  a temperature  of  103  degrees. 
Without  calling,  I asked  them  to  send  the  child  to  the 
hospital  where  we  would  examine  him  and  do  what- 
ever was  necessary  the  next  morning. 

The  x-ray  showed  an  involvement  of  the  antrum, 
and  the  frontal  sinuses  were  fuzzy.  I opened  the 
antrum  and  washed  out  a large  amount  of  pus.  I 
also  opened  the  anterior  ethmoidal  cell  which  was 
filled  with  granulated  tissue  and  which  I believe  was 
the  point  of  extension  into  the  orbit.  The  frontal 
sinus  was  opened  but  no  pus  was  found.  Several 
drams  of  pus  escaped  from  under  the  periosteum  of 
the  frontal  bone  when  the  incision  was  made  to  open 
the  frontal  sinus.  The  evening  following  operation 
the  interne  at  the  hospital  called  and  told  me  that  the 
temperature  was  105  degrees.  Yesterday  morning, 
which  was  the  morning  following  operation.  Dr. 
Kirch  informed  me  that  the  high  temperature  had 
continued,  indicating  that  meningitis  was  developing. 

It  would  seem  that  I operated  just  as  a fulminat- 
ing meningitis  was  developing;  it  is  highly  improb- 
able that  a temperature  of  105  degrees  could  have 
developed  just  a few  hours  following  the  operation 
if  the  process  had  not  been  in  the  course  of  devel- 
opment. There  was  no  accident  at  the  time  of 
operation  and  nothing  in  the  operative  procedure  that 
would  justify  the  advance  of  infection  within  the 
limited  time  following  opeiation.  It  occurred  to  me 
that  at  this  time  while  we  are  discussing  meningitis 
the  report  of  a case  of  fulminating  meningitis  would 
be  in  place. 

Doctor  Downing’s  paper  has  covered  the  subject  of 
meningitis  in  a very  comprehensive  manner. 


THE  PRESENT  STATUS  OF  THE  MAN- 
AGEMENT OF  PETROSITIS* 

F.  H.  Reuling,  M.D.,  Waterloo 

The  term  jietrositis  as  used  in  current  otologic 
literature  is  confusing  in  that  it  includes  an  in- 
flammatory ]M'ocess  or  osteomyelitis  of  a diploic 
or  sclerosed  petrous  apex,  as  well  as  the  coalescing 
type  of  inflammation  and  subsequent  empyema 
which  occurs  in  a well  pneumatized  petrous  apex. 
The  clinical  entity  as  presented  by  Kopetzky  and 
Almour^  in  1931  is  the  condition  commonly 
sjioken  of  as  petrositis,  and  is  the  condition  which 
has  provoked  so  many  papers  in  the  last  three  or 
four  years. 

Wittmaach’s  theory  of  the  mechanics  of  pneu- 
matization  of  the  temporal  hone  has  been  widely 
accepted  by  anatomists  and  the  medical  profession. 
According  to  this  theory,  the  subepithelial  tissue 

* Presented  before  the  Eighty-fourth  Annual  Session,  Section 
on  Ophthalmology,  Otology,  and  Rhinolaryngology,  Iowa  State 
Medical  Society,  Davenport,  May  8,  9,  10,  1935. 


which  lines  the  tympanic  cavity  at  birth,  gradually 
penetrates  and  fills  in  the  marrow-filled  cavities  of 
the  temporal  hone  and  eventually  forms  the  large, 
well  pneumatized,  mastoid.  This  process  may  also 
be  continued  into  tbe  zygomatic,  sciuamous,  and 
occipital  bones ; and  a chain  of  cells  may  extend 
into  the  petrous  apex.  Thus,  there  is  a direct  con- 
tinuity of  epithelium  from  the  tympanic  cavity 
into  the  petrous  apex  as  well  as  into  the  mastoid 
jiroper.  A bacterial  invasion  of  the  middle  ear 
may  extend  along  the  epithelium  or  through  the 
lymph  spaces  into  any  of  the  groups  of  cells  that 
have  been  so  pneumatized.  This  invasion  pro- 
duces, either  simultaneously  or  independently,  an 
inflammation  of  the  affected  areas  which  may  re- 
sult in  coalescence  and  empyema. 

Profant-  and  others  have  ])ointed  out  that  a 
well  pneumatized  mastoid  tip  usually  means  some 
degree  of  jineumatization  of  the  petrous  apex, 
either  complete  or  partial ; while  a diiiloic  mastoid, 
representing  as  it  does  an  interference  with  normal 
pneumatization,  implies  a diploic  petrous  apex. 

The  svmptomatology  of  a petrous  apex  infec- 
tion consists  of : 

1.  Prof  use  drainage  from  the  middle  ear.  When 
the  petrositis  occurs  simultaneously  with  a coales- 
cent  mastoiditis  the  middle  ear  fails  to  dry  in  the 
usual  period  of  time  following  the  simple  mastoid- 
ectomy. However,  it  is  more  common  for  the 
drainage  from  the  j>etrous  apex  to  appear  some 
days  or  weeks  following  an  operation  on  a pneu- 
matic cell  type  of  mastoid  in  which  the  middle 
ear  and  wound  has  healed,  or  is  healing,  satis- 
factorily. The  discharge  is  profuse  and  per- 
sistent. 

2.  Low  grade  sejisis  as  evidenced  by  tempera- 
ture from  99  to  102  degrees. 

3.  Trigeminal  pain,  located  especially  behind 
and  around  the  eye  and  in  the  teeth  on  the  affected 
side. 

4.  Abducens  paralysis  as  evidenced  by  double 
vision  and  imperfect  outward  rotation  of  the  eye 
on  the  affected  side. 

5.  X-ray  findings  showing  changes  in  the  pe- 
trous apex. 

All  of  these  symptoms  need  not  be  present  in 
petrositis,  and  in  this  respect  it  also  parallels 
mastoiditis,  in  which  we  often  have  an  absence  of 
one  or  more  of  the  classical  symptoms.  Kopetzky 
has  given  us  this  clinical  entitity  which  can  and 
should  be  differentiated  from  Gradenigo's  syn- 
drome. However,  I should  like  at  this  time  to 
stress  the  point  that  from  1904,  when  Gradenigo 
first  presented  his  triad,  until  1931,  when  Kopetzky 
gave  us  the  entity  we  now  call  petrositis,  there 
must  have  been  the  same  percentage  of  petrositis 
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that  there  is  now,  but  we  called  it  Gradenigo’s 
syndrome.  In  1910  Perkins'"®  collected  94  cases 
of  Gradenigo’s  syndrome  with  a mortality  for  the 
series  of  eleven,  or  about  twelve  per  cent.  It  is 
possible,  of  course,  that  only  eleven  of  those  cases 
were  petrositis,  but,  in  any  event,  none  of  them 
had  a surgical  drainage  of  the  petrous  apex,  since 
a simple  or  radical  mastoidectomy  was  the  only 
accepted  procedure  during  that  era.  The  mor- 
tality rate  for  that  series  is  well  below  tbe  rate 
published  for  surgical  drainage  of  petrositis. 

This  brings  us  to  the  problem  of  determining 
the  type  of  treatment  we  shall  institute  in  a given 
case  of  petrositis.  Kopetzky^  says,  “When  a 
jiatient  presents  the  symptoms  outlined,  the  ele- 
ments of  dififerential  diagnosis  have  all  been 
checked,  and  there  is  positive  roentgen  evidence 
to  substantiate  the  diagnosis,  operation,  and  opera- 
tion alone,  is  the  indicated  therapeutic  agent  in 
the  cure  of  the  patient  and  the  eradication  of  the 
lesion.”  He  states  further,  that,  “In  all  the  cases 
which  I have  seen  and  studied,  I have  not  seen 
spontaneous  recovery  in  one  in  which  operation 
was  not  performed.” 

It  would  seem  that  these  statements  might  be 
ojien  to  some  question  inasmuch  as  we  all  see 
cases  of  coalescing  mastoiditis,  with  definite  x-ray 
findings  and  profuse  discharge,  which  do  make  a 
spontaneous  recovery.  Especially  is  this  true  if 
we  accept  Eagleton’s  statement  made  before  the 
American  College  of  Surgeons  last  fall,  that : “In- 
fections within  a petrous  apex  have  a much 
greater  tendency  to  spontaneous  cure,  i.e.,  with- 
out the  opening  of  the  infected  area,  than  has  the 
associated  mastoid  sujqiuration,  because  in  apical 
sui)]niration  the  infection  is  influenced  by  the 
pre.sence  of  red  bone  marrow.” 

X-ray  studies  are  of  value  in  determining  the 
need  for  surgical  intervention  in  a case  presenting 
the  tyjfical  .symptoms,  but,  like  mastoid  x-rays, 
the  findings  are  not  conclusive.  It  would  seem 
desirable  to  have  an  x-ray  of  the  petrous  apex 
taken  on  every  case  presenting  mastoiditis  in  a 
highly  imeumatized  mastoid.  Then,  if  the  symp- 
toms of  a ])etrositis  aj)])ear  later,  we  would  have 
a key  film  with  which  to  comjiare  subseiiucnt  films. 
Coates,  Ersner,  and  Myers'"’  point  out  that  in  many 
instances  the  roentgenologist  is  unable  to  distin- 
guish between  jietrositis,  exudative  petrositis,  and 
congestion  of  the  ])etrous  portion  of  the  temporal 
bone  due  to  venous  anomalies  of  the  skull ; and 
further,  that  petrositis,  as  revealed  on  roentgen- 
ographic  examination  does  not  neces.sarily  indi- 
cate surgical  intervention. 

I shall  not  go  into  the  technic  of  the  various 
ojierations  for  drainage  of  the  petrous  apex.  'I'he 


two  most  commonly  used  are  the  Kopetzky-Al- 
mour  and  the  Eagleton  unlocking  operation.  They 
are  both  fairly  formidable  procedures  but  either 
operation  will  .save  many  lives.  One  of  them 
should  be  undertaken  when  our  judgment  con- 
vinces us  that  the  patient  cannot  recover  without 
more  adequate  drainage.  It  should  be  noted  that 
none  of  the  operations  is  planned  to  eradicate  all 
of  the  infected  bone.  The  most  that  can  be 
claimed  for  the  surgical  procedures  is  the  produc- 
tion of  counter  drainage  or  the  enlargement  of 
the  fistulous  tract  which  is  already  draining  the 
petrous  apex.  It  should  be  noted  that  there  is 
already  some  drainage  present  as  evidenced  hy  the 
cardinal  symptom  of  profuse  drainage  from  the 
middle  ear. 

Kopetzky  describes  a quiescent  period  during 
which  the  trigmeninal  pain  may  lessen  or  dis- 
appear; the  ])aresis,  if  present,  improve:  and  the 
discharge  cease,  only  to  be  followed  by  the  onset 
of  generalized  meningitis.  This  doubtless  occurs, 
but  the  same  cessation  of  symptoms  could  ob- 
viously be  the  beginning  of  a spontaneous  cure,  as 
has  been  reported  by  numerous  writers.  Hence  it 
would  seem  reasonable  to  err  on  the  side  of  con- 
servatism, when  we  have  made  a definite  diagnosis 
of  petrositis,  until  the  point  is  reached  where  the 
dangers  of  further  delay  appear  greater  than  those 
associated  with  surgical  drainage  of  the  apex. 

I wish  to  present  two  cases.  The  first,  a boy 
twelve  years  of  age,  had  a spontaneous  rupture 
of  the  drum  of  his  right  ear  on  (Jetober  .1,  1933. 
On  October  17  he  was  first  seen  at  our  office  com- 
plaining of  pain  in  the  right  mastoid.  There  was 
tenderness  over  the  mastoid,  edema  of  the  tip, 
sagging  of  the  canal  wall,  and  profuse  middle  ear 
drainage.  An  x-ray  of  the  right  mastoid  showed 
marked  decalcification,  destruction  of  the  trabe- 
culae and  much  loss  of  detail.  The  left  mastoid 
was  negative.  On  October  18  the  right  mastoid 
was  ojierated.  It  was  highly  jineumatized,  cells 
extended  well  into  the  zygoma  and  all  of  the  cells 
were  completely  destroyed.  Culture  showed  short- 
chain  strejitococcus.  While  in  the  hospital  he  had 
an  uneventful  postoperative  course.  The  middle 
ear  was  dry  in  seven  days.  He  was  dismissed  on 
the  tenth  day,  sent  to  his  home  in  a neighboring 
town  and  told  to  report  to  his  family  doctor  for 
dressings.  On  November  3 he  was  brought  hack 
with  the  history  that  for  two  days  he  had  had 
severe  intermittent  ]iain  in  and  behind  the  right 
eye  ami  in  the  upper  teeth  on  the  right  side,  and 
that  on  the  night  before  the  right  ear  had  started 
draining.  llis  temperature  was  100.4  degrees. 
I’rofuse,  non-mucous  drainage  from  the  ear  was 
noted.  4'he  mastoid  wa>  healed.  .An  .\-rav  of  the 
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mastoid  showed  that  all  cells  had  been  removed 
and  x-ray  of  the  petrous  showed  cells  present. 
Those  on  the  right  were  blurred  as  compared  to 
those  in  the  left  petrous.  He  was  advised  to  go 
back  to  the  hospital  for  a period  of  observation. 
This  was  refused  and  he  was  taken  home.  For 
the  next  three  weeks  my  only  connection  with  the 
case  was  telephone  conversations  with  the  family 
physician.  The  pain  increased  in  severity,  was 
worse  at  night;  temperature  ranged  from  99  to 
102  degrees.  The  discharge  from  the  ear  was 
very  profuse  and  constant.  On  November  13  he 
complained  of  double  vision,  which  gradually  dis- 
appeared at  the  end  of  a week.  On  November  25 
he  was  brought  back  to  the  office.  The  pain  was 
less  constant;  the  discharge  from  the  ear  very 
profuse ; his  temperature  was  99  degrees ; eye 
movements  normal,  and  eye  grounds  negative.  I 
saw  him  once  a week  for  four  weeks  from  then  on. 
The  pain  had  disappeared  by  December  9.  The 
drainage  from  the  middle  ear  gradually  ceased 
and  was  dry  on  December  16;  and  the  temperature 
normal.  He  was  dismissed  on  December  23, 
eighty-three  days  after  the  mastoid  operation.  I 
have  seen  him  several  times  since  and  his  ear  is 
normal,  his  hearing  good,  and  he  is  in  excellent 
health. 

The  second  case  I wish  to  report  was  handled 
by  Dr.  Bender.  While  I saw  the  child  occasionally 
I am  quoting  from  his  notes. 

The  patient  was  three  years  of  age.  On  April 
2,  1934,  this  boy  came  to  our  office  with  a history 
of  his  left  ear  aching  for  seven  days.  Examina- 
tions showed  the  left  drum  markedly  bulging,  the 
mastoid  tender,  a temperature  of  101  degrees  and 
the  lad  in  a generally  toxic  condition.  The  right 
ear  was  negative.  The  left  drum  was  opened. 
Four  days  later  there  was  much  discharge  from 
the  ear,  the  mastoid  tenderness  was  almost  gone, 
and  the  boy  was  feeling  fine.  A few  days  later 
he  showed  still  more  improvement.  On  April  20, 
1934,  the  lad  returned  with  a temperature  of  101 
degrees,  in  a toxic  condition,  and  with  a sub- 
periosteal abscess  starting  over  the  left  mastoid. 
A mastoidectomy  was  performed  that  night,  but 
no  x-ray  was  taken  because  of  the  definite  diag- 
nosis. The  operation  showed  all  cells  broken 
down,  many  granulations  and  much  pus.  A cul- 
ture showed  a short-chain  streptococcus.  The 
patient  was  making  an  uneventful  and  rapid  re- 
covery ; temperature  about  normal,  canal  almost 
dry ; and  he  was  discharged  on  the  fifth  post- 
operative day.  About  May  1,  ten  days  after  the 
operation,  the  youngster  became  ill  with  a tem- 
perature of  100.5  degrees,  headache  on  the  left 
side,  squinting  of  the  left  eye  and  profuse  canal 


drainage.  The  headache  became  gradually  worse 
to  the  point  of  nausea,  and  he  occasionally  vomited. 
The  eye  was  kept  closed.  Temperature  continued 
daily.  On  May  26  an  x-ray  was  taken  and  showed 
all  cells  of  the  mastoid  proper  well  eradicated,  but 
many  pneumatic  cells  into  the  petrous  apex  were 
present.  A definite  diagnosis  of  petrositis  was 
made.  The  parents  refused  operative  treatment. 

These  symptoms  continued  more  or  less,  with 
some  lessening  of  the  eye  squint,  until  June  16, 
when  the  discharge  was  decreasing  gradually  and 
the  boy  was  feeling  better.  At  no  time  were  there 
any  meningeal  symptoms  or  signs,  or  manifest 
deviation  of  the  left  eye.  Granulations  developed 
through  the  drum  and  were  removed  in  July.  On 
examination  August  1,  the  boy  seemed  well  ex- 
cept for  a slight  aural  discharge  which  was  mucoid 
in  character;  the  headaches  were  gone,  there  was 
no  more  squinting  of  the  left  eye,  and  his  appetite 
was  good.  He  was  last  seen  on  September  25,  j 
about  five  months  after  the  mastoidectomy.  At  j 
that  time  the  ear  had  been  dry  for  one  week.  The 
patient  was,  and  had  been  feeling  generally  well 
during  the  last  month. 

CONCLUSIONS 

1.  Petrositis  is  a true  entity  which  should  not 
be  confused  with  Gradenigo’s  syndrome. 

2.  Petrositis  can  and  does  make  a spontaneous 
recovery. 

3.  The  decision  as  to  when  surgical  drainage  is 
indicated  is  difficult  and  requires  good  judgment 
rather  than  arbitrary  rules. 

bibliography 

1.  Kopetzky,  S.  J.,  and  Almour,  R. : The  suppuration  of  the 
petrous  pyramid ; pathology,  symptomatology  and  surgical  treat- 
ment. Ann.  Otol.,  Rhinol.,  and  Laryngol.,  xl  :157  (March)  1931. 

2.  Profant,  H.  J. : Gradenigo’s  syndrome  with  consideration  of 
"petrositis.”  Arch.  Otolaryngol.,  xiii  :347  (March)  1931. 

3.  Perkins,  C.  E. ; Abducens  paralysis  and  otitis  media  puru- 
lenta.  Ann.  Otol.,  Rhinol.,  and  Laryngol.,  xix  :692  (1910). 

4.  Kopetzky,  S.  J. : Problems  concerned  with  empyema  of  the 
petrous  apex.  Arch.  Otolaryngol.,  xviii:47  (July)  1933. 

5.  Coates,  George  M.,  Ersner,  Mathew  S„  and  Myers,  David : 
Roentgen  changes  in  the  petrous  portion  of  the  temporal  bone 
without  clinical  manifestations.  Arch.  Otolaryngol.,  xx:615 
(November)  1934. 

Discussion 

Dr.  Harry  H.  Lamb,  Davenport:  Dr.  Reuling  has 

favored  us  with  an  interesting  and  most  timely  paper. 

In  preparing  a discussion  of  this  subject,  I find  my- 
self markedly  handicapped  by  a very  limited  ex- 
perience. I have  had  but  one  known  case  of  petrous 
suppuration  and  this  cleared  up  following  a simple 
mastoidectomy. 

Since  the  presentation  of  the  work  of  Kopetsky 
and  Almour  some  four  or  five  years  ago  we  have  all 
dreaded  the  onset  of  severe  pain  back  of  the  eyes 
and  later  radiating  into  the  upper  and  lower  jaw. 

As  Dr.  Reuling  has  pointed  out,  other  ssrmptoms  and 
signs  are  usually  present,  but  in  conversation  with 
other  otologists  who  have  handled  cases  of  petrositis,  i 
this  is  the  most  nearly  pathognomonic  symptom. 
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Given  sufficient  evidence  to  warrant  a diagnosis  of 
suppuration  of  the  petrosal  pyramid — what  to  do? 
If  a mastoidectomy  has  not  been  done,  a very  com- 
plete simple  mastoidectomy  is  definitely  indicated. 
Myerson,  Rubin  and  Gilbert  in  their  anatomic  studies 
of  some  two  hundred  temporal  bones  have  found  that 
the  best  developed  and  most  frequently  present 
channels  leading  to  the  apex  were,  first,  the  anterior 
surface  cells  above  the  cochlea  (originating  in  the 
angle  between  the  superior  semicircular  canal  and 
the  facial  nerve)  and  second,  the  jugular  bulb  group 
(subcochlear  and  posterior  cochlear).  An  especial 
effort  should  be  made  to  eradicate  these  cells  and 
possibly  find  a sinus  leading  into  the  apex.  If  a 
complete  mastoidectomy  has  been  done  and  the 
symptom  complex  still  develops,  the  surgeon  is  most 
definitely  “on  the  spot.” 

I agree  entirely  with  Dr.  Reuling  that  “Petrositis 
can  and  does  make  a spontaneous  recovery.”  Sham- 
baugh,  Hagens  and  Shambaugh,  Jr.,  state  flatly; 
“In  our  experience  most  cases  of  petrositis  recover 
spontaneously  after  simple  mastoidectomy.  Only  in 
the  protracted  case  with  relatively  severe  symptoms 
is  surgery  of  the  apex  indicated.” 

Methods  of  draining  the  apex  of  the  pyramid  as 
' advanced  by  Kopetsky  and  Almour,  Eagleton,  Myer- 
son, Rubin  and  Gilbert  seem  to  me  to  be  most 
formidable  procedures.  Unquestionably  they  are  of 
great  value  and  should  be  utilized  as  life  saving 
measures.  However,  I am  sure  that  most  cases  will 
benefit  by  conservatism  and  watchful  waiting. 

I should  like  Dr.  Reuling  to  point  out  anatomic, 
pathologic,  and  clinical  differences  between  suppura- 
tion of  the  petrous  apex  and  the  Gradenigo  symptom 
complex. 

May  I compliment  Dr.  Reuling  on  his  instructive 
paper  and  the  illustrative  value  of  his  case  reports. 

Dr.  Fred  W.  Bailey,  Cedar  Rapids:  Dr.  Reuling 

states  that,  “The  term  petrositis  as  used  in  current 
otologic  literature  is  confusing  in  that  it  includes  an 
inflammatory  process  or  osteomyelitis  of  a diploic 
or  sclerosed  petrous  apex,  as  well  as  the  coalescing 
type  of  inflammation  and  subsequent  empyema 
which  occurs  in  a well  pneumatized  petrous  apex.” 
It  seems  to  me  that  the  term  petrositis  should  not 
1 be  more  confusing  than  the  term  mastoiditis,  iritis, 
appendicitis,  choroiditis,  etc.  The  essayist  has  given 
a very  comprehensive  summary  of  the  present  status 
of  petrositis.  Since  this  complication  of  mastoid  in- 
flammation and  suppuration  was  brought  to  the 
notice  of  those  interested  in  otology  by  Gradenigo 
in  1904,  considerable  attention  has  been  given  to  the 
symptoms,  diag:nosis  and  treatment  of  this  phase 
of  middle  ear  disease.  The  essayist,  in  his  paper, 
and  Dr.  Lamb,  in  his  discussion,  have  covered  the 
ground  quite  thoroughly.  I will  add  a few  thoughts 
which  have  come  to  me  after  several  months  of 
recent  study  of  this  subject. 

There  can  be  no  question  that  petrositis  was  as 
prevalent  fifty  years  ago  as  it  is  now.  It  is  not  a 
new  disease.  How  much  it  really  has  to  do  with  the 
mastoid  problem,  it  seems  to  me,  is  yet  to  be  de- 
termined. Enthusiasts  who  have  given  con.sider- 


able  attention  to  petrositis  of  late  years,  like  those 
doing  work  in  any  other  field,  are  likely  to  be  over- 
zealous  in  their  conclusions.  They  have  petrositis 
in  mind  and  are  prone  to  attribute  untoward 
symptoms  in  many  cases  of  middle  ear  disease  and 
mastoiditis  to  petrositis.  Kopetzky,  Eagleton, 
Almour,  etc.,  all  remark  about  persistent  free  dis- 
charge of  pus  from  the  middle  ear  in  their  cases  of 
petrositis  and  that  these  cases  are  cured  by  tapping 
the  petrous  pyramid.  Have  not  all  of  us  had  cases 
of  free  discharge  from  the  middle  ear  following 
mastoid  operations  which  subsequently  cleared  with- 
out surgical  interference  ? The  answer  is  yes. 
Occasionally  we  have  re-operated  upon  the  mastoid, 
and  found  a few  cells  in  the  mastoid  bone  which 
we  had  not  opened.  Following  this  simple  operative 
interference,  the  discharge  from  the  middle  ear 
promptly  ceased.  We  never  had  the  petrous  pyramid 
in  our  minds  and,  of  course,  were  nowhere  near  the 
petrous  area  in  our  operations. 

In  a personal  interview  with  Dr.  Joseph  C.  Beck,  of 
Chicago,  a short  time  ago,  the  doctor  stated  that 
he  had  never  had  a case,  in  all  of  his  many  mastoid 
operations,  in  which  he  felt  that  he  had  a definite 
case  of  petrositis.  Knowing  Dr.  Beck  as  we  all  do, 
and  appreciating  his  alertness  to  all  things  new,  I 
think  this  is  rather  a sweeping  statement  and  that 
one  can  draw  definite  conclusions  from  his  remark. 
It  seems  as  though  Dr.  Beck,  of  all  otologists  whom 
I know,  would  have  noticed  petrositis  if  this  disease 
were  at  all  common.  He  also  remarked  that  the 
difficulty  of  approach,  from  the  surgical  standpoint, 
makes  one  think  that  probably  the  objective  point 
is  not  always  reached  by  those  who  are  attempting 
to  open  the  petrous  pyramid. 

That  petrositis  is  a definite  complication  of  middle 
ear  disease  and  mastoiditis,  there  can  be  no  doubt. 
This  condition  may  also  “jump,”  to  use  the  words  of 
Dr.  Beck,  from  the  sphenoid  cells.  In  my  own  per- 
sonal experience,  I have  encountered  only  two  cases 
which  I could  attribute  definitely  to  petrositis;  one 
in  a boy  twelve  years  of  age  who  developed  the 
typical  Kopetzky  entity  about  two  weeks  after  a 
simple  mastoid  operation.  He  recovered  without 
surgical  interference.  The  second  case  was  in  an 
adult  forty-eight  years  of  age,  referred  to  me  by 
his  dentist  who  had  removed  a filling  from  an  upper 
incisor  tooth  because  of  pain  back  of  the  patient’s 
eye.  The  patient’s  temperature  was  normal  and  his 
sinuses  all  clear  on  transillumination;  the  drum  head 
only  slightly  red.  No  medication  was  given  and  the 
patient  was  asked  to  return  the  following  day. 
About  9:00  o’clock  the  same  night  the  patient  be- 
came unconscious  and  was  taken  to  the  hospital.  A 
lumbar  puncture  revealed  30,000  cells  in  the  spinal 
fluid.  The  temperature  gradually  rose  to  103  de- 
grees. A myringotomy  of  the  right  ear  was  per- 
formed; no  discharge  was  present.  The  patient  died 
the  following  day  without  regaining  consciousness. 
Autopsy  showed  sphenoid  inflammation  and  infec- 
tion, with  extension  into  a pneumatic  petrous 
pyramid  on  the  right  side.  This  case  illustrates  the 
idea  of  Dr.  Beck  that  petrositis  can  jump  over  from 
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the  sphenoid  cells.  This  patient,  of  course,  died 
from  meningitis. 

The  ultimate  end  of  petrositis  has  not  been  reached 
by  any  means  and  we  will  undoubtedly  hear  much 
more  on  the  subject. 

Dr.  Cecil  Jones,  Des  Moines:  I have  had  six  cases 
of  petrositis,  two  of  which  terminated  fatally.  I 
had  one  about  eight  years  ago,  before  I knew  any- 
thing about  petrositis,  and  I had  one  within  the  last 
year.  One  had  all  the  symptoms  of  acute  suppur- 
ative meningitis,  secondary  to  mastoiditis.  No 
history  could  be  obtained.  This  patient  died.  We 
removed  the  temporal  bone,  and  there  was  an  erosion 
through  the  roof  as  large  as  my  little  finger  nail. 
Having  operated  on  four  patients  who  recovered 
and  two  which  died,  I do  not  feel  I am  as  conserva- 
tive as  Dr.  Reuling  seems  to  be  from  his  paper. 

One  thing  I want  to  emphasize  is  that  I do  not  be- 
lieve Gradenigo’s  syndrome  is  characteristic  of 
petrositis.  Neither  of  the  two  cases  I had  was  so 
characterized.  The  symptoms  were  low  grade  sepsis 
with  severe  pain  in  and  behind  the  eye.  The  reason 
Dr.  Reuling’s  two  patients  recovered  was  that  there 
was  a spontaneous  fistula,  and  I think  in  the  manage- 
ment of  these  cases,  the  first  thing  to  do  is  to  open 
up  the  mastoid  wound,  go  in  and  search  for  a fistula, 
and  if  it  is  not  amply  large,  enlarge  it.  Trautman’s 
triangle  is  the  first  place  to  look  for  your  fistula. 
The  second  place  is  behind  and  beneath  the  facial 
nerve.  The  fistula  may  be  up  near  the  peritubal 
cells  and  you  cannot  find  it  through  the  ordinary 
mastoid  wound. 

I wonder  if  I could  diagramatically  sketch  the  pro- 
cedure used  in  the  four  patients  who  recovered.  The 
first  incision  is  made  around  the  temple,  a large 
flap  being  raised.  As  the  essayist  mentioned,  you 
have  to  be  careful  because  the  dura  is  usually  more 
adherent  than  you  normally  find  it,  and  even 
normally  it  is  very  adherent  over  the  semicircular 
canal.  Start  elevating  the  dura  forward  from  the 
superior  semicircular  canal,  and  go  forward  until  you 
find  the  gasserian  fossa.  You  should  make  a large 
flap,  to  have  enough  leeway  to  lift  up  the  dura  and 
its  contents.  In  the  four  patients  on  whom  I have 
operated,  I have  used  a hook  to  break  through  the 
floor  of  the  fossa  into  the  apex.  Pus  will  emerge. 
Put  in  a rubber  dam  drain.  The  only  danger  I can 
see  is  that  there  is  a possibility  of  hitting  the  in- 
ternal carotid  artery  when  you  go  through  with  a 
hook.  I have  been  using  a hook,  but  if  I do  another 
one,  I will  use  a chisel.  These  patients  all  recovered 
and  the  pus  drained  out  along  the  drain  between  the 
dura  and  the  roof  of  the  apex  into  the  mastoid  wound. 

Dr.  T.  R.  Gittins,  Sioux  City:  My  discussion  of 

this  very  timely  and  well  prepared  paper  concerns 
experiences  with  three  patients  who  had  abscess  for- 
mation in  the  petrous  portion  of  the  temporal  bone 
secondary  to  acute  middle  ear  and  mastoid  infection. 
Two  of  the  three  patients  developed  periodic  pain  in 
and  behind  the  eye  three  weeks  after  a simple  mas- 
toid operation;  the  other  patient  developed  acute 
labyrinth  symptoms  after  a discharging  ear  of  seven 
or  eight  weeks’  standing.  This  patient  had  pain  in 


the  temporal  region  and  eye  each  night  for  weeks 
before  the  acute  labyrinth  symptoms  developed.  In 
one  of  the  three  patients  there  was  paralysis  of  the 
external  rectus  on  the  side  of  the  affected  ear.  In 
one  of  the  patients  there  was  periodic  stiff  neck 
accompanying  the  pain  in  and  around  the  eye.  The 
stiffness  of  the  neck  cleared  up  between  the  periodic 
attacks.  In  all  three  there  was  evidence  of  low  grade 
sepsis. 

In  one  patient  the  ear  canal  was  dry  but  there  was 
a discharge  from  the  mastoid  wound  three  weeks 
after  the  operation;  in  one  patient  there  was  a 
discharge  from  the  ear  and  mastoid  wound  three 
weeks  after  the  original  operation;  in  the  third  case 
there  was  a discharge  in  the  ear  canal  of  over  seven 
weeks’  standing  but  the  mastoid  operation  had  not 
been  pei’formed. 

The  x-ray  was  of  definite  diagnostic  value  in  one 
of  the  three  patients. 

(At  this  time  slides  were  shown  of  basal  and 
anteroposterior  films  taken  just  before  operation 
to  drain  the  petrous  abscess,  and  of  films  taken  three 
weeks  later.) 

A large  area  of  destruction  of  the  petrous  tip 
region  on  the  affected  side  is  very  evident  in  the 
x-i-ay  picture.  The  roentgenologist  reported  that  the 
area  suggested  the  destruction  of  a fibrosarcoma. 
The  slide  of  the  anteroposterior  position  showed 
definite  destruction  of  the  whole  inner  half  of  the 
petrous  ridge  on  the  affected  side.  A film  taken 
three  weeks  after  the  operation  showed  a very 
marked  progress  in  the  healing  of  the  process  in  the 
petrous  tip  region.  Basal  pictures  were  taken  in  the 
other  two  cases  but  were  of  very  little  help,  un- 
doubtedly because  of  poor  technic  dependent  upon 
lack  of  experience. 

The  old  mastoid  wound  was  explored  in  two  in- 
stances and  a complete  mastoid  operation  was  done 
in  the  third,  preliminary  to  drainage  of  the  petrous 
area. 

In  each  of  the  three  patients  a sinus  was  found 
leading  from  the  depth  of  the  mastoid  cavity  inward 
to  a large  cavity  in  the  petrous  tip.  In  two  of  the 
patients  the  sinus  was  posterior  to  the  horizontal 
canal  and  slightly  above  it;  in  the  other  patient  the 
sinus  was  directly  above  the  anterior  vertical  canal. 
A pi’obe  passed  into  the  sinus  allowed  pus  to  escape 
from  the  petrous  abscess  in  each  instance. 

The  sinus  was  enlarged  slightly  in  each  patient 
and  a small  rubber  drain  passed  into  the  abscess 
cavity.  These  drains  remained  in  place  five  or  six 
days. 

The  two  children  who  had  had  previous  simple 
mastoidectomies  made  uneventful  recoveries  and 
were  well  in  a little  over  three  weeks.  The  external 
rectus  paralysis  in  the  one  cleared  up  in  less  than 
a week  after  operation;  periodic  eye  pains  in  both 
instances  disappeared  after  operation.  In  these  two 
children  there  is  normal  hearing. 

The  adult  patient  who  had  a discharging  ear  but 
had  not  had  a mastoidectomy,  came  in  with  acute 
labyrinthine  symptoms.  He  had  an  active  vertigo 
and  vomiting,  rotary  nystagmus  to  the  opposite  side. 


VoL.  XXVI,  No.  1 1 


Journal  of  Iowa  State  Medical  Society 


25 


and  prostration.  His  hearing  was  good  on  the  af- 
fected side  at  the  time  of  operation.  For  several 
months  after  the  operation  he  had  some  disturbance 
of  equilibrium  on  sudden  movements  but  is  now 
completely  recovered.  He  had  a twenty  per  cent  re- 
duction in  hearing  for  low  and  high  notes  at  the 
time  of  the  last  examination. 

There  is  still  a definite  tendency  in  some  sections 
of  the  country  to  insist  that  a radical  mastoidectomy 
is  the  operation  of  choice  when  we  are  dealing  with 
an  abscess  in  the  petrous  portion  of  the  temporal 
bone.  Undoubtedly  there  are  times  when  the  radical 
procedure  is  definitely  indicated.  I hope,  however, 
that  the  experiences  with  these  three  patients  lend 
a little  weight  at  least  to  the  argument  favoring  con- 
servative handling  of  the  middle  ear  whenever  a 
sinus  can  be  found  leading  to  the  petrous  abscess. 
To  endanger  life  in  an  effort  to  preserve  the  hearing 
is  naturally  poor  judgment.  My  limited  experience 
suggests  that  probably  both  life  and  the  hearing  can 
be  preserved  quite  often  by  a complete  mastoid- 
ectomy rather  than  a radical  one.  It  is  my  belief 
that  the  number  of  cases  of  petrositis  can  be  ma- 
terially reduced  if  complete  mastoidectomy  is 
routinely  done  instead  of  the  unfortunately  named 
simple  mastoidectomy.  In  doing  complete  mastoid 
surgery,  we  undoubtedly  prevent  the  development  of 
petrositis  in  some  instances;  we  unknowingly  estab- 
lish drainage  from  unsuspected  infections  at  other 
times;  and  we  have  an  opportunity  to  seek  for  a 
sinus  in  every  instance. 

Dr.  Reuling  (closing):  Dr.  Lamb  asked  me  to 

mention  the  difference  between  Gradenigo’s  syn- 
drome and  petrositis.  First,  from  an  anatomic 
standpoint,  petrositis,  as  brought  out  by  Kopetzky, 
can  only  occur  in  a pneumatized  petrous  apex,  while 
Gradenigo’s  syndrome  may  occur  in  a diploic,  or 
pneumatized  petrous  apex.  Second,  from  a patho- 
logic standpoint  petrositis  is  a coalescing  osteitis; 
while  in  Gradenigo’s  syndrome  we  may  have 
merely  venous  congestion  of  the  petrous,  an  osteo- 
myelitis, or  a coalescing  osteitis.  Third,  from  the 
clinical  angle  Gradenigo’s  syndrome  may  occur  with- 
out the  profuse  aural  drainage  or  x-ray  findings  that 
occur  in  petrositis.  In  other  words  petrositis  may 
have  the  symptoms  of  Gradenigo’s  triad  but  in  addi- 
tion has  x-ray  findings  and  profuse  drainage,  orig- 
inating in  the  coalescing  osteitis  of  the  petrous  apex. 

I was  interested  in  Dr.  Jones’  statement.  I do  not 
want  to  create  the  impression  that  all  of  these 
patients  can  get  well  without  operation,  because 
certainly  some  of  them  cannot,  but  I do  want  to 
point  out  that  all  of  them  have  a fistulous  tract  or 
we  would  not  have  the  cardinal  symptoms  of  profuse 
discharge  from  the  middle  ear.  They  all  have  some 
manner  of  drainage.  In  any  operation  you  only  in- 
crease the  drainage  or  establish  counter  drainage. 

Dr.  Gittins’  discussion  brings  out  the  difficulty  of 
obtaining  satisfactory  x-ray  pictures.  I was  glad 
to  hear  that  he  had  had  the  same  experience  that  I 
had  with  spontaneous  cures. 


THE  PRESENT  STATUS  OF  THE  MAN- 
AGEMENT OF  ^lYOPIA* 

Joseph  E.  Dvorak,  M.D.,  Sioux  City 

.\t  present  there  are  numerous  methods  of  treat- 
ing myopia.  All  authors  do  not  agree  on  one 
particular  method.  The  greater  number,  however, 
do  agree  on  full  correction  of  the  refractive  error 
which  includes  the  correction  of  hyperphoria.  For 
the  ordinary  person  under  forty-five  years  of  age, 
two  per  cent  homatropine  is  a suitable  cycloplegic. 
In  the  more  resistent  case  scopalamine.  one-tenth 
of  one  per  cent  to  one-fifth  of  one  per  cent  is  sug- 
gested. In  persons  forty-five  years  of  age  or 
over,  with  a history  of  ocular  discomfort,  a 
cycloplegic  is  used. 

Myopes  usually  have  an  exophoria  for  near  and 
distance  vision.  Lenses  do  not  modify  this  ex- 
ophoria. The  convergence  near  point  is  usually 
remote  and  lenses  do  not  affect  this.  Occasionally 
base  in  prism,  especially  for  near  vision,  and  con- 
vergence exercises  are  helpful.  An  addition  of  a 
-25  D sphere  is  made  to  a full  cycloplegic  correc- 
tion in  all  cases  that  do  not  exceed  -150  D in  its 
strongest  meridian.  The  addition  for  presbyopia 
is  usually  stronger  than  in  hyperopia  because  of 
the  habit  of  holding  print  closer  to  the  eyes.  Base 
in  prism  for  near  vision  when  exophoria  is  ex- 
cessive often  gives  considerable  comfort.  Hook- 
on  base  in  prisms  are  often  tried  out  first,  especially 
on  nervous  individuals.  All  cases  of  myopia  that 
simulate  the  progressive  type  are  examined  an- 
nually. In  definite  non-progressive  cases,  exam- 
inations are  advised  when  eye  strain  symptoms  are 
experienced. 

The  normal  eye  performs  a large  amount  of 
near  work  with  very  little  discomfort.  A slightly 
myopic  eye  or  one  of  higher  myopia  performs  it 
with  greater  ease,  without  becoming  progressively 
worse.  It  is  possible  that  too  unfavorable  prog- 
nosis has  been  given  these  cases,  and  interfered 
with  the  adult’s  occupation  and  the  child’s  educa- 
tion. It  has  been  the  impression  that  many  of 
these  ]>atient.s,  with  proper  refractive  correction 
could  jierform  close  work  with  very  little  discom- 
fort and  at  the  same  time,  not  become  jirogres- 
sively  wor.se.  The  myopic  patient  should  always 
wear  a full  correction  for  near  and  distant  vision. 
It  is  only  in  this  manner  that  the  myo])ic  eye  ap- 
proaches emmetro])ia.  'I'he  child  particularly, 
should  wear  a full  correction  at  all  times.  The 
myo])ic  child  because  of  his  inability  to  see  at  a 
distance  develops  a reading  habit  which  makes  it 
difficult  to  restrict  his  close  work.  This  reading 

• Presented  before  the  EiKhty-fourth  AnnunI  Session,  .Section 
on  Ophthalmology.  Otology  and  RhinolarynitoloKy,  Iowa  State 
Me<lical  Society,  Davenport,  May  K,  9.  10,  lOS.I. 


26 


Journal  of  Iowa  State  Medical  Society 


January,  1936 


habit  deprives  the  child  of  fresh  air  and  exercise 
which  is  essential  to  even  a health}^  child.  There 
are  instances  of  individuals  with  higher  myopia 
who  are  engaged  in  close  work  for  a long  period 
of  time  where  a weaker  lens  for  near  vision  gives 
greater  comfort.  There  is  no  particular  objection 
to  such  a lens  being  prescribed. 

There  are,  however,  a great  number  of  school 
children  who  cannot  get  along  on  this  treatment. 
In  England,  myopic  classes  have  been  established 
and  good  results  have  been  derived  from  them. 
There  are  many  instances  of  children  with  moder- 
ately good  corrected  vision,  who  have  been  devi- 
ated from  a normal  educational  course  into  these 
classes  by  over-cautious  examiners.  There  is  no 
question  that  in  many  instances,  pathologic  myopia 
continues  to  progress  and  these  children  must  be 
diverted  from  their  normal  educational  course  and 
treated  as  definitely  diseased.  Each  case  should 
be  treated  on  its  own  merits.  The  myopic  classes 
have  a definite  part  in  the  curriculum  of  all 
schools. 

In  England  pupils  who  cannot  see  better  than 
20/50,  are  admitted  to  these  classes.  No  child  is 
admitted  for  nystagmus,  keratitis,  opacities  or 
cataracts  unless  the  existing  condition  is  associated 
with  myopia.  There  are  usually  twenty-one  chil- 
dren in  a class,  the  average  age  is  nine  years. 
Each  child  sits  before  an  individual  desk  equipped 
with  a blackboard,  one  yard  square.  This  board 
is  adjusted  at  eye  level  and  at  arms  length.  The 
child  prints  on  this  board.  Script  is  not  per- 
mitted. All  instruction  is  given  orally.  No  text- 
books are  used.  The  older  students  print  the 
assignments  on  paper  sheets  fifty-four  by  twenty 
inches.  These  are  folded  and  bound  in  book  form 
and  used  later  for  teaching  other  children.  No 
eflfort  is  made  to  educate  a child  above  the  level 
into  which  he  was  bom.  With  the  additional 
handicap  of  myopia  they  seldom  reach  that  level. 
Physical  drill  and  organized  play  are  a part  of 
treatment.  The  boys  attend  manual  training 
classes,  and  the  girls  attend  cooking  school. 

In  the  United  States,  similar  organizations  are 
called  Sight-Saving  Classes.  There  are  457  such 
classes  in  the  United  States.  There  are  21  in 
Minnesota  and  only  one  in  Iowa.  The  following 
children  are  admitted  to  these  classes : 

1.  Those  with  correction  who  have  20/70  or 
less  vision. 

2.  Elementary  school  children  with  -4  D or 
more  of  myopia. 

3.  Inactive  cases  of  interstitial  keratitis, 
phlyctenular  keratoconjunctivitis,  optic  neuritis, 
trachoma,  etc. 

In  these  classes  children  are  placed  in  groups 


with  their  fellows  who  have  the  same  handicap, 
for  study  periods  only.  They  recite  with  the 
normal  children.  They  are  taught  to  maintain 
self-confidence  and  to  develop  a cooperative  spirit. 
These  children  who  come  in  contact  with  children 
of  normal  vision  are  stimulated  in  their  effort  to 
learn.  They  do  not  single  themselves  out  for  self- 
sympathy and  consequently  do  not  develop  the 
psychic  disturbance  which  later  leads  to  an  inferior 
complex.  They  learn  to  recognize  their  visual 
limitation,  and  consequently  conserve  their  visual 
reserve. 

Efforts  to  stop  the  progress  of  myopia  are  made 
as  follows : 

1.  Proper  correction  of  refractive  error. 

2.  Short  reading  periods. 

3.  Proper  type  and  light. 

4.  Active  physical  exercise  under  guidance. 

5.  Adaptability  in  manual  arts  in  which  sight 
is  not  an  important  factor. 

Since  progressive  myopia  very  likely  has  a con- 
stitutional cause,  periodic  examinations  are  made, 
especially  of  the  internal  glandular  system,  cal- 
cium, thyroid  and  vitamin  deficiency. 

In  1927  Meyer  Weiner  published  his  first  paper 
on  the  use  of  adrenalin  in  the  treatment  of  pro- 
gressive myopia.  He  believes  that  the  question 
of  metabolism  must  be  considered,  as  one  of  the 
causes  of  the  progressive  type.  It  is  generally 
agreed  that  exercise  and  diet  as  much  as  any  one 
thing  will  affect  favorably  the  progress  of  myopia. 
He  believes  that  exercise  increases  the  output 
of  adrenalin.  He  proves  his  point  by  quoting 
Warte  and  McCardock,  who  have  shown  that 
when  the  adrenal  glands  are  stimulated  in  cats 
by  exercise,  adrenalin  is  freed  in  sufficient  quan- 
tity to  dilate  the  pupils.  He  also  quotes  iMartin 
and  Armlstad  who  found  metabolism  increased 
two  and  one-half  times  normal  in  their  experi- 
ments on  various  tissues,  when  placed  in  Ringer’s 
solution  to  which  adrenalin  has  been  added.  He 
believes  that  diet  has  a definite  influence  on  adren- 
alin secretion.  He  quotes  McCarreson  who  has 
shown  that  guinea-pigs  fed  on  a diet  of  oats  and 
autoclaved  milk  had  only  one-fourth  of  the  normal 
amount  of  adrenalin  per  gram  of  gland  tissue.  He, 
therefore,  believes  that  diet  and  exercise  influences 
the  secretion  of  adrenalin  and  that  local  applica- 
tion of  adrenalin  increases  tissue  metabolism.  He 
adds  that  it  is  quite  possible  that  the  cramped  posi- 
tion often  assumed  in  reading  and  the  close  appli- 
cation of  the  eyes  has  a deleterious  effect  on  the 
secretion  of  adrenalin. 

As  early  as  1900  he  noticed  the  beneficial  local 
effects  of  adrenalin  on  the  softening  or  stretching 
scleral  tissue.  He  was  so  influenced  by  this  theory 
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that  in  1923  he  treated  a series  of  27  cases  by  local 
instillation  of  1-1000  solution  of  adrenalin  three 
times  a day  in  eyes  of  patients  affected  with  pro- 
gressive myopia.  A rational  wholesome  diet  was 
also  advised.  His  conclusions  were  that  none  of 
the  cases  showed  as  much  progress  for  the  worse 
as  before  the  adrenalin  treatment. 

In  1930  he  reported  99  cases  which  had  been 
followed  for  one  or  more  years  under  adrenalin 
treatment.  There  were  no  controls  to  these  series. 
He  concluded  that  there  was  a certain  type  of 
progressive  myopia  which  is  favorably  influenced 
by  exercise  and  local  instillation  of  adrenalin, 
while  another  definitely  shows  some  other  in- 
fluencing factor  which  has  not  yet  come  to  light. 

Jackson  of  Denver  has  found  during  the  last 
thirty-five  years  that  a full  correction  constantly 
worn,  seems,  in  a large  proportion  of  cases,  to 
check  the  progress  of  myopia.  Blaauw  of  Buffalo 
says  that  he  has  tried  adrenalin  treatment  and  has 
not  seen  any  improvement  in  his  cases.  Cradle  of 
Chicago  observed  the  treatment  in  thirty  cases, 
using  other  cases  as  a control,  and  he  seems  to 
think  that  there  is  some  merit  in  this  treatment. 
Green  of  St.  Louis  feels  that  whatever  results  are 
obtained  may  come  from  the  effects  of  adrenalin 
on  intra-ocular  tension.  Libersohn  treated  four 
adults  with  high  myopia  in  which  he  got  no  re- 
sults. He  also  treated  twenty-two  children,  five 
of  whom  were  not  benefited  while  some  remained 
stationary  and  a few  improved.  Crisp  of  Denver 
does  not  feel  that  adrenalin  should  be  given  all  the 
credit  since  refraction,  exercise,  fresh  air,  and 
certain  curtailment  of  near  work  are  influencing 
factors. 

Luddle  of  St.  Paul  treated  numerous  cases  by 
disassociating  the  eyes  for  near  vision  by  using 
a monocular  cycloplegic.  He  believes  that  pro- 
gression of  myoiiia  results  from  tension  of  extra- 
ocular muscles  during  prolonged  convergence  in 
near  work.  He  quotes  Jackson  as  follows : “Ex- 
cessive convergence  in  the  great  majority  of  cases 
starts  the  myopia  and  keeps  it  progressive.” 
Donder’s  observation  that  watchmakers  using 
magnifying  lenses  never  develop  myopia,  supports 
the  convergence  theory.  He  states  that  atropine 
should  be  instilled  once  a day  for  a prolonged 
period  in  addition  to  other  corrective  measures. 
This  method  prevents  binocular  vision  for  near 
work.  It  might  be  supposed  that  instillation  of 
atropine  in  both  eyes  would  further  insure  com- 
plete rest.  Plowever,  the  disadvantages  are  that 
there  is  produced  an  annoying  glare,  and  near 
work  is  completely  abolished.  If  a patient  is 
sufficiently  myopic  he  may  be  able  to  read  by  re- 
moving his  glas.ses  and  thus  again  become  subject 


to  the  harmful  effects  of  convergence.  An  eye 
under  monocular  cycloplegia  is  subject  to  less 
glare.  The  attempt  to  read  without  glasses  does 
not  stimulate  binocular  vision.  The  patient  is 
obliged  to  use  only  one  eye  for  close  work  with 
or  without  glasses.  Luddle  also  believes  that  we 
can  check  progressive  myopia  and  at  the  same 
time  permit  the  patient  to  carry  on  his  vocation. 
He  cites  as  proof  of  his  belief  a case  of  myopia 
which  he  followed  for  eight  years.  This  patient 
failed  to  progress  under  treatment  but  progressed 
in  the  intervals  between  treatments.  In  other 
cases  he  was  able  to  reduce  the  refraction  by  one- 
half  diopter  after  treatment.  In  instances  where 
he  was  unable  to  reduce  the  myopia  he  was  able 
to  improve  the  vision.  He  concludes  by  saying 
that  monocular  cycloplegia  is  not  to  be  regarded  as 
a substitute  for,  but  as  an  adjunct  to  a full  cor- 
rection, proper  ocular  hygiene  and  good  bodily 
health.  The  author  fails  to  explain  the  cases  of 
monocular  myopia  where  the  two  eyes  are  so 
different  that  binocular  vision  is  impossible.  Con- 
vergence is  suspended  but  myopia  tends  to 
progress. 

Groves  and  Nugent  of  Chicago  feel  that  base  in 
prisms  are  of  definite  value.  They  believe  that  a 
large  percentage  of  myopia  has  its  start  in  early 
childhood  and  is  due  to  a weakened  scleral  struc- 
ture, and  that  uncorrqcted  errors  of  refraction 
cause  excessive  accommodation,  and  consequently 
excessive  convergence.  They  feel  that  in  young 
jiatients  they  can  remove  or  lessen  the  correction 
worn  and  stop  the  progression  of  myopia  by  using 
base  in  prisms.  After  treating  a sufficient  number 
of  patients  they  draw  the  following  conclusions : 

1.  In  over  fifty  per  cent  of  myopia  cases  the 
correction  can  be  reduced  and  better  vision  ob- 
tained with  greater  comfort  to  the  patient. 

2.  A patient  wearing  a correction  that  has  a 
visual  acuity  of  20/20  or  better  can  have  the  same 
vision  with  less  correction. 

3.  Cases  that  do  not  have  20/20  vision  can  ob- 
tain better  vision  by  the  use  of  base  in  prisms  but 
cannot  accept  a reduced  correction. 

4.  Records  show  that  all  forms  of  progressive 
myopia  can  be  stopped  by  the  use  of  base  in 
prisms. 

Several  years  ago  Fukala  advised  the  removal 
of  the  crystalline  lens  for  treatment  of  high 
myopia;  Donders  branded  this  form  of  treatment 
as  criminal.  However,  since  surgical  procedure 
has  become  less  dangerous  this  treatment  has 
definite  merit.  Following  this  treatment  patients 
become  emmetropic,  or  nearly  so,  and  visual  acuity 
is  improved. 

O’Connor  reports  good  results  from  removing 
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lens  in  highly  myopic  patients.  He  believes  that 
discission  of  the  lens  has  given  him  the  best  re- 
sults. The  punctures  should  be  subconjunctival. 
The  pupil  must  be  kept  widely  dilated  until  all  lens 
substance  is  absorbed.  Patients  too  old  for  dis- 
cission should  have  the  lens  extracted  hy  a prelim- 
inary iridectomy. 

Elchnigs  results  following  the  removal  of 
cataracts  in  136  highly  myopic  jiatients  is  of  great 
interest.  He  proves  that  surger}-  on  highly 
myopic  eyes  is  not  inconsistent  with  good  results. 
He  blames  the  bad  resnlts  on  the  unusual  ])rom- 
inence  of  the  eyeball  and  the  change  in  the  char- 
acter of  the  vitreous.  He  concurred  in  the  general 
belief  that  myojiic  eyes  respond  poorly  to  post- 
operative trauma,  and  occasionally  result  in 
iridocyclitis,  glaucoma  and  detached  retina.  He 
also  believes  that  simple  extraction  is  superior  to 
the  combined  method,  and  that  the  intracapsular 
method  is  associated  with  fewer  posto^ierative 
complications  than  the  extracapsular  method. 
He  concludes  that  if  all  the  safety  prcK'edures 
are  used,  the  final  results  from  the  lens  extrac- 
tion from  the  highly  myopic  eye  are  no  different 
than  a similar  operation  on  an  emmetropic  or 
hyperopic  eye. 


SUM  MARY 

1.  A full  correction  of  the  refractive  error  is 
still  our  most  efficient  means  of  combating  the 
progress  of  myopia. 

2.  The  mvope  classes  in  England  and  the  Sight 
Saving  Classes  in  this  country  are  definite  factors 
in  the  jirevention  of  higher  myopia. 

3.  Adrenalin  treatment  and  base  in  prism  and 
monocular  cycloplegia  by  themselves  are  of  ques- 
tionable value. 

4.  Lens  extraction  should  be  tried  when  indi- 
cated, as  a last  resort. 

5.  Good  general  health,  exercise,  fresh  air,  re- 
stricted near  work,  and  good  reading  habits  are 
neces.sary  factors  in  all  forms  of  treatment. 

6.  The  following  figures  constitute  a summary 
of  the  results  obtained  hy  comparing  82  cases  of 
myopia  treated  by  full  correction  of  refractive 
error,  and  58  cases  of  myo]iia  taken  from  the 
literature  treated  with  adrenalin  and  correction 
of  refractive  error.  In  both  series  a certain 
amount  of  hvgienic  measure  was  observed. 


GROUP  I 


A^e  of  cases,  1 to  8 years  inclusive 


Refraction  Adrenalin 


No.  of  cases  

Total  increase  of  myopia  

Increase  of  myopia  per  patient 

Averagre  years  of  observation  

Increase  in  diopters  per  year 

All  patients  showed  increase  of  myopia. 


. 8 

20 

.18.25 

D. 

46.75 

D. 

2.28 

D. 

2.33 

U. 

. 9.6 

yrs. 

8.3 

yrs. 

0.24 

D. 

0.28 

u. 

GROUP  II 

Age  of  cases,  1 to  15  years  inclusive 


Refraction 

Adrenalin 

No.  of  cases 

37 

30 

Total  increase  of  myopia  

D. 

41.25 

D. 

Increase  of  myopia  per  patient.  . . . 

0.95 

D. 

1.37 

D. 

Average  years  of  observation  

6.64 

yrs. 

5.1 

yrs, 

Increase  in  diopters  per  year 

0.143 

D. 

0.249 

u. 

No.  of  patients  showing  less 

3 

0 

Patients  showing  no  change 

2 

1 

No.  cases  monocular  myopia  

3 

0 

GROUP  III 

Age  of  cases,  16  to  25  years  inclusive 


Refraction 

Adrenalin 

No.  of  cases  

37 

8 

Total  increase  of  myopia  

15.875 

D. 

2.00  D. 

Increase  of  myopia  per  patient.... 

0.429 

D. 

0.25  D. 

Average  years  of  observation 

8.5 

yrs. 

4 yrs. 

Increase  in  diopters  per  year 

0.0504 

u. 

0.0625  D. 

No.  of  patients  showing  less 

4 

0 

Patients  showing  no  change 

7 

0 

GROUP  IV 

Refraction  Adrenalin 


Total  No.  of  cases 82  58 

Average  increase  of  myopia  in  all 


groups  

Minimum  and  maximum  years  of 

. ..  1.21 

D. 

1.31 

D. 

observation  

. ..  4.17 

yrs. 

3.16 

yrs. 

Average  years  of  observation 

. ..  8.2 

yrs. 

5.8 

yrs. 

Discussion 

Dr.  W.  F.  Boiler,  Iowa  City:  Following  is  a tran- 

script from  the  work  of  F.  C.  Bonders  of  Holland, 
published  in  1864.  Consequently  the  work  it  repre- 
sents must  of  necessity  be  a great  deal  older  than 
that,  representing  perhaps  a lapse  of  seventy-five 
years  from  the  time  this  was  written  until  the  pres- 
ent date,  and  I am  asking  you  particularly  to  note 
how  closely  it  compares  with  the  present  day  ideas 
of  myopia: 

“The  task  of  the  oculist  in  myopia  resolves  itself 
into  the  following: 

1.  To  prevent  the  further  development  of  the 
myopia,  and  the  occurrence  of  secondary  disturb- 
ances. 

2.  By  means  of  suitable  glasses  to  render  the  use 
of  the  myopic  eye  easier  and  safer. 

3.  To  remove  the  asthenopia  muscularis  by  the 
use  of  glasses  or  by  tenotomy. 

4.  To  combat  the  secondary  disturbances  of  the 
myopia. 

“I.  In  the  exposition  already  given  lies,  I think, 
the  proof,  that  where  predisposition  exists,  continued 
accommodation  for  near  objects  promotes  the  de- 
velopment of  staphyloma  posticum.  Where  this  pre- 
disposition occurs  we  must  be  aware  of  it  even  from 
youth.  We  have  remarked  that  accommodation,  as 
such,  is  not  in  this  case  in  operation,  for  in  it  only 
the  form  of  the  crystalline  lens  is  changed,  and  in 
myopia  the  latter  has  undergone  no  change.  In  a 
mediate  way,  therefore,  through  accessory  circum- 
stances, it  must  be,  that  accommodation  for  near 
objects  promotes  staphyloma  posticum.  Of  such 
circumstances  two  especially  come  under  observa- 
tion; strong  convergence  and  a stooping  position. 
As  to  the  first,  in  order  to  see  acutely,  myopes  must 
bring  the  object  within  the  region  of  accommodation, 
and  where  myopia  is  somewhat  advanced,  binocular 
vision  under  these  circumstances  requires  a strong 
convergence.  Children  and  young  myopes,  with 
great  power  of  accommodation,  are  even  accustomed, 
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particularly  in  bad  light,  to  bring  the  objects  much 
nearer  to  the  eyes  than  the  degree  of  the  myopia, 
properly  speaking,  requires.  This  strong  converg- 
ence increases  the  tension  of  the  eyeball  by  pressure 
of  the  muscles,  perhaps  also  by  pressure  against  the 
surrounding  tissues,  and  increased  pressure  pro- 
motes the  staphylomatous  distention.  Especially 
when  commencing  insufficiency  of  the  mm.  recti 
interni  renders  the  convergence  difficult,  the  latter 
is  combined  with  great  tension  of  the  eyeball.  Now 
strong  convergence  may  be  avoided  in  various  ways. 
In  the  first  place  we  cause  the  patient  to  look  much 
at  a distance.  But  we  cannot  absolutely  forbid 
looking  at  near  objects,  and  we  therefore  give 
spectacles  which  bring  the  farthest  point,  r,  to  a 
sufficient  distance;  for  example,  to  from  16  to  18 
inches.  At  the  same  time  the  patient  is  to  be 
strongly  recommended  not  to  look  at  a shorter 
distance  than  16  or  14  inches,  to  which  young  people 
have  the  greatest  tendency;  a ruler  of  this  length 
may  serve  as  a measure  to  parents  and  masters  as 
well  as  to  the  myope  himself.  Moreover,  it  is  de- 
sirable that  often  (for  example,  every  half-hour) 
work  should  be  discontinued  for  a couple  of  minutes. 
In  very  high  degrees  of  myopia  only  one  eye  is  usually 
employed  in  vision,  and  thus  convergence  is  ex- 
cluded. This  appears  to  me  to  be  often  a desirable 
condition;  in  strong  myopia,  binocular  vision  loses 
its  value,  and  the  tension  which  would  be  required 
for  it  cannot  be  otherwise  than  injurious.  Now,  in 
such  cases,  for  reading  no  spectacles  are  given;  in 
the  first  place,  because  the  acuteness  of  vision  has 
usually  somewhat  decreased,  and  the  diminution  of 
concave  glasses  is  now  troublesome;  in  the  second 
place,  because  the  retrocession  of  r injurious  efforts 
at  convergence  and  at  binocular  vision  might  be 
excited.  In  any  case  the  spectacles  should  be  so 
weak  as  to  avoid  these  results. 

“A  stooping  position  was  also  mentioned  as  a pro- 
moting cause  of  myopia.  This  position  of  necessity 
leads  to  accumulation  of  blood  in  the  eye;  under 
the  influence  of  gravitation,  the  afflux  of  blood  takes 
place,  in  fact,  under  higher  pressure,  and  until  the 
efflux,  too,  more  pressure  remains  in  the  veins;  and 
with  the  augmented  pressure  of  blood  the  tension 
of  the  fluids  in  the  eye  increases.  The  symptoms  of 
irritation  connected  with  hyperaemia,  which  in  young 
people  usually  accompany  progressive  myopia  are, 
I think,  for  the  most  part  also  to  be  ascribed  to  the 
cause  just  mentioned.  Even  in  non-myopes  an  un- 
pleasant feeling  of  pressure  in  the  eyes  speedily 
occurs  when  the  face  is  held  horizontally.  Now  the 
increased  tension  of  the  fluids  certainly  promotes, 
as  such,  the  development  of  staphyloma.  But  in  yet 
another  way  the  accumulation  of  blood  is  still  more 
injurious,  namely,  by  promoting,  perhaps  even  by 
exciting,  the  inflammatory  affections  under  whose 
influence  the  staphyloma  is  so  rapidly  developed. 
In  the  hygiene  of  myopia,  therefore,  the  ver>'  first 
point  is  to  guard  against  working  in  a stooping 
position. 

“II.  The  prescribing  of  spectacles  for  myopes  is 
a matter  of  great  importance.  While  emmetropic 


and  hypermetropic  eyes  do  not  readily  experience 
any  injury  from  the  use  of  unsuitable  glasses,  this 
may  in  myopes,  particularly  on  account  of  the 
morbidly  distended  condition  of  the  eyeball,  and  of 
the  tendency  to  get  worse,  be  very  dangerous. 

“There  exists  in  general  a dread  of  the  use  of  too 
strong  glasses.  It  is  laid  down  as  a rule:  rather  too 
weak,  or  no  glasses,  than  too  strong.  In  this  rule 
the  necessary  distinction  is  lost  sight  of.  Too  strong 
glasses  make  hypermetropic  eyes  myopic,  and  myopic 
eyes  hypermetropic.  The  rule,  therefore,  cannot  be 
equally  true  for  both.  In  fact,  it  is  in  general  much 
less  injurious  to  produce  a certain  degree  of  myopia 
than  of  hypermetropia,  in  which  last  particularly 
much  is  required  of  the  accommodative  power.  The 
rule,  therefore,  would  be  more  correctly  stated  thus: 
in  hypermetropia  we  must  beware  of  giving  too 
weak,  in  myopia  of  giving  too  strong,  glasses;  a 
rule  the  second  part  of  which  we  should  especially 
insist  upon.  But  even  by  this  little  is  gained.  Not 
using  glasses,  or  using  too  weak  glasses,  may  also 
be  injurious  to  myopes.  All  the  circumstances  must 
therefore  be  studied,  which  can  exercise  any  influence 
on  the  choice  of  glasses.  It  is  difficult  to  reduce 
these  to  definite  rules.  But  to  attempt  to  do  so  is 
our  task. 

“IV.  Therapeutic  treatment.  For  myopia,  as  such, 
there  is  no  therapeutic  treatment.  Myopia  consists 
in  an  anomaly  of  form  capable  of  no  improvement, 
and  of  which  only  hygienic  measures  must,  if  pos- 
sible, prevent  the  further  development.  But  it  is 
not  unfrequently  complicated  with  symptoms  of  ir- 
ritation and  inflammation,  and  with  other  patho- 
logical deviations  of  different  kinds,  which  partly 
proceed  from  it,  partly  promote  its  further  develop- 
ment; and  with  respect  to  these  it  is  the  duty  of  the 
therapeutist,  to  the  best  of  his  ability,  to  interfere. 
It  is  not  part  of  the  plan  of  this  work  to  enter  into 
detailed  discussions  respecting  therapeutic  questions. 
While  it  treats  of  anomalies  of  refraction,  it  must 
make  known  the  dioptric  remedies  which  counteract 
them;  but  it  cannot  treat  in  extenso  of  complications, 
wbicb  neither  necessarily  belong  to  the  essence  of 
these  anomalies,  nor  are  characteristic  of  them — 
much  less  still  of  their  treatment.  Consequently, 
only  brief  indications  are  to  be  expected  here,  re- 
specting treatment,  in  connection  with  some  prog- 
nostic hints. 

“In  the  foreground  appear  symptoms  of  irritation 
at  the  period  of  puberty,  characterised  by  capillary 
hyperaemia  of  the  nerve-surface  (and  of  the  retina), 
and  by  fatigue  and  pain  in  the  eyes,  especially  on 
exertion  in  the  evening.  Under  such  circumstances 
we  should  be  particularly  strict  with  respect  to  the 
hygienic  dii'ections,  which  are  in  themselves  in 
many  cases  sufficient.  It  is  also  of  great  importance 
to  keep  the  feet  warm.  Often,  too,  a douche  on  the 
closed  eyelids  is  agreeable.  If  the  symptoms  do  not 
give  way,  we  may,  with  avoidance  of  a stimulating 
diet,  combine  some  derivation  on  the  intestinal  canal, 
and  we  may  in  addition  recommend  the  application, 
to  the  fi'ontal  and  temixual  regions,  of  a stimulat- 
ing embrocation,  composed,  if  thei'e  be  any  coexist- 
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ing  external  irritation  of  the  eyes,  rather  of  non- 
volatile ingredients.  At  the  same  time,  especially 
when  it  appears  that  the  myopia  is  rapidly  prog- 
ressive, all  tension  must  be  avoided.  So  far  as 
work  is  permitted,  this  must  be  accomplished  in 
slight  degrees  of  myopia  without  spectacles,  and  in 
higher  degrees  r must  be  brought  accurately  to 
twelve  inches.  If  fatigue  or  pain  should  occur,  work 
must  in  either  case  be  suspended;  and  if  the  use 
of  spectacles  appears  more  rapidly  to  cause  fatigue, 
we  should  not  lay  stress  upon  their  adoption,  but 
take  care  only  that  the  patient  maintains  a proper 
position  in  whatever  work  he  still  performs.  If  it 
be  suspected  that  the  symptoms  of  irritation  have 
excited  spasm  of  accommodation,  as  often  occurs 
in  high  degrees  of  myopia  in  youth,  we  should  employ 
sulphate  of  atropia,  partly  to  test  the  truth  of  the 
supposition,  partly  to  remove  the  spasm  and  to  pre- 
vent it  returning  on  each  effort  to  see.  We  may 
then  even  continue  this  application  for  some  days, 
whereby  the  myope  becomes  accustomed  to  look  at 
the  greatest  distance  of  distinct  vision;  unnecessary 
convergence  is  thus  prevented,  and  from  this  plan 
no  injury  is  to  be  apprehended,  provided  we  cause 
the  patient  to  avoid  strong  light,  or  to  moderate 
it  by  means  of  grey  glasses.  In  case  of  a relapse 
of  the  symptoms  of  irritation,  with  spasm  of  ac- 
commodation, the  application  of  Heurteloup’s  arti- 
ficial leeches  to  the  temples,  followed  by  twenty-four 
hours’  stay  in  the  dark,  with  gradual  transition  to 
light,  has  been  found  very  useful.  In  spite  of  all 
efforts,  however,  these  symptoms  of  irritation  in 
some  constantly  recur.  If,  moreover,  the  myopia  is 
rapidly  progressive,  the  patient’s  state  is  serious 
enough  to  make  it  necessary  to  warn  him  against 
choosing  an  occupation  in  which  close  work  would 
be  constantly  required;  above  all,  such  myopes 
should  not  be  office  clerks.  But  such  cases  are  rare; 
with  few  exceptions  the  inconveniences  disappear 
before  the  twentieth  year. 

“At  a later  period  of  life,  the  acuteness  of  vision 
sometimes  diminishes  in  high  degrees  of  myopia  in 
a few  months  in  a manner  to  cause  considerable 
uneasiness.  In  these  cases  the  hyperaemia  at  the 
borders  of  the  atrophy  often  leads  us  to  suspect  the 
existence  of  progressive  myopia,  while  to  this  state 
of  things  other  signs  of  irritation  are  usually  added. 
If,  in  such  instances,  no  organic  changes  are 
ophthalmoscopically  to  be  observed  in  the  region  of 
the  yellow  spot,  we  almost  always  obtain,  within  a 
few  weeks,  a considerable  improvement  of  the  acute- 
ness of  vision,  by  the  weekly  abstraction  of  blood 
after  Heurteloup’s  method,  by  keeping  the  patient 
in  a moderate  light,  and  by  making  him  avoid  tension 
of  the  eyes,  combining  this  plan,  according  to  cir- 
cumstances, with  the  use  of  the  douche  and  of  a 
stimulating  embrocation,  with  derivation  by  the 
intestinal  canal  and  stimulating  pediluvia.  Even 
when  there  are  perceptible  morbid  changes  in  the 
yellow  spot  we  need  not  despair,  so  long  as  sub- 
jectively a defined  scotoma  does  not  remove  direct 
vision.  In  persons  of  sixty  years  and  upwards,  with 
myopia  of  1/5  and  even  of  I have,  by  following 


the  above  directions,  seen  the  acuteness  of  vision 
rise  from  1/30  or  1/20,  to  % or  %,  and  thus  become 
quite  sufficient  for  writing  and  reading.  It  is  quite 
a different  thing  when  a circumscribed  scotoma, 
ophthalmoscopically  perceptible  in  the  yellow  spot, 
is  also  perceptible  to  the  patient.  This  indicates  a 
profound  disturbance  in  the  seat  of  direct  vision. 
Blindness  is  in  general  not  particularly  threatened 
thereby;  but  improvement  of  direct  vision  is  not  to 
be  expected,  and  if  both  eyes  are  equally  affected, 
the  patient  must  prepare  himself  for  the  impossibil- 
ity of  reading,  writing  or  performing  minute  work. 
In  cases  of  accessory  choroiditis  disseminata  the 
same  directions  are  to  be  observed.  In  such  we  must 
expect  repeated  improvement  and  aggravation  of 
the  affection.  After  many  years,  however,  the  re- 
sult usually  becomes  so  unfavorable,  that  ordinary 
work  can  no  longer  be  performed.  Motes  are  at 
the  same  time  often  present  in  the  vitreous  humour; 
of  the  cause  of  these  I have  already  treated. 
Especially  under  these  circumstances  it  is  usual  to 
prescribe  a long  course  of  small  doses  of  prepara- 
tions of  iodine  or  mercury.  I,  too,  have  repeatedly 
done  this,  but  I would  not  venture  absolutely  to 
assert  that  I have  seen  favorable  results  from  it. 
Many  patients  give  themselves  more  trouble  about 
these  motes  than  they  deserve.  If  no  definite  morbid 
changes  threaten  the  yellow  spot,  we  may  give  a 
comparatively  favorable  prognosis;  we  should  advise 
that  the  attention  should  be  as  much  as  possible 
withdrawn  from  them,  and  the  attempt  to  do  this 
should  be  seconded  by  causing  the  patient  to  wear 
nearly  neutralizing  glasses,  made  so  as  at  the  same 
time  to  moderate  the  light,  and  thus  to  make  the 
shadows  of  the  motes  appear  less  defined. 

“Complaints  of  persistent  photopsia  are  yet  louder, 
but  are  fortunately  rarer.  It  occurs  chiefly  in  dif- 
fuse atrophy,  and  indicates  a state  of  irritation  of 
the  optic  nerve.  I have,  in  addition  to  the  above 
described  treatment,  tried  numerous  remedies 
against  it,  among  others,  narcotics,  but,  so  far  as  I 
recollect,  always  in  vain.  The  complaints  were, 
in  some  cases,  especially  in  nervous  women,  lament- 
able, and  it  has  often  surprised  me,  that,  with  such 
signs  of  continual  irritation,  the  acuteness  of  vision 
was,  in  the  course  even  of  some  years,  but  slightly 
diminished.  Against  the  most  melancholy  complica- 
tions of  myopia,  effusion  of  blood,  and  detachment 
of  the  retina,  treatment  is  almost  powerless.  In 
cases  of  effusion  of  blood  in  the  vitreous  humour,  we 
may  expect  absorption,  leaving  behind  it  some 
opaque  motes  and  membranes.  The  metamorphosis, 
under  which  the  absorption  takes  place,  is  a spon- 
taneous process,  which  treatment  cannot  promote, 
and  the  physician  has  therefore  to  confine  himself 
to  hygienic  rules,  and  to  such  derivative  or  consti- 
tutional treatment  as  may  appear  to  be  adapted  to 
each  individual  case.  Pressure,  by  means  of  a band- 
age applied  at  intervals,  might  probably  favor  ab- 
sorption, but  when  the  bandage  is  taken  off  the 
tension  of  the  fluids  is  diminished,  and,  as  appears 
on  ophthalmoscopic  investigation,  the  vessels  are 
distended,  whereby  the  danger  of  fresh  effusion  must 
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necessarily  be  increased.  ^ After  repeated  relapses, 
the  vitreous  humour  remains  opaque,  and  the  fundus 
oculi  is  sometimes  wholly  invisible.  Occasionally, 
after  repeated  effusion  of  blood  in  the  vitreous 
humour,  local  detachment  of  the  retina  occurs,  in 
some  cases  certainly  in  consequence  of  blood  accumu- 
lated between  the  retina  and  the  choroidea.  Partial 
absorption  is  here  also  to  be  expected,  but  the  de- 
tached portion  of  the  retina  never  again  resumes 
its  functions.  The  prognosis  in  detachment  of  the 
retina  by  a serous  fluid,  such  as  often  occurs  in 
high  degrees  of  myopia,  is  somewhat  less  unfavor- 
able. Irritation  of  the  choroidea  and  diminished 
connection  by  displacement  of  the  retina  over  the 
disproportionately  extending  atrophy  of  the 
choroidea,  must  tend  to  promote  this.  In  very  rare 
cases  absorption  may  occur,  which  many  endeavor 
to  promote  by  means  of  all  kinds  of  remedies  (mer- 
curials, preparations  of  iodine,  derivants,  sudorifics), 
very  problematical  in  their  action;  but  in  general 
improvement  of  the  sight  depends  upon  the  fluid 
sinking  to  beneath  the  seat  of  direct  vision,  or  upon 
a diminished  morbid  condition  of  the  parts  of  the 
retina  bordering  upon  the  detachment.  Rupture  of 
the  retina  is  so  far  advantageous,  as  the  danger  of 
further  detachment  appears  thereby  to  be  lessened. 
This  fact  it  was  which  chiefly  suggested  the  idea 
of  dividing  the  detached  part  by  incision.  Sichel 
had  already  at  an  earlier  period  advised  the  dis- 
charge externally  of  the  effused  fluid,  by  puncturing 
the  sclerotic  in  the  seat  of  the  detachment.  This  is 
attended  with  no  difficulty  whatever;  but  it  does  not 
appear  that  any  advantage  is  obtained  by  it.  The 
incision  of  the  detached  part  was  performed  chiefly 
by  Adolf  Weber  and  by  von  Graefe,  with  a two-edged 
needle,  carried  from  the  inside  through  the  vitreous 
humour.  In  this  manner  a communication  was 
established  between  the  fluid  accumulated  behind  the 
retina  and  the  vitreous  humour,  with  which  it 
mingled;  and  the  difference  of  pressure,  which  plays 
a part  in  the  origin  and  further  development  of  the 
affection,  was  thus  removed.  No  injurious  effect 
resulted  from  the  operation;  in  some  cases,  at  least 
at  first,  some  improvement  was  observed;  but  ex- 
perience has  as  yet  by  no  means  decided,  whether, 
and  in  what  cases,  permanent  benefit  is  to  be  ob- 
tained by  this  method;  hitherto  it  has  been  employed 
almost  exclusively  in  old  and  nearly  hopeless  cases. 
It  has,  indeed,  appeared,  that  in  staphyloma  posticum 
the  danger  of  extension  of  incipient  detachment,  and 
consequently  of  increasing  destruction  of  sight,  is 
greatest.  This  therefore  justifies  the  practitioner 
in  more  boldly  attacking  precisely  these  cases  in  the 
commencement.  In  all  cases  of  recent  detachment 
of  the  retina,  in  addition  to  the  ordinary  hygiene  of 
the  eye,  jolting,  vibration,  etc.  (in  carriages  and  on 
railways)  as  well  as  violent  exertion  in  fatiguing 
work,  are  to  be  strictly  forbidden.” 

Dr.  E.  P.  Weih,  Clinton:  In  myopia,  prevention 
is  better  than  cure.  We  have  seen  that  in  predis- 
posed individuals,  an  over-use  of  accommodation, 
finally  resulting  in  spasm,  is  one  of  the  early  factors 
of  the  disease.  This  should  be  met  by  a careful  cor- 


rection of  the  refraction  and,  if  necessary,  a tem- 
porary relief  from  school  duties.  Long  series  of 
cases  have  proved  that  complete  correction  of  the 
entire  error  of  refraction  in  myopia  prevents  its 
progression  in  the  majority  of  cases.  We  know  that 
the  minority  of  myopes  have  the  pernicious  type. 
There  are  some  advantages  about  under-correction 
as  well  as  exact  correction  in  certain  cases.  A 
definite  rule  only  embarrasses  the  experienced 
physician.  Each  case  must  be  treated  on  its  own 
indications.  No  rule  will  apply  to  all.  The  general 
hygienic  treatment  is  no  less  important  than  the 
provision  of  glasses.  The  general  health  should  be 
built  up.  Near  work  should  be  restricted,  school 
hours  should  be  short,  and  there  should  be  frequent 
rest  periods  during  the  study  hour.  Dr.  Dvorak 
states,  “All  cases  that  simulate  the  progressive  type 
are  examined  annually.”  I do  not  believe  this  is 
often  enough;  at  least  every  three  months  would  be 
better,  to  determine  the  progress  of  disease  and  its 
treatment. 

Dr.  James  E.  Reeder,  Sioux  City:  In  the  manage- 
ment of  our  myopic  cases  there  has  been  very  little 
change  in  our  treatment  than  that  which  we  have 
followed  for  two  or  three  generations,  namely,  full 
correction,  proper  hygienic  surroundings,  limiting 
their  periods  of  close  work,  outside  activity,  and 
periodic  examinations.  In  all  probability  tbe  bio- 
chemist will  solve  the  problem  of  myopia  and  a very 
simple  measure  will  be  adopted  in  either  preventing 
or  arresting  its  progress. 


OPERATIVE  TREATMENT  OE  FEMALE 
STERILITY*! 

(tubal  implantation) 

Erwin  von  Graff,  M.D.,  Des  Moines 

In  sterile  women  with  underdevelopment  of  the 
womb,  and  in  cases  in  which  the  clinical  history 
is  definitely  suggestive  of  some  functional  glandu- 
lar disorder,  endocrine  treatment  of  some  sort 
may  eventually  be  successful.  The  number  of 
these  cases,  however,  as  Novak  recently  empha- 
sized, is  comparatively  small.  By  far  the  most 
frequent  causes  of  sterility  in  women  are  gonor- 
rheal, puerperal  or  metastatic  infections,  which 
eventually  may  result  in  the  obstruction  of  the 
fallopian  tubes.  Although  this  has  been  known 
for  many  years,  it  is  only  since  Rubin^  devised  a 
method  of  testing  the  patency  of  the  fallopian 
tubes  that  we  have  been  able  to  obtain  reliable 
figures  as  to  the  frequency  of  this  cause  of  steril- 
ity and  the 'Condition  of  the  tubes  in  each  individ- 
ual case.  Therefore,  the  Rubin  test  must  be  con- 
sidered the  most  important  contribution  to  ad- 
vancement in  diagnosis  and  treatment  of  female 
sterility.  According  to  my  personal  experience^ 

• Presented  before  the  Eiprhty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport.  May  8,  9.  10,  1935. 

t From  the  Department  of  Obstetrics  and  Gynecology,  State 
University  of  Iowa. 
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the  tubes  have  been  found  closed  in  56  per  cent 
of  all  sterile  women,  even  if  neither  the  clinical 
history  nor  the  bimanual  examination  revealed  a 
previous  infection.  In  cases  in  which  the  past 
history  or  the  examination  had  already  given  evi- 
dence of  a pelvic  infection,  the  tubes  were  found 
to  be  closed  in  70  per  cent. 

The  conservative  treatments  formerly  so  popu- 
lar, and  ap])lied  in  the  hope  of  re-establishing  the 
patency  of  the  fallopian  tubes,  have  proved  futile. 
This  is  because  we  generally  see  the  patient  com- 
plaining of  sterility  at  a time  when  the  causative 
infection  has  long  since  clinically  healed,  and  the 
anatomic  changes  have  become  definite.  There- 
fore, with  few  exceptions,  the  finding  of  tubal 
obstruction  is  final,  and  the  only  possibility  of  re- 
opening the  path  for  both  spermatozoa  and  ovimi 
cell  is  by  surgery.  Although  this  fact  was  recog- 
nized many  years  before  Rubin,  the  number  of 
operations  performed  for  this  purpose  has  re- 
mained comparatively  small  because  the  goal,  con- 
ception and  the  delivery  of  a living  child,  was 
reached  in  only  a very  few  cases.  The  ever-in- 
creasing  interest  in  the  treatment  of  sterility  in 
women  prompts  the  re]iort  of  a case  in  which 
the  operation,  first  performed  by  Watkins  in 
1897,'*’  has  proved  successful. 

G.  H.,  twenty-six  years  of  age,  married  for  four 
years  without  having  become  pregnant,  was  ad- 
mitted to  the  department  of  obstetrics  and  gyne- 
cology in  Iowa  City  on  October  11,  1933.  No  clues 
of  a previous  venereal  infection  of  the  patient  or 
her  husband  could  be  found.  The  examination  of 
the  husband  by  the  family  physician  had  shown 
abundant  well-shaped  and  movable  spermatozoa. 
The  pelvic  examination  of  the  patient  had  revealed 
normal  conditions.  The  Rubin  test,  made  several 
months  prior  to  the  admission  for  operation,  had 
given  evidence  of  an  occlusion  of  both  fallopian  tubes 
in  the  interstitial  part.  The  patient  had  been  in- 
formed that  she  had  no  chance  to  become  pregnant 
unless  a communication  between  ovary  and  uterine 
cavity  was  established;  that  this  could  only  be  man- 


aged by  means  of  an  operation;  and  that  the  final 
result  was  rather  uncertain.  Further  inquiry  of  the  | 
patient  revealed  as  a possible  cause  of  obstruction  j 
a metastatic  infection  in  the  course  of  a parotitis 
she  had  had  in  early  childhood.  On  October  14,  1933, 
a laparotomy  was  performed.  Both  fallopian  tubes 
were  found  to  be  normal  in  their  ampullar  and 
isthmic  parts,  but  obstructed  in  their  interstitial 
part.  The  right  fallopian  tube  was  cut  near  the 
uterine  insertion  and  implanted  into  the  fundus  uteri 
which  had  been  split  open  by  a sagittal  incision  fol- 
lowing the  technic  of  implanting  a ureter  into  the 
bladder.  The  convalescence  was  uneventful,  and  the 
patient  was  discharged  on  the  twelfth  day.  The 
patient  had  only  two  menstruations  following  the 
operation,  and  missed  the  third  because  she  had  be- 
come pregnant.  The  course  of  the  pregnancy  was 
normal,  and  resulted  in  the  delivery  of  an  eight 
pound  baby  girl  three  weeks  before  term  on  October 
19,  1934,  one  year  and  five  days  after  the  operation 
had  been  performed. 

Unfortunately,  tubal  implantation  can  be  con- 
sidered only  in  cases  in  which  the  abdominal  os- 
tium is  open,  and  the  tubal  canal  patent  through 
most  of  the  isthmic  portion  of  the  tube.  In  cases 
in  which  the  tubes  are  found  closed  at  their  am- 
pullar ends,  one  of  the  following  procedures  may 
be  followed : 

1.  Salpingotomy  or  salpingostomy,  i.  e.,  open- 
ing of  the  tube  by  a lateral  incision  (Skutsch*), 
or  amputation  (Martin*’),  and  fixing  the  ovary 
close  to  the  new  stoma  by  sutures  (Gersuny),  or 
resection  of  the  obliterated  part  of  the  tube  fol- 
lowed by  end  to  end  anastomosis  (Christian  and 
Sanderson’^  and  Chikh^). 

2.  Implantation  of  the  whole  ovary  wfith  intact 
pedicle  into  the  uterine  cavity  (Petit®®). 

3.  Extirpation  of  the  tube  and  grafting  of  ova- 
rian tissue  on  the  stump  or  the  uterine  horn,  after 
having  made  sure  that  the  way  into  the  uterine 
cavity  is  free  (Morris®®). 

The  following  chart  shows  the  frequency  and 
results  of  the  various  sterility  operations  reported 
in  the  literature  of  the  past  fifty  years;  ' 


Number  of  Became 

Type  of  Operation  Operations  Pregnant  Course  of  Pregnancy  Success 


Salpingostomy 

60 

Full  term 

16- 

-(26,6%) 

and  tubal  plastic 

568 

(10.5%) 

Result  unknown 

6 

Abortion 

Ectopic 

1} 

(63.3%) 

16-(2.6%) 

Graft  of  ovarian 

Full  term 

5 

tissue  on  uterine 

14 

Result  unknown 

2 

horn  or  tubal  stump 

66 

(21.2%) 

.Vbortion 

6 

3-(7.5%) 

Ectopic 

1 

Ovary  transplanted 
into  uterine  cavity 

41 

3 

Full  term 

1 

with  intact  pedicle 

(7.5%) 

.\bortion 

2 

l-(2.4%) 

Implantation  of  tube 

Full  term 

23 

into  uterus 

70 

26 

Premature 

23-(33%) 

(37%) 

(still  birth) 

1 

-\bortion 

1 

Ectopic 

1 
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This  chart  should  be  viewed  not  merely  as 
statistics  giving  an  approximate  picture  of  the 
results  obtained  from  the  various  operative  pro- 
cedures. It  demonstrates,  which  is  much  more 
important,  that  any  kind  of  operation  may  occa- 
sionally be  a success,  even  if  it  seems  unsound 
or  contradictory  to  our  present  concept  of  the 
place  of  impregnation,  the  mechanism  of  trans- 
portation, and  nidation  of  the  fertilized  ovum.  As 
an  illustration,  the  two  patients  of  Morris  may 
be  cited : one  of  them  became  pregnant  following 
the  extirpation  of  both  adnexa  and  the  graft  of  a 
])art  of  one  ovary  on  the  tubal  stump;  the  other, 
who  had  both  ovaries  removed,  became  pregnant 
and  was  delivered  of  a healthy  child  following  the 
implantation  of  a piece  of  ovarian  tissue  taken 
from  another  woman.  Many  cases  are  known  in 
which  Nature  herself  has  played  fantastic  tricks  in 
this  line.  Women  have  had  extra-uterine,  intersti- 
tial, or  even  normal  intra-uterine  pregnancies  after 
both  tubes  had  been  removed  for  ectopic  preg- 
nancy or  other  reasons.  Such  startling  and  in- 
explicable occurrences,  however,  are  extremely 
rare  and  no  statistics  will  ever  show  in  how  many 
hundreds  of  thousands  of  cases  with  the  same 
conditions  and  opportunities  given  pregnancy  did 
not  occur.  The  only  thing  to  which  we  can  cling 
in  the  operative  treatment  of  sterility  is  the  clini- 
cal experience.  ^ 

Although  the  author  is  aware  of  the  unreliabil- 
ity of  statistics  on  the  whole,  the  chart  would  in- 
dicate definitely  that  salpingostomy  and  tubal  plas- 
tic may  be  followed  by  pregnancy  in  about  ten 
jKm  cent  of  the  cases,  but  that  the  pregnancy  is 
likely  to  reach  term  in  only  one-third  of  them, 
abortion  or  ectojiic  pregnancy  being  twice  as  fre- 
quent.  The  implantation  of  the  ovary  into  the 
uterine  cavity  with  intact  pedicle  has  been  fully 
successful  only  once — -in  the  very  first  case  in 
which  this  metluxl  was  used.  In  two  cases  the 
pregnancy  was  ended  by  abortions.  Somewhat 
more  promising  is  the  grafting  of  ovarian  tissue, 
although  here,  too,  the  number  of  abortions  equal 
the  number  of  deliveries  at  term.  Com[)ared  with 
these  three  groups,  the  results  of  the  tubal  im- 
plantation seem  to  be  brilliant,  40  per  cent  of  the 
women  having  become  j)regnant,  and  nearly  37 
per  cent  of  all  the  operated  ones  having  been  de- 
livered of  a living  child. 

•Mthough  a study  of  the  literature  and  my  ]>er- 
sonal  ex])eriences  would  indicate  very  definitely 
that  the  results  in  the  first  three  groups  can  be 
im])roved  to  a certain  extent  by  |)ro])er  selection 
of  cases  and  improvement  of  operative  technic, 
the  outlook  will  always  be  more  promising  if  one 


is  able  to  proceed  with  the  implantation  of  the 
tubes  into  the  uterus. 

It  must  be  kept  in  mind,  however,  that  the  cases 
in  which  the  implantation  of  the  tube  is  feasible 
represent  a rather  small,  select  group,  and  that  the 
results  in  these  particular  cases  should  not  make 
us  too  enthusiastic  about  the  possibilities  of  opera- 
tive treatment  of  sterility. 


936  Des  Moines  Building. 
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THE  ETIOLOGY  AND  PATHOLOGY  OF 
NON-TUBERCULOUS  PULMONARY 
DISEASES 

(excluding  pneumonia) 

Allen  C.  Starry,  M.D.,  Sioux  City* 

In  (discussing  the  etiolog\-  and  pathology  of  pul- 
monary diseases  I shall  limit  myself  to  a few  of 
the  more  common  conditions  found  in  the  lungs. 
I will  not  attempt  to  give  any  review  of  the  litera- 
ture nor  append  any  bibliography. 

First  of  all,  we  shall  consider  the  effects  of 
upper  respiratory  tract  infection  upon  the  lungs 
and  bronchi.  I do  not  believe  that  we  consider 
serious  enough  the  ultimate  effect  upon  the  pul- 
’ monary  system  of  the  common  re.spiratory  tract 
affections.  In  fact,  many  times  we  fail  even  to 
connect  a history  of  iqiper  respiratory  tract  dis- 
ease with  the  pathology  now  present.  Y*e  should 
always  remember  that  if  we  expect  to  do  anything 
for  the  patient,  early  recognition  of  the  ]iossible 
etiologic  relationshi])  of  ujiper  respiratory  tract 
infection  to  the  pulmonary  jiathology  is  necessary. 
It  is  too  late  after  advanced  pulmonary  lesions 
have  developed  to  hope  for  a permanent  cure  or 
even  to  offer  the  jiatient  much  relief.  Therefore, 
it  is  important  to  suspect  upper  respiratory  path- 
ology as  being  directly  the  cause  of  the  patient's 

•Presented  before  the  P'lKhty-fourth  Annual  Session.  Iowa  State 
Medical  Society,  Davenport,  May  8,  9,  10,  1935. 
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pulmonary  trouble  and  remove  such  foci  as  are 
present,  and  do  it  early  before  advanced  changes 
have  developed  in  the  lungs.  Pulmonary  disease 
may  result  from  paranasal  sinusitis,  enlarged  and 
infected  tonsils  and  adenoids,  deviated  septa, 
spurs,  nasal  polyps  and  malformed  turbinates.  I 
believe  that  sinus  disease  is  more  serious  than  ton- 
sil infections,  especially  in  children.  The  infection 
reaches  the  lungs  by  direct  extension  through  the 
trachea  and  bronchi,  either  by  aspiration  or  by  an 
extension  of  the  infection  along  the  mucous  mem- 
branes of  the  trachea  and  hronchi.  Aspiration 
frequently  occurs  from  sinus  and  nasal  discharge. 
Lipiodol  instilled  into  the  nose  and  sinuses  may 
frequently  be  found  in  the  lungs  and  usually  at 
the  base,  especially  in  children.  Also  we  cannot 
overlook  the  efifects  of  general  systemic  infection 
upon  the  lungs ; such  as,  rheumatic  fever,  typhoid 
and  undulant  fever.  Rheumatic  lungs  are  now 
recognized.  In  fact,  when  we  think  of  bronchiec- 
tasis, bronchial  asthma,  atelectasis,  emphysema, 
pulmonary  fibrosis,  pulmonary  congestion  and 
edema,  we  must  consider  the  possible  relationship 
of  upper  respiratory  tract  infection  and  general 
sy.stemic  disease. 

'Fhe  pathology  varies  a great  deal.  Peribron- 
chial and  perivascular  infiltrations  with  resulting 
fibrosis  are  usually  found.  Frequently  a chronic 
pneumonitis  may  exist  with  much  mucopurulent 
discharge  present.  Bronchiectasis  may  occur.  The 
lymph  glands  are  usually  enlarged  with  consider- 
able fibrosis  of  the  roots  of  the  lungs. 

One  of  the  most  common  affections  of  the  lungs 
is  bronchiectasis.  Any  individual  who  has  suf- 
fered from  one  of  the  various  inflammatory  af- 
fections of  the  lungs  or  hronchi  will  usually  show 
some  degree,  at  least,  of  bronchial  dilation.  I 
believe  that  we  arc  beginning  to  recognize  this 
condition  earlier  when  something  can  be  done. 

Dilation  of  the  bronchi  is  practically  always  a 
secondary  affection  and  can  be  traced  to  some  pre- 
ceding di.sease  of  the  bronchi,  lungs  or  pleura. 
This  condition  is  chronic  and  its  evolution  gradual. 
It  may  result  from  acute  or  chronic  bronchitis, 
narrowing  of  the  lumen  of  the  bronchi ; such  as, 
foreign  bodies,  tumors,  strictures,  pressure  on  the 
bronchi  from  without,  chronic  disease,  as  tuber- 
culosis, syphilis,  pleurisy,  pleural  effusion,  fibro- 
sis of  the  lungs  and  acute  infections  of  the  upper 
respiratory  tract.  Pneumonia  is  often  a common 
cause. 

Early  in  the  disease  the  process  is  more  limited, 
while  later  it  becomes  more  extensive  and  both 
lungs  may  be  involved.  We  have  the  cylindrical 
and  sacculated  types.  In  the  former  the  dilation 
is  uniform.  The  bronchi  tend  to  increase  proges- 


sively  in  size  toward  their  terminal  extremities, 
thus  giving  rise  to  the  glove-finger  appearance. 
In  the  latter  the  tubes  may  become  dilated  at  a 
single  point,  forming  a pseudo-cavity.  Numerous 
sacculations  may  be  found  in  a single  bronchus. 
The  cylindrical  type  of  dilation  is  usually  found 
in  the  larger  and  medium-sized  tubes.  While  the 
sacculated  type  may  occur  in  the  large  tubes,  it  is 
most  commonly  encountered  in  the  terminal 
bronchi.  All  types  of  dilation  may  be  seen  in  one 
lung.  Usually  the  surrounding  lung  tissue  is  con- 
densed by  pressure,  infiltrated  with  lymphocytes, 
and  areas  may  show  marked  emphysema. 

More  recently  roentgenologists  are  recognizing 
congenital  bronchial  dilation.  A short  time  ago 
such  a case  was  pointed  out  in  the  x-ray  depart- 
ment by  our  roentgienologists,  and  the  infant 
shortly  came  to  postmortem  from  some  acute  in- 
tercurrent infection.  Autopsy  showed  many  di- 
lated bronchi  in  the  lower  lobes  of  both  lungs,  but 
being  more  marked  in  the  lower  lobe  of  the  right 
lung.  Here  we  have  part  of  the  pathology  already 
present  and  infection  is  all  that  is  necessary.  In- 
vasion usually  follows  some  acute  upper  respira- 
tory infection.  This  congenital  state  should  be 
kept  in  mind. 

Fibrosis  of  the  lung  is  of  great  interest  because 
of  its  varied  etiology.  Properly  speaking,  it  is 
not  a disease.  It  is  a result  of  some  previous  in- 
fection. The  etiology  of  this  condition  embraces 
practically  every  disease  to  which  the  lung  is  sub- 
ject. Any  long-standing  infection  of  the  lung  or 
bronchi  may  result  in  a diffuse  fibrosis.  Dust  is 
a common  cause.  Miners  and  industrial  workers 
who  are  confined  in  dusty  quarters  during  their 
working  hours  usually  develop  some  degree  of 
fibrosis.  In  this  condition  we  recognize  a local 
and  a general  form.  Due  to  its  varied  etiology, 
the  pathology  varies  markedly,  but  in  all  cases  we 
find  that  there  is  marked  thickening  of  the  tissue 
about  the  bronchi  and  blood  vessels.  The  septa 
become  thickened  and  I have  seen  lungs  that  were 
almost  a mass  of  fibrous  tissue  interspersed  with 
multiple  bronchiectatic  cavities.  Pleural  thicken- 
ing is  almost  a universal  finding,  especially  in  the 
unilateral  cases.  As  fibrosis  increases,  the  lungs 
become  smaller  and  as  a result  the  bony  frame- 
work of  the  chest  retracts  to  meet  the  size  of  the 
lungs.  Hence  the  frequent  associated  chest  de- 
formities. 

Atelectasis  is  another  condition  frequently  found 
in  patients  suffering  from  pulmonary  and  respira- 
tory difficulties.  By  atelectasis  is  understood  the 
return  of  lung  tissue,  once  expanded,  to  a re- 
tracted airless  state.  Acquired  atelectasis,  to  which 
I shall  limit  my  discussion,  may  arise  as  the  result 
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of  interference  with  the  respiratory  function  with- 
in the  lung  itself  and  by  external  mechanical  pres- 
sure. Interference  with  respiratory  function  may 
be  brought  about  by  obstruction  in  the  upper  air 
passages  due  to  enlarged  tonsils,  adenoids  or 
laryngeal  stenosis.  In  children,  especially  where 
laryngeal  stenosis  results  from  acute  infection,  one 
must  never  let  them  labor  long  against  such  ob- 
struction. If  they  do,  fatal  atelectasis  usually  re- 
sults. I have  often  noted  massive  collapse  at  post- 
mortem of  one  or  both  lungs  in  children  suffering 
from  laryngeal  obstruction  from  acute  infection. 
Acute  infections  with  secretions  in  the  bronchi  as 
found  in  bronchitis,  bronchopneumonia,  whooping 
cough,  attack  of  asthma,  etc.,  may  be  a cause. 

I cannot  pass  without  giving  the  surgical  patient 
some  consideration.  Following  anesthesia,  espe- 
cially on  patients  having  surgery^  on  the  upper 
abdomen  with  some  paralysis  of  the  diaphragm, 
we  may  frequently  see  a chain  of  events  leading 
to  atelectasis.  Any  patient,  whether  he  has  had 
an  anesthetic  or  not,  who  has  been  active  and  is 
suddenly  placed  on  his  back  in  bed,  may  develop 
atelectasis.  The  cause  is  more  or  less  evident. 
Physiologists  have  taught  us  that  in  the  reclining 
position  the  thoracic  cavity  tends  to  become  nar- 
rowed. The  diaphragm  is  elevated  due  to  the  loss 
of  the  visceral  weight,  and  the  weight  of  the  chest 
wall  pulls  the  ribs  closer  together;  this  in  turnv 
compresses  the  lungs.  Also  the  muscles  of  res- 
piration are  at  a greater  disadvantage  and  may 
become  weakened  and,  as  a result,  the  respiratory' 
excursion  is  lessened.  This,  with  a possible  plug- 
ging of  some  of  the  smaller  bronchi  with  secre- 
tions, may  lead  up  to  marginal  and  even  massive 
atelectasis. 

We  must  not  forget  that  external  pressure  may 
play  a part.  This  pressure  may  be  brought  about 
as  a result  of  pleural  effusion,  pneumothorax, 
aneurysms,  tumors,  cardiac  hypertrophy,  pericar- 
dial effusion,  thickening  and  contraction  of  the 
pleura  and  by  spinal  deformities.  Atelectasis  may 
involve  one  or  both  lungs.  It  may  be  limited  to 
small  areas  or  to  the  whole  lung  or  any  portion 
thereof.  It  is  usually  located  in  that  part  of  the 
lung  where  the  expanding  power  of  the  chest  is 
least.  Hence  atelectasis  is  most  commonly  found 
at  the  base  and  along  the  free  margins  of  the 
lungs.  I have  noted  at  autopsy  that  the  middle 
lobe  of  the  right  lung  is  frequently  involved.  The 
pathology  is  easily  recognized  at  the  postmortem 
table.  The  involved  area  is  sharply  defined, 
shrunken,  depressed  below  the  surface  and  of  a 
dark  violet  tint. 

In  constrast  to  atelectasis,  we  have  emphysema 
which  term,  as  usually  employed,  has  reference  to 


the  chronic  and  abnormal  inflation  and  dilation  of 
the  air  cells.  This  change  of  the  lung  is  rarely 
primary  in  character,  but  secondary  to  changes  in 
the  bronchi  or  upper  respiratory  tract.  The  condi- 
tion may  be  brought  about  by  any  affection  which 
causes  a forcible  and  more  or  less  continuous 
overdistention  of  the  pulmonary  tissue.  The  ex- 
piratory theory  is  more  generally  accepted  now. 
It  is  explained  in  a simple  way.  If,  for  instance, 
a localized  emphysema  involving  one  small  bron- 
chial tree  and  the  associated  air  sacs  develops,  the 
primary  difficulty  is  in  the  bronchus.  This  may, 
and  usually  does,  consist  of  a narrowing  of  the 
lumen  from  whatever  cause.  In  such  a case  the 
forcible  nature  of  the  inspiratory  act  draws  air 
into  the  sacs  while  the  passive  nature  of  the  expir- 
atory act  may  prevent  an  equal  amount  of  air  be- 
coming expired.  This  chain  of  events  results  in 
the  air  sac  becoming  more  and  more  distended 
with  air  with  each  succeeding  expiration.  Of 
course,  one  must  not  forget  the  hereditary  element 
as  an  underlying  factor,  especially  in  the  senile 
type.  Here  poor  elastic  tissue  is  handed  down  by 
inheritance.  Even  a lack  of  elastic  tissue  may  he 
noted. 

The  influence  of  occupation  plays  a part.  Indi- 
viduals who  do  heavy  manual  labor  must  hold 
their  breaths  while  lifting  for  short  or  long  pe- 
riods of  time,  and  also  the  players  of  wind  instru- 
ments may  overdistend  the  lungs.  While  consid- 
ering all  these  points,  we  must  not  overlook  the 
fact  that  some  inflammatory  change  is  usually 
at  the  base  of  the  disease.  Asthma  with  its  re- 
sultant obstruction  of  the  bronchi  plays  an  impor- 
tant part.  Dust  particles  with  the  resulting  chronic 
bronchitis  may  be  a direct  cause.  Miner’s  asthma 
is  a good  example. 

Extensive  adhesions  and  tuberculosis  must  be 
kept  in  mind.  We  must  consider  chronic  bronchi- 
tis as  the  most  frequent  and  most  important  ex- 
citing factor. 

The  morbid  anatomy  is  easily  pictured.  While 
both  lungs  are  involved  more  or  less  uniformly, 
the  majority  of  cases  show  marked  evidence  of  in- 
flation of  the  apices,  the  anterior  borders  and  the 
inner  surface  near  the  root  of  the  lungs.  On 
opening  the  chest  at  autopsy,  the  lungs  are  volumi- 
nous and  overfill  the  chest.  They  do  not  collapse, 
are  pale  and  dry,  and  very  light  and  feathery. 
Scattered  over  the  pleural  surfaces  may  be  seen 
small  vesicles  the  size  of  a pinhead  and  in  some 
cases  the  size  of  a large  pea.  Rupture  of  these 
vesicles  may  result  in  pneumothorax.  Micro- 
scopically the  walls  of  the  alveoli  and  vesicles  are 
thin  and  atrophic.  Due  to  this  distention,  the 
capillary  vessels  are  elongated,  narrowed  and 
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often  entirely  obliterated.  As  a result  of  this 
chronic  change,  the  contour  of  the  chest  is  changed 
and  increased  in  size.  A dyspnea  characterized  by 
difficulty  in  expelling  air  from  the  lung  develops. 
The  capillaries  become  more  obstructed,  and  hy- 
pertrophy of  the  heart,  first  the  right  and  later 
the  left,  results:  and  finally  cardiac  failure  may 
develop  in  the  far  advanced  cases. 

Lung  abscess  may  result  from  any  upper  respir- 
atory infection  or  from  septicemia,  infected  pul- 
monary emboli  and  vegetative  endocarditis,  and 
surgery  of  the  nose  and  throat.  Tonsillectomy  as 
a cause  is  referred  to  in  the  literature.  However, 
1 have  never  seen  such  an  abscess.  Some  authors 
think  that  aspiration  of  infected  material  is  the 
means,  while  others  feel  that  it  is  due  to  infected 
emboli  from  the  region  of  the  tonsils.  Occasion- 
ally surgery  of  the  abdomen  in  infected  cases  may 
result  in  lung  abscess.  Mastoid  disease,  thrombo- 
sis of  the  lateral  sinus  and  the  internal  jugular 
vein  may  play  an  etiologic  role.  Pneumonia  is 
a frequent  cause. 

The  abscess  may  be  either  single  nr  double. 
The  lower  lobe  is  more  often  involved.  Upjier 
lobe  abscess  may  occur.  I recently  autopsied  a 
case  of  pulmonary  ab.scess  of  the  upper  left  lohe. 
The  abscess  riqilured  through  the  apex  at  the  base 
of  the  neck  and  followed  along  the  course  of  the 
internal  jugular  vein  and  finally  pointed  high  up 
in  the  neck  near  the  left  tonsil.  Finally  the  jugu- 
lar vein  was  eroded,  and  the  child  died  from 
hemorrhage. 

Tumors  of  the  lungs  are  not  as  rare  as  for- 
merly supposed.  Malignant  tumors  may  be  primary 
or  secondar\-.  the  latter  being  by  far  more  com- 
mon. The\'  ma}-  occur  at  any  age  but  up  to  near 
middle  life  sarcoma  is  more  likely  to  be  found  than 
carcinoma;  while  after  middle  life  the  reverse  is 
more  likelv  to  be  true.  Pulmonary  tumors  of  the 
lungs  are  more  common  in  the  male  than  the  fe- 
male. Metastatic  tumors  are  more  frequently  en- 
countered in  women  than  in  men.  Benign  tumors 
are  more  rare  than  malignant.  Carcinoma  of  the 
bronchi  and  lungs  jiroper  may  be  found.  Sar- 
comas and  endotheliomas  of  lung  pleura  may  be 
encountered.  The  growths  may  be  single  or  mul- 
tiple. The  growths  may  be  located  in  the  hilus  of 
one  or  lioth  lungs  or  may  be  located  any  jilace  in 
the  lung  tissue.  The  two  sides  are  usually  in- 
volved at  about  eipial  frequency.  The  lymph 
glands  are  usually  involved  fairly  early. 

The  pathology  is  no  dififerent  than  malignancy 
elsewhere.  If  bronchi  are  involved,  atelectasis 
may  develoj).  Massive  consolidation  may  result 
from  the  cutting  ofif  of  a large  bronchus.  Pleural 
exudate  may  frequently  be  found.  Careful  ex- 


amination of  this  fluid  may  clinch  the  diagnosis. 
It  has  been  my  experience  that  the  cytology  is 
fairly  specific.  Actual  mitotic  malignant  cells  may 
be  found.  Wherever  I find  a fluid  that  shows  a 
few  polynuclears  and  eosinophiles  and  many  large 
multinuclear  cells,  I feel  almost  certain  that  a 
malignancy  exists. 

I will  merely  mention  inilmonary  gangrene  and 
congenital  and  h\datid  cysts,  since  they  are  the 
most  rare  of  pulmonary  affections.  I have  seen 
but  one  congenital  cyst  of  the  lung  and  I have 
seen  no  hydatid  cysts  in  this  section  of  the  country. 
Also  fungus  infections  can  only  be  mentioned.  I 
believe  they  are  more  common  than  reported  cases 
would  indicate.  W'e  should  keep  in  mind  such  in- 
fections as,  actinomycosis,  blastomycosis,  strepto- 
thrix  and  other  more  rare  forms  of  mold  infec- 
tions. These  infections  usually  follow  long- 
.standing  infections  of  the  lungs  and  other  debili- 
tating disea.ses  as  well  as  senility. 


X-RAY  FINDINGS  IN  NON- 
TUBERCULOUS  LLLNG  DISEASES* 

(Excluding  Pneumonia) 

Harry  W.  Dahl,  M.D.,  Des  Moines 

There  has  unquestionably  lieen  a change  in 
medical  opinion  regarding  the  value  of  the  roent- 
genologic examination  in  diseases  of  the  lungs, 
and  it  affords  today  probably  the  most  valuable 
means  of  study  available.  The  clinician  as  well 
as  the  roentgenologist  must  realize  that  the  pros- 
pect for  an  accurate  diagnosis  varies  with  differ- 
ent diseases ; we  are  prone  to  agree  with  Lde  in 
his  classification  of  chest  diseases  and  the  degree 
of  accuracy  of  diagnosis  by  x-ray,  as  follows  : 

1.  Demonstrated  roentgenologically  with  high  de- 
gree of  accuracy : 

Tuberculosis 

Pulmonary  abscess 

Massive  atelectasis 

Purulent  bronchiolitis 

Pneumonia 

Bronchopneumonia 

Bronchiectasis  with  iodized  oil 

Metastatic  malignancy 

Non-opaque  foreign  body  in  bronchi 

2.  Moderate  degree  of  accuracy: 

Chronic  lung  fibrosis 
Pulmonary  congestion 
Bronchiectasis  without  oil 
Emplyvsema 
Pneumoconiosis 
Pulmonary  infarction 
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Chronic  bronchitis 
Primary  malignancy 
3.  With  difficulty  are : 

IMycotic  infections 
Acute  bronchitis 
Syphilis 

h'usospirochetosis 

It  would  doubtless  be  worthwhile  if  we  were 
to  enter  into  a general  discussion  of  the  various 
changes  produced  by  chronic  lung  diseases ; we 
would  then  realize  why  Ude  presents  such  a 
large  group  of  diseases  in  which  the  x-ray  is  of 
moderate  or  little  help.  However,  in  this  discus- 
sion. we  will  attempt  a categorical  presentation 
of  the  facts  we  have  actually  learned  about  these 
diseases. 

Bronchiectasis.  This  condition  is  most  com- 
monlv  found  in  children,  who  have  been  predis- 
posed by  attacks  of  bronchopneumonia  or  whoop- 
ing cough.  It  involves  principally  the  lower  lobes, 
and  is  rarely  found  in  the  upper  lobes.  It  is  said 
to  he  diagnosed  in  60  jx^r  cent  of  the  cases  from 
the  flat  ]>late  alone,  in  which  case  there  will  be 
seen  an  increase  in  the  width  of  the  trunks  running 
to  the  base  or  in  a particular  area.  Further  in- 
vestigation is  pursued  by  means  of  an  iodized 
oil  injection,  and  this  procedure  is  absolutely 
necessarv  for  obtaining  accurate  information  as 
to  the  nature,  location,  and  extent  of  the  hron- 
chiectatic  dilations.  The  larger  bronchial  branches 
near  the  hilum  are  involved  first,  after  which  the 
infection  extends  into  the  bronchioles,  producing 
a honey-combed  appearance  of  the  lobe.  The 
bronchial  dilations  may  he  spherical,  saccular,  or 
cylindrical.  In  rare  cases  in  which  the  large 
cavity  closely  resembles  jnilmonary  abscess,  the 
oil  injections  are  of  value  becau.se  oil  readily 
enler>  the  former,  seldom  the  latter. 

Pulnwnarx  abscess.  By  jmlmonary  abscess  we 
mean  an  acute  destruction  of  lung  tissue  originat- 
ing within  the  lung  itself  as  a result  of  an  invasion 
bv  jivogenic  micro-organisms.  If  it  (X'curs  fol- 
lowing surgery  on  the  upper  respiratory  tract, 
results  are  caused  by  an  aspiration,  and  we  find 
at  the  early  stage  a consolidation  in  the  hilum  with 
radiations  into  the  perii)hery.  Progress  of  the 
lesion  is  slow  toward  the  jterijdiery,  differentiat- 
ing fr«»m  a ty]>ical  case  of  pneumonia.  d he 
shadow  .ixually  assumes  a smooth  border,  in  the 
lower  lobe  most  often,  is  always  surrounded  by 
solid  lung  tissue,  and  there  is  usuallv  no  com- 
munication with  the  bronchus. 

Atelectasis.  The  following  three  ty])es  or 
forms  of  atelectasis  are  recognized: 

1.  ( .'ongenital  : Presents  on  the  x-ray  film  a 

homogeneous  consolidation  that  cannot  be  differ- 


entiated from  any  other  consolidation  from  the 
film  alone. 

2.  From  bronchostenosis : Can  only  arise 

from  a total  obstruction  of  the  Iironchus,  as  in 
a foreign  body,  and  presents  an  irregular,  blotchy 
consolidation  ; greate.st  value  of  x-ray  lies  in  ob- 
taining films  at  end  of  inspiration  and  end  of  ex- 
piration and  noting  position  of  heart  and  dia- 
phragm shadows. 

3.  Massive  idiopathic:  Seen  most  commonly 

following  surgical  procedures,  and  usually  those 
on  the  abdomen ; the  type  of  anesthetic  has  no 
bearing  in  the  case.  The  lobe  loses  its  air  con- 
tent and  collapses ; the  film  will  show  the  chest 
wall  depressed  on  the  involved  side,  the  heart  and 
mediastinum  drawn  to  the  affected  side,  the  dia- 
phragm high;  the  density  of  the  collapsed  lobe 
is  due  to  the  engorgement  of  the  blood  and  lymph 
vessels.  The  condition  closely  resembles  a 
pneumonia  and  is  often  called  a postojxrative 
pneumonia,  but  with  a proper  prescription  the 
lung  clears  within  a day  or  two,  in  contradistinc- 
tion to  a lobar  pneumonia  which  goes  on  to  run  a 
typical  course. 

Pulmonary  malignancy.  Here  we  deal  with  two 
types,  the  primary  and  the  metastatic. 

1.  Metastatic:  Fairly  easily  recognized  by  the 

x-ray  film,  appearing  as  fairly  dense  shadows,  of 
various  sizes,  rounded  or  annular,  scattered 
throughout  the  lung  fields,  usually  in  the  low'er 
lobe.  Invasion  is  by  w'ay  of  the  blood  stream. 
The  carcinoma  is  more  irregular  in  outline  and  less 
uniform  in  density  than  the  sarcoma. 

2.  Primarv : Carcinoma  of  the  bronchus  must 
l)e  suspected  whenever  the  bronchial  w’all  appears 
thickened  and  infiltrated ; x-ray  film  shows  in- 
filtration, increased  density,  and  pleural  thicken- 
ing, but  these  are  not  characteristic  or  pathog- 
nomonic, and  place  us  in  a position  to  suggest 
bronchoscopic  examination.  Carcinoma  of  the 
lung  tissue  itself  jiresents  no  characteristic  x-ray 
sign ; appears  in  various  locations,  has  various 
sizes,  shajies.  and  densities,  area  may  be  large  or 
small.  Resembles  most  closely  an  acute  infectious 
])rocess,  in  fact  is  often  a ]>art  of  it.  The 
mediastinal  structures  are  usually  displaced  to 
the  side  of  the  lesion  in  malignancy,  and  not  in 
acute  infections.  'I'here  are  two  common  mani- 
festations of  jirimary  carcinoma  of  the  lung:  a 
lobe  or  entire  lung  may  be  involved  in  the 
])neumonic  process,  or  the  disease  is  simjily  limited 
to  the  hiliis.  with  a dense  opacity  around  the  root 
of  the  lung,  and  collaitse  and  consolidation  in  the 
|xri])hery. 

Pulmonary  syphilis:  .\i)parently  relatively  in- 

fre(|uent  occurrence:  very  difficult  of  diagnosis 
bv  tlie  x-ray  film,  ustiallv  onlv  ixtssible  bv  exclu- 
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sion  of  other  chronic  diseases.  Being  blood-borne, 
its  lesions  are  perivascular.  The  probable  lung 
lesion  is  the  gumma ; it  has  a strong  tendency  to 
heal,  forming  disappearing  centers  of  caseous 
material  in  great  radiating  scars,  with  absence  of 
calcification,  at  times  causing  strictures,  deform- 
ity, or  obstruction.  The  greatest  reliance  must  be 
placed  upon  a history  of  stubborn,  progressive 
lung  lesion,  with  sputum  negative  for  tuberculosis 
or  mycoses,  positive  serologic  tests. 

BroHchomycoses:  This  forms  a serious  group 

of  lung  conditions,  and  is  of  but  recent  interest 
and  study.  Many  names  are  applied,  depending 
upon  the  causative  organism,  such  as  actinomy- 
cosis, blastomycosis,  coccidiosis,  and  moniliasis. 
These  affections  are  comparatively  rare  as  far  as 
being  primary  in  the  lung.  Great  dependence  is 
based  on  the  bacteriologic  examination.  The  x- 
ray  findings  are  not  uniform.  Kirklin  states 
that  there  is  only  one  sign,  which  when  present, 
can  help  materially  to  establish  a diagnosis,  and 
that  is  involvement  of  the  ribs  and  sternum, 
shown  by  areas  of  destruction  with  or  without 
the  reaction  of  osteomyelitis.  A differential  diag- 
nosis between  tuberculosis  or  an  abscess  seems 
impossible  otherwise.  Watkins  in  a recent  article 
states  that  a small  sanitarium  in  i\rizona  has 
diagnosed  twelve  cases  of  moniliasis  in  the  past 
seven  vears  in  patients  coming  to  them  with  a 
diagnosis  of  tuberculosis.  It  is  a real  problem  for 
the  clinician  and  bacteriologist. 

Fusospirochetal  infections:  So-called  “pulmon- 
aiA^  spirochetosis.”  Here  again  we  have  a fairly 
common  condition,  a distinct  clinical  entity,  rec- 
ognized mainly  through  the  efforts  of  the  bac- 
teriologist. The  x-ray  pathology  is : slight  initial 
increase  in  density  along  the  bronchovascular 
trunks  of  the  lungs,  followed  by  rapid  develop- 
ment of  a hilar  infiltration  and  further  increase 
about  the  truncal  shadows.  This  in  turn  is  suc- 
ceeded by  a patchy  parenchymal  infiltration  of 
exudative  type  tending  to  become  confluent  and 
presenting  the  appearance  of  a local  pneumonia 
consolidation.  In  other  words,  the  progression 
means : bronchitis,  peribronchitis,  bronchopneu- 
monia and  lobar  pneumonia.  Thus  if  w^e  were  to 
classify  pulmonary  spirochetosis  as  to  the  path- 
ologv  concerned  we  would  have : bronchitis 

(ulceration  limited  to  mucosa)  ; bronchiectasis 
(ulceration  of  bronchial  wall)  ; pneumonitis 
(parenchymal  infiltration);  abscess;  and  finally 
gangrene.  .Sputum  examinations  are  essential. 

Pneumoconiosis:  Represents  a serious  occu- 

pational hazard,  involving  principally  the  stone 
cutter  and  the  coal  miner.  The  two  principal 
forms  are  silica  and  anthracotic.  These  repre- 
sent two  distinct  pathologic  processes.  When 


silica  enters  the  alveolus  the  resulting  reaction 
closely  resembles  chronic  bacterial  inflammation ; 
the  dust  is  first  removed  as  a foreign  body  by  the 
phagocytes  and  carried  to  the  lymph  follicles. 
These  silica  particles  are  partly  dissolved  in  the 
alkaline  tissue  fluids  and  the  resulting  solution 
has  much  the  same  effect  as  a bacterial  toxin. 
This  toxin  is  a fibroblastic  stimulant  leading  to  a 
progressive  fibrosis  which  continues  as  long  as 
the  irritant  remains.  This  change  in  silicotic  type 
is  due  to  a progressive  fibrosis  in  lung  reticulum 
rather  than  to  mechanical  injury  of  the  dust  it- 
self. The  familiar  mottling  is  caused  by  fibrotic 
nodules  formed  about  invisible  dust  accumula- 
tions in  the  lymph  follicles ; the  x-ray  film  shows 
little  to  distinguish  it  from  tuberculosis.  In  the 
anthracotic  form  the  dust  particles  are  not  soluble 
and  therefore  not  toxic,  the  densities  observed 
being  due  entirely  to  mechanical  accumulation  of 
coal  dust. 

Pancoast  and  Pendergrass  have  classically  de- 
scribed pneumoconiosis  as  appearing  in  three 
stages ; 

1.  Hilar  shadows  accentuated,  more  dense  and 
extensive,  with  accentuation  of  peribronchial 
markings  well  into  the  periphery;  appearance  is 
symmetrical  at  first,  later  becomes  irregular,  x-ray 
not  characteristic. 

2.  Mottling  of  lungs  due  to  small  fibrotic 
nodules,  pinhead  to  pea  in  size,  usually  beginning 
in  right  lung  near  the  hilum.  The  accentuation  in 
hilar  shadow  disappears.  The  x-ray  is  similar 
to  that  of  miliary  tuberculosis.  This  infiltration 
from  linear  markings  to  infill  formation  is  ex- 
plained by  the  clogging  of  lymph  channels  with 
dust  cells,  stagnation  of  the  stream,  and  super- 
vention of  fibrosis. 

3.  Fibrosis  extends  and  isolated  infiltrations  en- 
large and  coalesce  to  form  nodules  and  patches  of 
necrosis.  There  is  a further  advance  of  fibrosis 
to  involve  the  interstitial  tissue  about  the  bronchi, 
with  a return  of  the  peribronchial  markings  and 
hilar  shadows  increased. 

It  is  evident  that  progress  must  be  made  in  the 
roentgenologic  examination  of  lung  diseases.  It 
will  be  made  only  with  the  help  of  the  clinician,  the 
surg-eon,  the  bronchoscopist,  and  the  bacteriologist. 

THERAPY  IN  NON-TUBERCULOUS 
PULMONARY  DISEASES* 

G.  Raymond  Johnson,  M.D.,  Ottumwa 

The  treatment  of  non-tuberculous  conditions  of 
the  chest  is  an  unsettled  phase  of  medicine,  and 
there  is  very  little  specific  in  treatment.  Preven- 
tion is  by  far  the  most  important  part  of  treat- 

♦Presented  before  the  Eighty-fourth  Annual  Session,  Iowa  State 
Medical  Society,  Davenport,  May  8,  9,  10,  1935. 


VoL.  XXVI,  No.  1] 


Journal  of  Iowa  State  Medical  Society 


39 


ment  (if  it  can  be  included  in  treatment),  and  in 
non-tuberculous  chest  disease,  it  most  assuredly 
can  be,  because  these  conditions  are  secondary  in 
the  great  majority  of  cases;  for  example,  upper 
respiratory  infections,  measles,  whooping-cough 
and  other  infections.  Other  non-tuberculous  con- 
ditions of  the  chest,  are  those  secondary  to  the 
acute  infections,  such  as  pneumonia,  influenza 
and  acute  rheumatic  fever. 

The  purpose  of  this  paper  will  be  merely  to  call 
attention  in  most  instances  to  forms  of  treatment 
and  not  to  detail ; to  awaken  interest  and  bring  at- 
tention to  these  conditions  with  the  idea  of  preven- 
tion. There  is  a wide  undeveloped  field  ahead  in 
the  treatment  of  thoracic  disease,  and  we  do  not 
yet  have  the  final  word. 

It  is  necessary  to  have  a knowledge  of  the  path- 
ologic condition,  in  order  to  discuss  and  institute 
treatment.  We  arrive  at  a diagnosis  with  the  aid 
of  a careful  history,  and  the  importance  of  a com- 
plete accurate  history  cannot  be  overemphasized ; 
we  have  our  physical  findings  to  help  us  in  diag- 
nosis, and  here  we  believe  our  keener  sense  of 
perception,  touch  and  hearing  suffer  because  we 
rely  more  on  roentgenologic  study.  However,  the 
x-ray  helps  immensely  in  diagnosis  and  treat- 
ment ; in  treatment,  because  it  aids  us  to  visualize 
and  localize  our  field  for  attack,  and  to  measure 
results  in  the  process  of  treatment.  We  have  as 
an  aid  in  treatment  the  diagnostic  phase  or  aid 
of  the  laboratory,  and  an  actual  visualization  of 
the  field  in  many  cases  with  the  aid  of  the  bron- 
choscope. 

In  the  treatment  of  chest  disease,  we  have 
been  limited  in  the  past.  We  have  been  able  to 
go  just  so  far;  but  as  medicine  in  general  prog- 
resses and  pushes  out  into  newer  fields,  just  so 
we  find  our  road  in  thoracic  disease  branching  out 
here  and  there.  Some  of  these  branching  roads 
arc  paths  that  may  be  and  are  widening  out  into 
real  tried  paths  and  roads ; some  of  these  paths 
are  not  so  smooth  and  some  turn  out  to  be  blind 
alleys,  and  a method  of  treatment  is  discontinued 
after  a time  as  futile.  Some  of  these  paths  that 
are  being  used  more,  and  promise  an  opening  into 
useful  fields,  are  those  representative  of  surgery. 
Up  to  the  present  our  efforts  in  surgery  have  not 
been  hugely  rewarded,  but  they  continue.  Who 
can  .say  but  that  thoracic  surgery  some  day,  if  not 
already,  will  be  as  rational  a procedure  and  as 
accepted,  comparatively,  as  abdominal  surgery? 
We  believe  it  will  always  remain  a special  work 
for  those  es[x:cially  trained.  In  tuberculosis, 
where  surgical  procedure  or  interference  is 
making  headway,  a comparative  viewjioint  may 
be  taken  in  the  procurement  of  results.  For  in- 


stance, a patient  who  has  spent  several  years  under 
routine  management  for  the  healing  of  a given 
lesion  such  as  a large  upper  cavity,  is  offered  sur- 
gical intervention;  there  is  a great  deal  to  be 
gained  in  the  given  case,  but  nothing  relatively 
to  lose.  Perhaps  penumothoraces  have  been  tried, 
or  phrenectomy,  to  compress  cavitation.  There 
is  no  need  literally  to  shelve  this  patient,  or  to 
keep  him  for  months  or  years  attempting  to 
accomplish  the  impossible,  when  such  a procedure 
as  thoracoplasty  is  available.  However,  we  did 
not  intend  to  discuss  the  surgical  aspect  of  thoracic 
disease,  but  to  call  your  attention  to  the  fact  that 
it  is  a help  to  rehabilitate  the  otherwise  incurable 
individual. 

Before  we  let  our  patient  reach  that  stage,  if 
we  can  help  it,  we  should  watch  and  guard  against 
conditions  which  may  result  in  complete  disability. 
Prevention  is  the  stitch  in  time.  Watchfulness 
following  whooping-cough,  measles,  tonsillitis, 
sinusitis  or  any  of  the  upper  respiratory  diseases 
that  may  develop  into  some  of  chronic  bronchitis 
or  a fibrosis,  is  surely  worthwhile.  Most  of  us 
in  a general  practice  are  too  busy  to  follow 
through  on  our  cases.  We  are  generally  satisfied 
to  watch  the  patient  through  the  acute  primary 
stage  and  are  likely  to  forget  the  possible  after- 
math,  partly  as  we  said  by  being  too  busy,  partly 
because  the  patient  objects  to  a growing  expense, 
or  not  realizing  the  possible  course  or  trend  of  the 
complications,  uses  a soothing  cough  syrup ; and 
partly  because  we  are  not  aware  of  a secondary 
condition  until  it  is  actually  present  with  more  or 
less  pronounced  symptoms. 

Treatment  is  determined  by  the  etiology  and 
results  of  the  changes  produced,  or  the  pathologic 
condition  that  is  present;  for  instance,  whether  it 
is  an  upper  respiratory  infection  that  is  re- 
sponsible for  the  bronchiectatic  condition  in  a 
given  case,  \vhether  it  is  a foreign  body,  a mucous 
plug  or  enlarged  gland  that  is  responsible  for  the 
atelectasis.  It  is  not  always  an  easy  matter  to 
differentiate  between  the  different  forms  of  chest 
disease,  to  differentiate  between  tuberculosis, 
bronchiectasis,  foreign  bodies,  neoplasms,  atelec- 
tasis, or  fibrosis.  We  are  considering  the  non- 
suppurative conditions  first,  but  not  attempting 
to  follow  a classification  very  closely. 

Prevention  is  important  in  diseases  of  the  chest. 
It  may  be  that  allergy  is  the  sole  etiologic  factor 
in  a certain  percentage  of  cases,  but  we  believe 
that  infection  is  the  sole  etiologic  factor  in  far 
the  greater  number.  According  to  Manges,  in- 
fection of  the  accessory  sinuses  is  present  in  a 
definite  majority  of  asthmatic  individuals, 
esjx'cially  in  children,  and  in  85  per  cent  of 
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asthmatics,  x-ray  reveals  lung  changes.  Consid- 
ering the  role  of  pollens,  emanations,  food  toxins, 
and  bacterial  toxins  as  exciting  agents,  he  asks 
what  has  sensitized  the  membranes  to  these 
allergens,  and  thinks  he  has  found  the  answer  in 
infection,  which  lessens  the  resistance  of  the  mem- 
branes and  increases  the  permeability  to  foreign 
proteins.  We  do  not  consider  etiology  pri- 
marily, but  we  do  have  to  consider  etiolog}'  in 
regard  to  treatment.  Notwithstanding,  we  will 
do  much  in  prevention  by  clearing  up  foci  of  in- 
fection, by  including  that  in  the  mouth,  by  build- 
ing the  patient  up  in  those  cases  where  he  is 
having  rejieated  attacks  of  sinusitis  or  repeated 
colds.  Children  especially  should  be  watched  fol- 
lowing repeated  or  prolonged  coughs  or  colds, 
after  any  upjier  respiratory  infection,  after 
whooping  cough,  measles,  scarlet  fever,  and 
diphtheria.  One  investigator  states  that  sinusitis 
and  bronchiectasis  are  a friendly  and  dangerous 
pair.  If  then,  we  have  repeated  colds,  a chronic 
sinusitis,  any  form  of  an  upiier  respiratory  in- 
fection including  tonsillitis  or  postnasal  obstruc- 
tion, our  problem  is  to  rid  the  patient  of  this 
trouble  before  further  complications  take  place. 
Prevention  of  sinus  or  ear  infection,  in  the  first 
place  by  removal  of  di.seased  tonsils  or  obstruct- 
ing adenoids,  is  to  be  considered  in  the  individ- 
ual case.  Building  up  the  patient  with  good 
food,  fresh  air  and  sunshine  is  obvious,  with  cod- 
liver  oil  included.  We  may  have  a continuation 
of  trouble,  an  involvement  of  sinus  or  ear  by 
our  zealous  over-treatment,  by  the  indiscriminate 
use  of  nasal  drops  and  spread  of  infection  by 
nasal  spraying.  Prevention  of  bronchiectasis 
alone  is  a worthwhile  effort  following  measles 
and  whooping  cough  in  children;  the  injection 
of  whole  blood  intramuscularly  in  measles  seems 
to  be  of  definite  value;  yet  the  value  of  vac- 
cines has  to  be  proved  as  yet.  Pi'evention  and 
treatment  of  whooping  cough  by  vaccine  is  well 
worthwhile.  These  two  conditions,  if  watched, 
will  omit  a definite  source  of  bronchiectasis.  Bron- 
chiectasis is  a follow-up  disease. 

Now  then,  with  bronchiectasis,  atelectasis  or 
fibrosis  established,  what  are  we  going  to  do? 
Each  case  is  a problem  unto  itself.  In  advanced 
fibrosis  we  cannot  do  much ; but  in  general,  it 
may  be  said  that  we  have  the  background  and 
backbone  of  treatment  for  all  diseases  of  the  lungs 
in  bed-rest,  fluids,  good  substantial  and  high 
vitamin  diet,  and  postural  drainages.  We  have 
our  medicines  projier  including  antiseptics,  ex- 
l^ectorants,  and  cough  preparations,  and  we  must 
or  should  not  allay  the  cough  ton  much,  nor  should 
we  allow  the  cough  to  increase  damage  to  the 


delicate  lung  tissue,  ^\’e  also  have  vaccines,  yet 
of  questionable  value,  seemingly  of  definite  value 
in  some  cases,  questionable  in  others,  vet  worth 
trying;  stock  and  autogenous,  more  or  less  of 
specific  organisms,  or  polyvalent.  Staphylococcus 
vaccine,  a recent  development,  has  not  been  tried 
yet.  Lierle  of  the  University  Hospital  states  in 
a letter  in  regard  to  bronchiectasis,  that  they  have 
tried  various  antiseptics  (including  argyrol,  mono- 
chlorphenol, and  phenyl  mercuric  nitrate,  etc.) 
and  have  found  them  to  he  of  no  definite  value. 
He  states  also  that  they  have  tried  autogenous 
vaccine,  bacteriophage,  etc.,  without  apparent 
success,  and  adds  that  the  usual  procedure  for 
treating  their  patients  is  to  try  to  improve  their 
general  health  by  removing  foci  of  infection,  by 
diet,  rest,  and  postural  treatment. 

Following  palliative  treatment  in  the  acute 
stage,  we  may  resort  to  bronchoscopy.  In  bron- 
choscopy we  have  a great  diagnostic  aid  that  will 
often  indicate  the  proper  treatment.  In  determin- 
ing obstruction  where  the  x-ray  fails,  treatment 
is  often  accomplished  at  the  same  time.  We  have 
enthusiasts  and  those  who  claim  very  little  or  no 
benefit  by  bronchoscopic  treatment.  Again  quot- 
ing Lierle,  “bronchoscopic  aspiration  as  a cure 
for  bronchiectasis  in  general  has  been  rather  dis- 
appointing. It  is  (luite  true  that  some  of  the  early 
cases,  esi>ecially  in  children,  have  received  very 
definite  benefit  and  perhaps  one  might  say  with 
qualifications,  cures.  In  moderately  advanced 
and  in  advanced  cases,  we  have  had  an  occasional 
excellent  result,  but  in  general  it  seems  to  me  that 
the  treatment  for  the  most  part  is  palliative  and 
that  with  the  discontinuance  of  treatment,  most 
of  the  patients  return  to  their  original  status.” 
Vinson  of  the  Mayo  clinic  mentions  “the  improve- 
ment in  diagnosis  and  treatment  of  pulmonary 
diseases  that  has  followed  more  general  employ- 
ment of  direct  visualization  of  the  tracheobron- 
chial tree  with  the  aid  of  the  bronchoscope.”  He 
states  that  its  use  has  extended  from  the  hunt  for 
foreign  bodies,  and  is  even  extending  into  the 
acute  phases  as  well  as  the  chronic;  that  marked 
results  have  been  obtained  in  bronchoscopy  in 
treatment  of  postoperative  atelectasis  of  the 
lung;  and  that  bronchoscopic  treatment  for 
bronchiectasis  has  been  found  to  be  not  so  bene- 
ficial for  lasting  efifects,  but  gives  temporary  re- 
lief by  aspiration  of  secretions. 

As  for  the  use  of  the  bronchoscope  in  other 
conditions  of  the  chest,  Vinson  affirms  that  “the 
use  of  the  bronchoscope  in  asthma  and  asthmatic 
bronchitis  is  more  for  confirmation  of  the  condi- 
tion ; it  may  be  used  for  dilation  of  bronchial 
strictures  in  abscess  of  the  lung,  it  can  be  used  for 
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the  removal  of  foreign  liodies,  it  can  be  used  for 
recognition  of  neoplasms  and  in  the  further  treat- 
ment l)v  radiotherapy,  surgical  interference,  or 
fulguration.”  There  is  a variation  in  the  estima- 
tion of  the  therapeutic  value  of  bronchoscopy,  but 
there  is  an  agreement  on  the  diagnostic  value,  and 
after  all  that  is  an  aid  in  treatment.  Bronchoscopy 
does  help  to  remove  stagnant  secretions,  to  dilate 
strictures,  and  to  remove  foreign  bodies.  We  be- 
lieve that  in  a large  number  of  cases,  prevention 
and  early  treatment  could  have  avoided  changes 
making  bronchoscopy  necessary,  but  where  in- 
dicated. bronchoscopy  has  a certain  value.  Com- 
pression by  pneumothorax  is  mentioned  liy  some : 
this  may  be  tried  early  and  before  the  lung  be- 
comes too  resistant,  before  too  much  fibrosis  is 
present,  if  we  are  able  to  compress  the  bronchi 
as  well  as  the  alveoli,  the  part  affected  primarily 
by  compression.  As  a last  resort,  surgical  pro- 
cedure may  be  considered,  as  stated  by  Maitland- 
|ones  referring  to  bronchiectasis,  “when  well 
marked,  when  much  foul  sputum  is  present,  when 
impairment  to  the  general  health  is  obvious,  if  the 
disease  is  confined  to  one  lobe,  surgical  interven- 
tion .should  be  considered.”  Removal  of  the 
affected  lobe  is  the  operation  of  election  and 
owing  to  the  great  advance  of  thoracic  surgery  in 
recent  years,  this  operation  may  now  be  under- 
taken with  a reasonable  risk  by  those  experienced 
in  thoracic  surgery.  Lierle  states  that  “in  many 
instances  in  bronchiectasis,  lobectomy  is  advised,” 
and  “it  seems  to  me  that  although  this  is  a rather 
hazardous  procedure,  it  is  the  real  solution  when 
it  can  be  done.” 

.Atelectasis  may  be  by  compression  jieripherally, 
but  we  will  mention  only  in  passing  that  those 
cases  where  the  bronchus  is  obstructed,  the  ther- 
apy is  indicated  by  the  cause. 

There  are  other  non-sujipurative  conditions,  or 
non-su])purative  pneumonitis,  that  we  might  men- 
tion briefly.  One  is  unresolved  pneumonia,  but 
here  care  is  needed  in  diagnosis,  as  this  could  be 
a chronic  inter.stitial  pneumonia,  an  abscess, 
empyema  or  tuberculosis,  etc.,  the  condition 
present  indicating  whether  the  treatment  should 
be  symptomatic  or  expectant.  Our  attention  is 
called  by  some  tf)  rheumatic  pneumonia  or  pneu- 
monitis. a cf>ndition  we  may  not  often  see  or 
diagnose.  In  emphy.sema  one  should  seek  the 
()ffending  allergic  factor. 

Lung  abscess  is  not  an  infrecjuent  condition. 
Here  at  times  a bronchoscopic  e.xamination  mav 
help  in  the  diagnosis,  probably  by  drainage  so 
that  tbe  fluid  level  may  be  determined,  if  it  was 
rather  obscure  before  drainage,  .\b.scesses  mav 
I>e  single  or  multii>le:  these  may  be  metastatic 


following  a carbuncle.  The  treatment  is  ex- 
pectant. with  careful  observation  with  roent- 
genologic aid.  A certain  number  of  abscesses  heal 
with  spontaneous  rupture  and  drainage.  Our 
late  Dr.  Hedbloom  says  that  “Pulmonary  abscess 
is  sucb  a serious  menace  to  the  patient’s  life  and 
health,  the  possible  complications  so  many  and 
grave,  and  so  difficult  to  cure  that  every  possible 
precaution  should  always  be  taken  toward  its 
prevention.” 

Assuming  that  an  abscess  is  present,  and  having- 
concluded  that  the  condition  is  not  tuberculosis,  a 
bronchiectasis,  empyema  with  a draining  fistula 
or  an  interlobar  empyema  and  maintaining  sup- 
portative  treatment,  active  treatment  may  be  in- 
dicated if  spontaneous  rupture  does  not  occur; 
bronchoscopy  may  be  indicated  to  dilate  or  open 
a bronchus.  The  position  of  the  abscess  will  in- 
dicate the  treatment.  Compression  by  pneu- 
mothorax may  be  of  service  if  the  abscess  is  not 
too  near  the  perijihery  and  even  here  compression 
mav  be  used  if  carried  out  cautiously:  bron- 
choscopy cannot  be  done  if  the  abscess  is  too  near 
the  periphery.  The  choice  of  method  is,  of  course, 
the  most  simple  and  the  safest  procedure  with 
treatment  by  thoracotomy  if  necessary. 

Alost  of  us  remember  when  immediate  radical 
draina'ge  for  empyema  was  chosen  just  as  soon 
as  the  needle  disclosed  pus.  It  is  not  now  treated 
as  an  emergency,  but  on  the  other  hand,  we  should 
not  wait  too  long.  Aspiration  alone  will  cure  the 
occasional  case,  but  when  the  ])us  becomes  too 
thick  for  asjiiration  or  after  aspiration  has  been 
done  two  or  three  times,  with  or  without  substitu- 
tion by  air  and  there  is  indication  that  it  will  have 
to  be  continued,  further  treatment  by  drainage 
may  be  indicated.  Tbe  choice  of  closed  or  o|xni 
drainages,  interrupted  or  continuous  methods,  and 
irrigations,  we  believe,  is  best  left  to  the  individual 
case. 

We  cannot  say  much  concerning  therapy  for 
lung  tumors,  unless  the  .x-ray  may  he  of  some 
-.service.  Lobectomy  may  be  dome  if  the  tumor  is 
confined  to  a lobe  and  if  it  is  primary,  but  we 
stress  the  “ifs.” 

Reviewing  briefly,  most  non-tuberculous  jnil- 
monary  disease  may  be  .said  to  be  secondary  to 
other  conditions  depending  u])on  the  basis  of 
etiology.  If  the  majority  of  diseases  of  the  lungs 
is  secondary,  much  can  be  done  in  prophylaxis, 
sucb  as : 

1.  Clearing  up  foci  of  infection. 

2.  Ifarly  removal  of  foreign  bodies. 

•T  Watch fulne.ss  and  care  of  patients,  especi;dly 
those  with  j)crsistent  cough,  following  whoo])ing 
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cough,  etc.,  or  following  any  upper  respiratory 
infection. 

4.  Operative  care  because  of  possible  aspiration 
of  infected  particles  or  closure  of  a bronchus  by 
a mucous  plug,  etc. 

Because  of  the  very  nature  of  pulmonary 
disease,  because  of  the  anatomic  structure  of  the 
chest,  and  the  histologic  structure  of  the  parts, 
treatment  is  necessarily  prolonged  and  often  rad- 
ical, although  in  some  cases  we  obtain  beautiful 
results.  Therefore,  prophylaxis,  insofar  as  pul- 
monary^ disease  is  concerned,  is  vastly  important. 

Discussion 

Dr.  John  Rus.sell,  Des  Moines:  Dr.  Johnson  has 

covered  the  subject  so  well  that  there  is  very  little 
left  for  me  to  add.  The  respiratory  system  consti- 
tutes an  important  portal  of  entry  for  many  diseases, 
and  is  exposed  to  a greater  variety  of  adverse  ele- 
ments than  any  other  system  of  the  body.  When  we 
consider  the  extreme  variations  in  temperature  and 
humidity  of  the  inspired  air;  its  heterogenous  bac- 
terial content;  the  great  amount  and  variety  of 
foreign  material  in  the  form  of  dust,  gases,  and  other 
extraneous  substances  introduced  into  the  lungs, 
and  the  systemic  toxins  and  metabolic  products 
to  which  the  pulmonary  endothelium  is  constantly 
exposed  through  capillary  circulation,  we  must 
realize  the  many  diverse  etiologic  factors  with  which 
we  have  to  contend.  That  a considerable  overlapping 
of  pathologic  processes  occurs  is  self  evident,  and 
this  factor  should  be  considered  in  applying  our 
therapy. 

Time  will  not  permit  a detailed  discussion  of  drug 
therapy.  Our  medical  treatment  consists  largely 
of  symptomatic  and  palliative  measures  having  an 
empirical  background.  Our  drugs  are  as  varied  and 
as  numerous  as  the  pharmaceutical  houses  whose 
silver  tongued  representatives  beguile  us  with  the 
superior  virtues  of  their  particular  products  and  in- 
struct us  in  their  usage.  Our  efforts  to  develop 
specific  therapy  have  been  rewarded  with  little  suc- 
cess, as  our  knowledge  regarding  the  specific  nature 
of  these  diseases  is  still  inadequate,  despite  our 
frequent  and  intimate  contact  with  them.  If  and 
when  specific  therapy  becomes  an  actuality  the  in- 
cidence of  both  the  acute  and  chronic  respiratory 
diseases  will  be  greatly  reduced. 

Bronchoscopy  is  becoming  increasingly  recognized 
as  of  great  value  in  the  treatment  of  bronchiectasis, 
pulmonary  abscess,  and  massive  atelectasis.  Un- 
fortunately it  is  often  unavailable  for  many  who 
might  be  benefited  by  its  use  because  of  the  expen- 
sive equipment  and  trained  operative  team  required. 
Some  early  cases  of  bronchiectasis  will  undoubtedly 
be  cured  by  routine  bronchoscopic  treatment,  and 
many  others  will  be  restored  as  respectable  members 
of  society  and  to  economic  usefulness.  No  other 
method  of  treatment  holds  as  much  promise  for  these 
unfortunate  persons  as  does  bronchoscopy.  Consid- 
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erable  success  has  also  attended  the  routine  use  of 
lipiodol  in  these  cases. 

Postural  drainage  continues  to  be  the  most  uni- 
versally applicable  procedure  for  the  evacuation  of 
bronchiectatic  accumulations  and  pulmonary  ab- 
scesses which  have  ruptured  into  a bronchus.  The 
posture  of  the  patient  must  be  adapted  to  the  loca- 
tion of  the  abscess  and  changes  in  posture  are  some- 
times required  in  order  to  facilitate  drainage. 

The  role  of  surgery  in  the  treatment  of  respiratory 
diseases  is  rapidly  increasing  in  importance.  Lobec- 
tomy in  suitable  cases  of  bronchiectasis  is  becoming 
accepted  as  a rational  although  somewhat  hazardous 
treatment,  and  holds  great  promise  for  the  future 
as  more  experience  is  acquired.  Pneumonectomy  has 
also  been  successfully  done  in  a small  number  of 
reported  cases  and  may  become  the  method  of  choice 
in  early  cases  of  malignancy.  The  surgical  drainage 
of  favorably  situated  pulmonary  abscesses  is  a ra- 
tional procedure  and  is  usually  done  by  a two  stage 
method.  In  addition  to  drainage,  thorough  aeration 
of  the  abscess  cavity  is  very  important,  and  is  often 
best  accomplished  by  surgical  means.  Neoarsphen- 
amine  may  be  of  value  in  pulmonary  abscess  cases  in 
which  there  is  a spirochetal  infection. 

Compression  of  the  lung  in  abscess  cases  Is  of 
much  value  and  should  be  attempted  in  a greater 
number  of  cases  than  is  being  done  at  present.  It 
will  probably  fail  where  pleural  adhesions  are 
present  and  may  prove  to  be  of  little  value  in  chronic 
cases  where  the  wall  of  the  abscess  cavity  has  be- 
come dense  and  fibrotic.  Some  advise  against  its 
use  where  the  abscess  is  situated  in  the  periphery  of 
the  lung,  lest  it  rupture  into  the  pleura  forming  an 
acute  empyema.  Artificial  pneumothorax  is  not 
recommended  in  cases  of  bronchiectasis,  since  it  is 
likely  to  be  more  harmful  than  beneficial. 
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NINE  AND  ONE-HALF  YEARS’  EXPERI- 
ENCE WITH  CESAREAN  SECTION 
AT  THE  UNIVERSITY  OF  IOWA* 

William  F.  Mengert,  M.D.,  Iowa  City 

Sixty-seven  cesarean  sections  were  performed 
in  the  department  of  obstetrics  and  gynecology 
from  July  1,  1926,  to  November  1,  1935,  among 
a total  of  5,446  deliveries;  an  incidence  of  1.2  per 
cent  or  twelve  cesarean  sections  in  every  1,000 
deliveries.  For  the  purpose  of  this  study,  cesarean 
section  is  defined  as  the  abdominal  removal  of  a 
fetus,  weighing  1500  grams  (3.3  pounds)  or 
more,  from  the  pregnant  uterus.  Three  mothers, 
4.5  i>er  cent,  and  four  babies,  5.9  per  cent,  did 
not  survive.  The  fetal  death  rate  is  calculated 

♦From  the  Department  of  Obstetrics  and  Gynecology,  State 
University  of  Iowa. 
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from  a total  of  68  babies,  as  there  was  one  twin 
pregnancy  in  the  series. 

INDICATIONS 

The  indications  for  operative  intervention  are 
shown  in  Table  I.  With  42  operations  performed 
because  previous  cesarean  sections  had  been  done 
elsewhere,  it  can  be  seen  that  only  25  patients  were 


TABLE  I 

INDICATIONS  FOR  CESAREAN  SECTION 


Patients 


Number 


Per  Cent 


Primary  cesarean  section  done  elsewhere 

(Including:  three  patients  with  minor  grades 
of  contracted  pelves,  in  themselves  not  suffi- 
cient indication  for  abdominal  delivery.) 


42 


62  8 


Disproportion 

(nearly  all  relative) 


Soft  tissue  dystocia, 

(i.  e.,  severe  scarring  of  vagina  and/or  peri- 
neum) 

Interruption  of  pregnancy 

(done  for  sake  of  mother,  without  regard  for 
the  child) 

Obstructing  tumor 

Edema  of  vulva 

Ankylosis  of  hip 

Carcinoma  of  rercdx 

Transverse  presentation 


17.8 


19.4 


submitted  to  primary  abdominal  delivery  during 
the  period  under  discussion ; a corrected  cesarean 
section  incidence  of  0.46  per  cent.  Twelve  opera- 
tions were  done  because  of  disproportion,  which 
in  the  majority  of  instances  was  relative,  with 
the  abdominal  route  chosen  for  the  sake  of  the 
baby.  In  three  instances  soft  tissue  dystocia,  due 
to  vulval  and  vaginal  scarring  resulting  from  a 
chemical  burn  in  two  cases,  and  trauma  in  one, 
was  the  indication  for  cesarean  section.  Three 
patients  were  so  ill,  two  from  essential  hyperten- 
sion, and  one  from  an  acute  and  violent  mania 
that  prompt  termination  of  their  pregnancies, 
without  regard  for  the  babies’  chances  of  survival, 
seemed  advisable.  The  two  obstructing  tumors 
were:  a grapefruit  sized  ovarian  cyst,  and  an 
orange  sized  carcinoma  of  the  sigmoid.  It  will 
be  noted  that  toxemia  of  pregnancy  was  never 
used  as  an  indication  for  abdominal  delivery,  but 
that  two  operations  were  done  because  the  ex- 
ternal genitalia  were  too  edematous  to  allow'  safe 
passage  of  a child.  In  each  case  the  vulval  edema 
occurred  in  the  course  of  a pregnancy  toxemia, 
but  the  toxemia  per  se  was  not  the  real  indication 
for  operation.  Figures  I and  II  show  preopera- 
tive and  thirteen  day  postoperative  views  of  the 
vulva  in  patient  L.  M.,  hospital  number  H3412. 

The  probable  indications  for  the  42  primary 
cesarean  sections  which  were  not  done  at  the 


University  Hospitals  are  given  in  Table  II. 
Eleven  of  the  previous  cesarean  sections  were 
done  for  undetermined  reasons.  Three  of  the 


Fig.  I.  L.  M.,  Hospital  number  HS412.  Ante  partum  view  of 
external  genitalia  showing  marked  edema  of  vulva. 


remaining  patients,  i.  e.,  tw'o  with  contracted 
pelves  and  one  with  an  ankylosed  hip,  probably 
would  have  been  delivered  abdominally  in  this 

TABLE  II 

INDICATIONS  FOR  THE  CESAREAN  SECTIONS  PERFORMED 
BEFORE  THE  PATIENT  WAS  ADMITTED  TO  THE 
UNIVERSITY  HOSPITALS 


Reason  not  known  by  patient  1 1 

“Contracted  pelvis”,  8 

(measured  as  adequate  at  University  Hospitals) 

Toxemia  5 


Unusual  presentations  4 


Breech 1 

Transverse 2 

Occiput  posterior 1 


“Rigid  cervix”  3 


“Overdue” 


3 


Bleeding  3 

Placenta  praevia 2 

Premature  separation ....  1 

Contracted  pelvis,  2 

(subsequently  conhrmed  at  University  Hospitals) 

Ankylosed  hip  1 

Congenital,  bilateral  dislocation  of  hips  I 

(Pelvis  normal) 

Mistaken  diagnosis  1 

(I.aparotomy  was  performed  because  the  patient  was 
believed  to  have  an  abdominal  tumor) 
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clinic,  while  28  proliahly  would  have  been  de- 
livered from  below. 

TYPE  OF  OPER.UTON 

Table  111  shows  the  tyi^e  of  operation  per- 
formed in  this  clinic.  The  large  number  of  clas- 
sical cesarean  sections  jierformed  is  explained  by 
the  fact  that  in  the  majority  of  our  patients,  it 
was  known  long  before  the  onset  of  labor  that 
abdominal  ojx?ration  would  be  necessary.  In- 


TABLE  III 

TYPE  OF  CESAREAN  SECTION* 


Patients 

Number 

Per  Cent 

Classical 

(including  removal  of  an  ovarian  cyst) 

54 

80  7 

Low 

6 

8.‘.) 

Radical 

(with  total  or  subtotal  hysterectomy) 

■ 

10  4 

*54  operations  were  done  before  the  onset  of  labor  ; 13  after. 


asmnch  as  the  classical  cesarean  section,  done  be- 
fore the  onset  of  labor,  is  probably  as  safe  as  and 
certainly  much  simpler  technically  than  the  low 
cervical  ojK'ration,  there  seems  to  he  little  point 
in  attempting  the  latter  in  such  cases.  It  is  im- 
possible to  do  the  usual  cervical  operation  until 
the  lower  uterine  segment  forms,  and  this,  as  a 
rule,  takes  place  sometime  after  the  onset  of  labor. 
In  the  .so-called  “low  cervical’’  section  done  elec- 
tively,  a longitudinal  uterine  incision  always  ex- 
tends into  the  lower  nart  of  the  body  and  the 
operation  is  actually  a low,  classical  section.  The 
cesarean  hysterectomy  o])eration  was  used:  (a) 
when  the  patient  was  frankly  infected:  and  (b) 
when  there  were  associated  pathologic  changes 
such  as  uterine  fibroids  or  carcinoma  demanding 
removal  of  the  uterus. 

COM  PLICATIONS 

'I'lie  three  maternal  deaths  were  due  to : 

1.  Si>inal  anesthesia.  This  was  actually  a post- 
mortem cesarean  section  because  the  patient  was 
dead  before  the  abdominal  incision  was  made. 

2.  Peritonitis  from  the  rupture  of  an  unrecog- 
nized carcinoma  of  the  sigmoid.  The  ix*ritonitis 
preci]iitated  labor  and  w’as  evident  when  the  ab- 
domen was  ojx^ned. 

3.  Peritonitis  acquired  at  the  time  of  elective 
operation  before  the  onset  of  labor,  no  vaginal 
examination  or  manipulation  having  been  done. 

^Morbidity,  defined  as  a fever  of  100.4  degrees 
or  more  occurring  at  any  time  during  the  puer- 
perium,  with  temperatures  being  taken  every  four 
hours,  is  shown  in  Table  IV.  Other,  non-fatal, 
maternal,  postoperative  complications,  each  oc- 
curring once,  included : utero-abdominal  fistula, 
thromliophlebitis,  and  postojjerative  collapse  of 


one  lung.  There  were  four  fetal  deaths.  Two  of 
these  babies  weighed  1500  grams  (3.3  pounds) 
and  1768  grams  (3.9  pounds),  respectively,  and 
were  delivered  from  two  of  the  three  patients 


TABLE  IV 

MATERNAL  MORBIDITY 


Postoperative  Fever* 

(100  4 decrees  F.,  or  more) 

Patients 

Number 

Per  Cent 

None 

u 

20  9 

One  day 

13 

19  4 

Two  to  three  days 

21 

,n  4 

Four  to  seven  days 

1 1 

16,4 

More  than  seven  days 

8 

119 

^Temperatures  recorded  every  four  hours. 


whose  pregnancies  were  interrupted  because  of 
pre-existing  acute  disease.  One  baby  was  an 
achondrodystrophic  dwarf,  unrecognized  iirior  to 
delivery  despite  routine  roentgenologic  examina- 
tion of  the  mother.  The  film  showed  a baby  with 
apparently  normal  head  and  body,  hut  the  fore- 
shortening of  the  arms  and  legs  was  not  detected 
and  could  not  be  demonstrated  even  after  the 
condition  of  the  child  was  known.  The  fourth 
fetal  death  occurred  in  one  child  of  the  twin  pi'eg- 
nancy. 

RUPTtU<ED  UTERUS 

Two  patients,  not  included  in  the  present  series 
of  67  cesarean  sections,  had  undergone  primary 
cesarean  section  elsewhere  and  were  candidates 
for  a repeat  operation,  but  uterine  nqiture  at  the 
site  of  the  previous  scar  occurred  spontaneously 
before  the  onset  of  labor.  Each  patient  was 
treated  for  shock,  hysterectomized  and  survived, 
but  both  babies  were  lost.  Since  there  were,  in 
all.  44  women  who  had  undergone  pudmarx- 
cesarean  section  elsewhere  and  we  observed  rup- 
tured uterus  in  two,  the  incidence  of  post-cesarean 
rupture  is  4.5  per  cent.  Unquestionably  the  in- 
cidence of  rupture  would  have  been  greater  had 
all  of  the  44  patients  gone  into  labor  and  thus 
subjected  the  uterine  scar  to  the  stresses  of  uter- 
ine contraction.  Although  each  of  these  two  pa- 
tients survived,  such  is  not  usually  the  case,  for 
it  is  generally  recognized  that  nearly  two-thirds 
of  all  patients  with  ruptured  uterus  succumb.  It 
is  felt  that  elective  cesarean  section  offers  the 
best  chance  of  survival  for  mother  and  baby  in  a 
patient  who  has  undergone  previous  abdominal 
delivery  for  an  accidental  complication  of  preg- 
nancv  or  labor.  However,  if  a spontaneous  labor 
intervenes  and  the  woman  is  seen  in  her  third 
pregnancy,  cesarean  section  is  not  advised  since 
it  is  believed  that  the  uterine  scar  has  proved  its 
adequacy  by  a therapeutic  test. 
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THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCES 


ACUTE  INTESTINAL  OBSTRUCTION 
DUE  TO  AN  IMPACTED  GALLSTONE 

E.  P.  McNamara,  M.D.,  L.  A.  Faber,  M.D., 
and  A.  B.  Nesler,  M.D.,  Dubuque 

An  impacted  gallstone  is  a well  known  cause  of 
intestinal  obstruction,  but  its  recognition  clinically 
is  often  delayed.  Probably  this  is  largely  due  to  a 
failure  to  consider  it  as  a possible  cause.  Ob- 
struction of  the  small  intestine  soon  produces  a 
profound  toxemia  which  may  result  in  the  death 
of  the  patient  if  treatment  is  deferred.  There- 
fore, it  is  important  to  make  an  early  diagnosis 
and  institute  treatment.  The  following  case  illus- 
trates some  of  the  important  clinical  features  of 
the  condition. 

CASE  REPORT 

Chief  com  plaint : The  patient,  a white  woman, 
seventy-one  years  of  age,  was  admitted  to  The 
Finley  Hospital  July  13,  1935,  with  a complaint 
of  “pain  in  the  upiier  right  side  of  the  abdomen, 
nausea,  and  the  vomiting  of  bile  colored  fluid” 
for  the  ]>ast  five  days. 

Family  history:  The  patient’s  mother  died  of 
tulierculosis  but  otherwise  the  family  history  was 
unremarkable. 

Past  history:  'I'he  patient  had  a thyroidectomy 
seventeen  years  ago.  She  had  had  hypertension 
and  gallbladder  trouble  for  four  or  five  years,  and 
had  been  told  that  she  had  gallstones.  She  had 
always  lx“en  constijiated. 

Present  illness:  Si.x  days  before  admission, 

after  eating  her  dinner  which  contained  mutton 
fat,  she  began  to  have  ejiigastric  pain  which  local- 
ized in  the  right  upper  abdomen  and  radiated  to 
the  back  and  to  the  region  of  the  right  scapula. 
'1  he  next  day  she  became  nauseated  and  vomited 
bile  colored  fluid.  'I'he  nausea,  vomiting,  and 
jiain  ]K.Tsisted  for  five  days. 

Physical  examination : The  patient  was  a mod- 
erately obese,  old  lady  evidently  acutely  ill.  'I'he 
head,  neck,  and  lungs  were  negative.  'I'he  ])ulse 
showed  an  intermittent  beat  every  third  to  sixth 
beat.  'I'he  left  heart’s  edge  reached  the  anterior 
axillary  line.  'I'here  was  a systolic  murmur  heard 
over  the  base  and  apical  region.  I here  was 
tenclerness  over  the  right  costovertebral  region 
and  especially  over  tbe  gallbladder  region.  .She 
was  also  lender  over  the  aj)i)endix  region.  'I'here 
was  no  rigidity  of  the  muscles  and  the  abdomen 
was  not  distended.  'I'be  extremities  were  nega- 
tive. The  patient’s  temperature  was  de- 


grees; pulse  138;  and  the  respirations  24  per 
minute,  'fhe  white  blood  count  was  6,900  and 
the  hemoglobin  was  100  per  cent.  The  urine 
showed  a trace  of  albumin,  numerous  granular 
casts  and  an  occasional  erythrocyte  as  well  as  a 
moderately  strong  test  for  acetone. 

X-ray  examination : A flat  film  of  the  abdomen 
showed  a marked  distention  of  the  small  bowel 
characteristic  of  obstruction.  In  the  right  upper 
(juadrant  there  was  a peculiar  air  shadow  cor- 
responding especially  to  the  cystic  duct  and  prob- 
ably due  to  air  in  the  gallliladder  and  duct.  This 
would  indicate  ru])ture  of  the  gallbladder  into  the 
bowel. 

Proi'isional  clinical  diagnosis:  Cholecystitis  and 
cholelithiasis;  chronic  appendicitis;  chronic  valv- 
ular heart  disease ; bowel  obstruction. 

Course  in  hospital:  Gastro-intestinal  suction 

was  instituted  with  fair  results.  In  spite  of  it 
the  patient  was  very  restless  at  first  and  had  one 
attack  of  vomiting.  The  vomitus  contained  bile 
and  a moderate  sized  gallstone.  ( )n  tbe  morning 
of  admission  a chemical  examination  of  the  blood 
gave  tbe  following  results:  urea  N2  47.60  mgs.; 
'r.N.P.N2  85.50  mgs.;  sugar  166.  mgs.;  chlorides 
440  mgs.;  creatinin  (jireformed)  2.5  mgs.  A 
normal  salt  solution  with  five  |x:r  cent  glucose 
was  given  by  hypodermoclysis  and  a fifty  per  cent 
glucose  solution  was  given  intravenously,  pre- 
jiaratory  to  operation.  In  spite  of  treatment  the 
jiulse  rose  to  160  and  the  ]>atient  became  cyanotic. 
'Fhe  abdomen  became  distended.  She  obtained 
slight  benefit  after  being  placed  in  an  oxygen  tent, 
but  failed  rapidly  and  died  twenty-two  hours 
after  admission. 

Pinal  clinical  diagnosis:  Chronic  cholecystitis 

and  cholelithiasis  with  bowel  obstruction  due  to 
gallstone:  cbronic  valvular  heart  disease,  byiier- 
tension  ; chronic  appendicitis. 

Autopsy  (Abstract ) : At  the  autojisy,  obstruc- 

tion of  the  small  inte.stine  due  to  an  inqiacted 
gallstone  was  found  twelve  feet  from  the  duo- 
denum. .Above  this  i>oint  the  small  intestine  was 
greatly  distended  and  dark  red  in  color  and  filled 
with  very  foul  smelling  fluid  material.  'Fhe  gall- 
bladder was  surrounded  by  adhesions  and  was 
bound  to  the  duodenum  and  transverse  colon,  (^n 
dissection  a small  fistula  e.xtended  from  the  trans- 
verse colon  through  the  thickened  wall  of  the 
gallbladder.  A larger  fistula  communicated  with 
the  duodenum.  'Fhe  gallbladder,  cystic,  hejiatic 
and  common  bile  ducts  contained  precipitatcfl  bile 
salt.  Fhe  heart  showed  fibrosis  of  the  myocardium 
and  moderate  arteriosclerosis  of  each  coronary 
artery.  'Fhe  aorta  also  showed  a moderate 
arteriosclerotic  change.  'I'here  was  a small  area 
of  consolidation  in  the  left  lung.  'I'here  was  a 
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bilateral  fibrous  pleurisy,  and  aside  from  the  gen- 
eralized arteriosclerosis,  the  only  other  findings 
were  a small  simple  cyst  of  the  liver  and  a benign 
polyp  of  the  uterus. 

Anatomic  diagnosis:  Primary : Chronic  and 

subacute  cholecystitis  and  cholelithiasis,  with  ad- 
hesions to  the  pylorus,  duodenum  and  transverse 
colon ; ulceration  of  gallstone  into  the  duodenum ; 
impacted  gallstone  of  the  ileum  with  intestinal  ob- 
struction ; fistula  between  the  gallbladder  and 
transverse  colon  ; lobar  pneumonia. 

Subsidiary : Obesity  ; generalized  arterioscler- 

osis ; fibrous  myocarditis ; bilateral  fibrous  pleu- 
risy : simple  cyst  of  the  liver ; benign  uterine  polyp. 

SUMMARY 

The  patient  was  an  obese  old  lady  with  a 
history  of  cholecystitis  of  at  least  five  years’  dura- 
tion. Six  days  before  admission  she  had  had 
an  attack  of  pain  following  a meal,  but  the  pain 
was  not  as  intense  as  the  usual  gallstone  colic. 
For  five  days  she  vomited  and  the  pain  persisted. 
The  vomitus  contained  bile  which  indicated  that 
there  was  no  obstruction  of  the  common  duct. 
Upon  admission  the  patient  was  in  severe  shock 
and  the  clinical  picture  w'as  that  of  intestinal  ob- 
struction associated  with  gallbladder  disease.  A 
flat  plate  of  the  abdomen  confirmed  the  diagnosis 
of  intestinal  obstruction.  On  one  occasion  the 
vomitus  contained  a gallstone.  Therefore,  the 
probable  diagnosis  was  bowel  obstruction  due  to 
a gallstone  and  this  was  verified  at  autopsy.  It 
is  regrettable  that  the  diagnosis  was  not  made 
sooner,  since  the  condition  might  have  been  cured 
by  surgery. 

DISCUSSION 

Incidence:  A review  of  the  literature  from 

1931  to  June  1935  shows  that  46  cases  of  bowel 
obstruction  due  to  gallstones  were  reported.  In 
1914  Von  Wagner^  collected  reports  of  334  cases. 
In  1934  Hennessy-  states  that  in  a series  of  562 
cases  of  intestinal  obstruction,  Braun  reported 
twelve  due  to  gallstones.  Hennessy  also  states 
that  Rath,  Schroeder  and  Schloth  in  10,866 
routine  autopsies  encountered  49  instances  of  in- 
ternal biliary  fistula,  19  of  which  communicated 
with  the  duodenum  and  16  with  the  colon.  The 
condition  is  found  in  females  over  males  in  a 
ratio  of  three  to  one. 

Etiology:  It  is  evident  that  a gallstone  suffici- 
ently large  to  produce  intestinal  obstruction  could 
not  pass  through  the  common  bile  duct.  There- 
fore, it  is  necessary  that  the  stone  enter  the  in- 
testine through  a fistula.  Another  possibility  is 
that  a small  stone  which  enters  the  intestine 
through  the  common  duct  may  attain  sufficient 
size  due  to  fecal  concretions  to  cause  obstruction. 


In  the  case  reported  there  was  in  addition  to 
cholelithiasis  a well  marked  pericholecystitis  with 
adhesions  to  the  transverse  colon  and  duodenum. 
Between  each  of  these  and  the  gallbladder  there 
were  fistulas.  Evidently  the  stone  had  entered 
the  one  communicating  with  the  duodenum,  and 
passed  along  the  small  intestine  for  twelve  feet. 
In  a series  of  116  cases  studied  by  Eisenfarb* 
the  sites  of  obstruction  were  as  follows: 

Duodenum  5 Ileocecal  valve 13 

Jejunum  17  Colon  13 

Ileum  67  Rectum  1 

The  most  frequent  site  is  50  to  60*  centimeters 
above  the  ileocecal  valve.  This  is  where  the  in- 
testinal lumen  is  narrowest.  Spasm  of  the  in- 
testinal wall  due  to  irritation  by  the  stone  un- 
doubtedly plays  a major  part  in  causing  the  ob- 
struction. If  this  were  not  true  the  intestine 
would  dilate  and  allow  the  passage  of  the  stone. 

Pathology:  As  soon  as  impaction  occurs  there 

is  violent  peristalsis  above  in  an  attempt  to  over- 
come the  obstruction.  Peristalsis  also  occurs  be- 
low' the  obstruction  and  empties  the  bowel  leav- 
ing it  collapsed.  The  peristalsis  above  soon 
ceases,  and  the  bowel  becomes  distended  with  a 
large  amount  of  toxic  fluid,  and  fecal  material. 
The  accumulation  of  these  toxins  are  the  cause 
of  the  severe  shock  that  accompanies  high  in- 
testinal obstruction.  Dehydration,  loss  of  sodium 
and  chloride  in  the  vomitus  with  a consequent  fall 
in  blood  chlorides  and  rise  in  nitrogen  waste 
products  are  also  factors  in  producing  shock. 
Locally  there  are  superficial  erosions  of  the 
mucosa.  The  intestine  contracts  around  the  stone 
firmly,  but  ordinarily  there  is  no  interference 
wdth  the  blood  supply  as  there  is  in  volvulus. 

Treatment:  In  general  the  treatment  of  in- 

testinal obstruction  due  to  a gallstone  is  like  that 
of  obstruction  from  other  causes.  The  majority 
of  cases  are  examples  of  high  intestinal  obstruc- 
tion. They  are  characterized  by  vomiting,  de- 
hydration, toxemia,  and  shock  which  quickly  fol- 
low the  obstruction.  In  most  cases  it  is  these 
secondary  conditions  rather  than  the  obstruction 
which  cause  death.  Therefore,  it  is  imperative 
that  an  early  diagnosis  be  made  and  that  enter- 
otomy  with  removal  of  the  stone  be  done  before 
these  secondary  conditions  have  entered  the  pic- 
ture. In  a few  cases  resection  of  an  inflammatory 
loop  of  bowel  may  be  necessary,  but  in  most  in- 
stances enterotomy  is  all  that  is  demanded.  In 
cases  in  which  the  diagnosis  has  been  delayed 
and  in  which  vomiting  has  been  severe  the  pre- 
operative treatment  is  very  important.  Abundant 
salt  solution  and  glucose  should  be  given  intra- 
venously and  rectally  along  with  gastric  syphon- 
age,  as  described  by  Wangensteen,  and  external 
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heat  and  stimulation  to  overcome  shock  are  essen- 
tial. 

Prognosis:  Statistics  indicate  a mortality  of 

30  to  50  per  cent  of  operated  cases  for  this  type 
of  obstruction.  The  poor  results  are  due  to  de- 
layed operation.  In  non-operated  cases  the 
mortality  approximates  100  per  cent.  In  recent 
years  the  results  have  been  somewhat  better  be- 
cause of  earlier  diagnosis  and  treatment. 
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FORMER  IOWA  ROENTGENOLOGIST  DIES 

The  sudden  and  untimely  death  of  Dr.  Bundy 
Allen  was  a shock  to  his  many  friends  in  Iowa.  Dr. 
Allen  on  Saturday  afternoon,  November  23,  1935, 
started  from  Tampa,  Florida,  to  a hunting  lodge  ac- 
companied by  his  son,  Joe,  and  a colored  servant. 
About  one  hundred  miles  from  Tampa,  near  Bronson, 
Florida,  their  car  collided  with  a bus  loaded  with 
twelve  adults.  Dr.  Allen  received  an  extensive  skull 
fracture  and  an  injury  to  his  left  chest.  He  never 
regained  consciousness  after  the  accident  and  died 
at  6:00  a.  m.,  Monday,  November  25,  19'35.  His  son 
and  the  servant  received  severe  bruises  from  which 
they  both  recovered. 

Born  at  Carbondale,  Illinois,  on  August  21,  1885, 
Dr.  Allen  was  graduated  from  the  public  schools 
there  and  took  his  early  college  and  premedic  studies 
at  the  University  of  Indiana.  He  was  graduated  in 
1912  from  St.  Louis  University  with  a degree  of  Doc- 
tor of  Medicine.  After  his  graduation.  Dr.  Allen 
practiced  general  medicine  in  Keokuk,  Iowa,  and  dur- 
ing that  period  became  interested  in  x-ray.  Two 
years  later  he  was  appointed  roentgenologist  at  the 
University  of  Iowa  Hospitals,  Iowa  City.  After 
eleven  years  as  head  of  that  department  he  resigned 
and  became  associated  with  Dr.  J.  C.  Dickinson  of 
Tampa,  Florida,  practicing  radiology. 

Dr.  Allen  was  a member  of  the  Southern  Medical 
Association,  the  Florida  Medical  Association,  the 
Hillsborough  County  Medical  Society;  the  Radiologi- 
cal Society  of  North  America,  of  which  he  was  a 
former  president;  American  College  of  Radiology; 
American  Roentgen  Ray  Society;  American  Medical 
Association  and  Royal  Society  of  Roentgenology  of 
England.  He  was  also  a Rotarian,  a Mason  and  a 
Shriner,  and  a Lieutenant-Colonel  in  the  Officers’ 
Reserve  Corps,  United  States  Army. 

Dr.  Allen  is  survived  by  his  wife,  the  former  Edith 
Cocherrom,  to  whom  he  was  married  in  December, 
1912,  and  one  son,  Joseph.  T.  A.  Burcham. 


THE  NEW  U.  S.  PHARMACOPOEIA,  ELEVENTH 
REVISION 

The  U.  S.  P.  Board  of  Trustees  released  the  U.  S. 
P.  XI  on  December  16,  1935,  and  has  announced  June 
1,  1936,  as  the  date  when  its  standards  shall  super- 
sede those  of  the  U.  S.  P.  X. 

In  presenting  this  revision  of  the  pharmacopoeia 
to  the  country  the  committee  does  so  with  the  confi- 
dent belief  that  its  scope  and  standards  conform  to 
the  objective  established  by  the  1930  pharmacopoeial 
convention  and  that  it  fulfills  the  present-day  needs 
in  its  field  for  both  medicine  and  phaimiacy. 


IMPORTANT  NOTICE 

The  printing  of  the  1936  issue  of  the  American 
Medical  Directory  will  be  started  February  1.  The 
names  of  physicians  in  good  standing  on  this  date 
will  be  printed  in  capital  letters,  thus  indicating  that 
they  are  members  of  their  professional  organiza- 
tions. Physicians  have  sometimes  lost  coveted  ap- 
pointments because  they  were  not  so  listed.  Be  sure 
that  your  medical  society  dues  are  taken  care  of 
so  that  your  name  will  be  properly  classified  in  the 
1936  American  Medical  Directory. 


AMERICAN  FOUNDATION  STUDIES  IN 
GOVERNMENT 

Many  physicians  throughout  the  state  have  re- 
ceived letters  from  the  American  Foundation  Studies 
in  Government  asking  their  opinion  on  various  phases 
of  medical  practice,  and  have  been  undecided  as  to 
whether  or  not  they  should  be  answered.  The  Ameri- 
can Medical  Association  offices  have  investigated 
this  foundation  and  report  that  the  member  in  charge 
of  the  foundation  claims  that  the  information  re- 
quested is  not  to  be  a statistical  study,  that  it  is 
merely  an  endeavor  to  secure  opinions  from  practic- 
ing physicians  on  the  extent  to  which  the  practice 
of  medicine  is  fulfilling  its  functions,  and  to  obtain 
expressions  of  the  manner  in  which  deficiencies  or 
shortcomings  may  be  corrected  if,  and  where,  found. 
They  claim  to  have  no  preconceived  plan  for  the  use 
of  the  material  secured,  but  will  submit  it  to  the 
doctors  giving  the  information  before  it  is  released 
for  publication.  The  leaders  of  this  foundation  ex- 
press every  desire  to  keep  in  close  contact  with  the 
American  Medical  Association  and  will  welcome  any 
suggestions,  criticisms  or  assistance  in  the  present 
study.  They  have  offered  to  place  the  study  in  the 
hands  of  the  Association  for  examination  if  desired. 


EXAMINATION  IN  OPHTHALMOLOGY 
The  American  Board  of  Ophthalmology  has  recent- 
ly announced  its  1936  examinations  to  be  held  in 
Kansas  City,  May  11  (at  the  time  of  the  meeting  of 
the  American  Medical  Association);  and  in  New 
York  City,  in  October  (at  the  time  of  the  meeting 
of  the  American  Academy).  All  applications  and 
case  reports  must  be  filed  at  least  sixty  days  before 
the  date  of  examination.  For  information,  sylla- 
buses and  application  forms  please  write  at  once  to 
Dr.  Thomas  D.  Allen,  Assistant  Secretary,  122  South 
Michigan  Avenue,  Chicago,  Illinois. 
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PICTORIAL  REVIEW  OF  COMMUNICABLE 
DISEASE  REPORTS  IN  IOWA 

The  accompanying  liar  diagrams  present  a com- 
parative study  of  reported  and  expected  preval- 
ance or  incidence  of  various  infectious  diseases 
during  the  months  of  1935  (through  Friday,  De- 
cember 27).  The  diseases  considered  are  diph- 
theria, smalljiox,  typhoid  fever,  meningococcic 
meningitis,  jKiliomyelitis  and  scarlet  fever.  The 
black  bars  ( with  the  exception  of  the  diagram  for 
small]XLx)  are  based  on  communicahle  disease  re- 
])orts  reaching  the  State  Department  of  Health 
during  the  jiast  ten  to  twelve  years.  The  stippled 
bars  in  all  instances  show  the  prevalence  of  the 
diseases  concerned,  during  the  months  of  the  past 
year,  1935. 


diphtheria  morbidity  in  IOWA 
Comparison  of  reported  cases  in  1935  and  expected  number  of 
cases,  based  on  11-year  average  (Median)  for  period  1924-1934. 

Figure  I indicates,  that  except  for  the  month  of 
August,  reported  cases  of  diphtheria  in  1935  were 
in  excess  of  the  expected  number  of  cases.  Deaths 
from  this  disease  in  1935  will  exceed  the  number 
for  the  two  preceding  years  and  may  ap])roximate 
the  63  fatalities  caused  by  diphtheria  in  1932. 

The  bar  diagram  (Figure  2)  compares  the  num- 
ber of  cases  of  smallpox  reported  by  months,  for 
1934  and  1935.  It  will  be  noted  that,  beginning 
with  June,  1935,  monthly  reports  for  1935  were 
greater  than  in  the  preceding  year.  However,  the 


SMALLPOX  IN  IOWA 

Number  of  reported  cases  in  1935  as  compared  with  1934. 

total  number  of  reported  cases  of  smallpox  in 
1935  represent  less  than  seven  per  cent  of  the 
3,044  cases  reported  in  1930. 


typhoid  fever  in  IOWA 

Comparison  of  reported  cases  in  1935  and  expected  number 
of  cases,  based  on  a 9-year  average. 

Figure  3 shows  that  reported  cases  of  typhoid 
fever  exceeded  the  expected  number  of  cases  in 
eight  of  the  twelve  months.  During  October,  the 
excess  number  represented  sporadic  cases  from 
various  counties.  The  unusual  increase  of  reported 
cases  in  November  is  due  to  the  water-borne  epi- 
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demic  which  occurred  at  the  Polk  County  Farm, 
as  reported  in  the  December  (1935)  number  of 
tlie  Journal,  page  679.  To  date  (December  28) 


EPIDEMIC  MENINGITIS  IN  IOWA 
Reported  cases  in  1935  compared  with  average  (11-year  Median) 
for  period  1924-1934. 

the  total  number  of  cases  in  the  above  mentioned 
outbreak  is  38,  two  cases  resulting  fatally. 

Reported  cases  of  meningococcic  meningitis  in 
1935,  as  indicated  in  Figure  4,  were  considerably 
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POLIOMYELITIS  OR  INFANTILE  PARALYSIS  IN  IOWA 
Comparison  of  reported  cases  for  193.5  with  expected  cases  for 
11-year  period  1924-1934. 

in  excess  of  the  expected  number,  in  nine  out  of 
twelve  months. 

Poliomyelitis  (see  Figure  5)  failed  to  develop 
unusual  prevalence  in  Iowa  in  1935.  The  report 
of  three  cases  (one  fatal),  from  Clinton  county  in 
December,  indicates  unusual  activity  of  the  virus 
for  this  season  of  the  year. 

It  is  apparent  from  Figure  6,  that  excejit  for 
January,  the  reported  incidence  of  scarlet  fever 
during  1935.  represents  for  most  months,  a great 


SCARLET  FEVER  MORBIDITY  IN  IOWA 
Comparison  of  reported  cases  in  1935  and  expected  number 
of  cases  based  on  9-year  period  1926-1934. 

increase  over  the  expected  number  of  cases.  Dur- 
ing December  alone  (through  December  27),  627 
cases  of  scarlet  fever  were  reported  to  the  central 
health  office  in  Des  Moines. 


CONVALESCENT  SCARLET  FEVER  SERUM 

Beginning  Monday,  January  13,  1936,  the  State 
Department  of  Health  will  have  available  for  dis- 
tribution to  physicians  and  hospitals  in  Iowa,  a 
limited  amount  of  convalescent  scarlet  fever 
serum.  This  serum  is  used  for  passive  immuniza' 
tion  of  susceptible  contacts  and  for  the  treatment 
of  .severe  cases  of  scarlet  fever  or  related  strepto- 
coccic infections. 

On  December  24,  1935,  the  department  cooper- 
ated with  Sidney  O.  Levinson,  of  the  Samuel 
Deutsch  Serum  Center,  in  obtaining  blood  for  the 
preparation  of  convalescent  scarlet  fever  serum. 
The  morning  was  spent  at  the  City  Hall  in  Des 
Moines,  H.  E.  Ransom.  M.D.,  city  health  commis- 
sioner, collaborating  with  preliminary  and  other 
arrangements.  In  the  afternoon,  work  was  done 
at  the  hospital  in  Boone,  preliminary  arrangements 
having  been  made  with  the  aid  of  William  Wood- 
burn,  M.D.,  city  physician.  Public  health  nurses 
assisted  with  the  work  in  both  ])laces.  A total  of 
twenty-four  persons  volunteered  for  this  service. 
Although  most  of  the  donors  lived  in  Boone  or 
Des  Moines,  a number  were  from  Carlisle,  Xor- 
walk  and  Perry.  Each  donor  contributed  on  an 
average,  250  c.c.  of  blood,  and  received  five  dol- 
lars as  remuneration. 

The  list  of  jirosjiective  donors  for  work  of  this 
kind  is  based  on  cases  of  scarlet  fever  reported  to 
the  department  in  the  usual  manner,  on  individual 

(Continued  on  page  62 > 
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WE  TRAVEL  ONWARD 

Anotlier  twelve  months  have  passed  into  his- 
tory, and  we  stand  ready  to  pursue  our  destinies 
and  fortunes  through  a new  year.  The  record  of 
the  past  year,  its  accomplishments,  its  disappoint- 
ments and  its  failures  are  now  apparent.  What 
is  ahead?  Fortunately  the  future  is  a closed  book, 
and  must  be  read  page  by  page  as  the  days  pass. 
To  some  we  are  merely  creatures  of  a pre-deter- 
mined  destiny,  immutable  and  beyond  our  con- 
trol. To  others  destiny  is  of  our  own  fashioning, 
and  it  may  be  good  or  bad,  as  we  will.  No  doubt 
the  truth  lies  in  a position  mid-way  between  these 
two  extremes.  Most  of  us  would  accept  the  im- 
mutability of  certain  factors  which  determine  our 
future,  and  at  the  same  time  endorse  with  equal 
enthusiasm  the  thought  that,  within  limitations, 
man  shapes  his  own  destiny. 

Wdien  a ship  leaves  harbor  the  captain,  crew  and 
passengers  travel  under  orders  with  the  common 
objective  in  view.  Outside  influences  may  hinder 
or  delay  the  achievement  of  this  goal,  or  entirely 
reshape  the  destiny  of  the  voyage.  These  altering 
influences  may  originate  in  the  offices  of  the  ship- 
ping line,  in  a port  of  a call,  or  with  the  authorities 
of  the  port  of  destination.  Again,  unfavorable 
weather,  unexpected  storms,  or  unchartered  reefs 
may  prove  the  deterrent.  Finally  the  course  may 
be  altered  by  a decision  of  the  captain  or  a break- 
down in  the  machinery  necessary  for  the  operation 
of  the  ship.  In  any  event,  the  pre-determined 
destiny  of  this  voyage  is  reshaped  by  factors  either 
within  or  without  the  control  of  those  who  travel. 

As  we  stand  on  this,  the  threshold  of  a new 
year,  we  as  physicians,  fused  in  fraternity  by  com- 
mon interests,  are  traveling  to  a destiny.  We._ 
travel  under  orders  issued  by  the  public  we 
and  influenced  by  the  conditions  of  the 


lating  these  orders  unless  our  position  is  weak- 
ened by  lack  of  unity,  the  result  of  dissension  and 
discord.  We  do  not  believe  that  the  destiny  of 
medical  practice  should  be  ordered  solely  by  a 
public  unfamiliar  with  the  problems  of  medical 
practice.  It  is  equally  untenable  to  hold  that  the 
profession  should  disregard  public  opinion  and 
shape  a destiny  regardless  of  a public  demand. 
Again  a mid-point  may  best  serve  all  interests. 

To  arrive  at  this  favorable  position,  however,  a 
spirit  of  give  and  take  is  required.  We  must  con- 
form to  the  spirit  of  the  times  in  accepting  eco- 
nomic adjustments,  but  we  must  remain  firm  and 
courageous  for  those  principles  which  are  vital  in 
our  practice.  If  we  are  not  agreeable  to  a sub- 
sidized plan  of  medical  practice  under  govern- 
mental direction,  if  we  are  unwilling  to  relinquish 
the  privileges  of  private  practice,  or  if  we  are 
averse  to  a program  formulated  and  dictated  by 
economists  and  sociologists  only  superficially  fa- 
miliar with  medical  problems,  we  should  actively 
engage  in  an  educational  campaign  attempting  to 
acquaint  the  public  with  the  accomplishments,  lim- 
itations and  ideals  of  our  practice,  and  assist  in 
their  search  for  a program  which  is  economically 
sound.  Armed  with  full  knowledge  concerning 
these  vital  problems,  fantasy,  speculation  and  un- 
tried theories  will  be  easily  routed.  Through  fra- 
ternity of  spirit  and  unity  of  purpose,  we  may 
remain  masters  of  our  destiny  throughout  the  new 
year  and  look  back,  in  another  twelve  months,  with 
justifiable  pride  to  objectives  attained. 


We  have  not  and  will  not  lose  our  voice  in  f(iA-~^' 


PROGRESSIVE  PSYCHIATRY 

The  appearance  of  books  and  magazine  articles 
dealing  in  a popular  way  with  modern  psychia- 
tric procedures  is  no  longer  a novelty.  Such  titles 
as,  “Am  I Losing  My  Mind,”  “Behind  the  Door  of 
Delusion,”  “Asylum,”  “What  Makes  Us  Seem  So 
Queer”  and  the  most  recent  one,  “Man’s  Last 
Specter,”*  are  familiar  to  all. 

That  the  intelligent  layman  is  concerned  with 
the  problems  of  mental  disease  and  health  is  in- 
dicated by  the  fact  that  many  high  class  publishers 
are  willing  to  devote  valuable  space  to  such  articles 
and  also  by  the  intense  interest  with  which  the  lay- 
man reads  and  discusses  these  articles.  The  pub- 
lic needs  and  wants  authentic  professional  infor- 
mation as  to  what  we  now  know  about  mental  dis- 
ease and  just  what  we  are  doing  with  this  knowl- 
edge. No  doubt  the  public  would  welcome  infor- 
of  the  emotion  and  melodrama  which 
into  popular  presentations  of 
scientific  mafetj^^  In  fact,  it  is  high  time  that  we 
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as  physicians  concern  ourselves  with  the  matter 
lest  we  again  find  ourselves  in  the  uncomfortable 
and  embarrassing  position  of  follower  rather  than 
leader,  just  as  physicians  a generation  ago  found 
themselves  following  the  lead  of  a layman,  one 
Cliflford  W.  Beers. 

It  appears  that  psychiatry  has  in  recent  years 
moved  forward  with  tremendous  rapidity  as  if  to 
catch  up  with  the  rest  of  medicine.  The  knowl- 
edge of  psychiatry  attained  in  medical  college, 
even  a few  years  ago,  is  no  longer  adequate  for 
our  present  needs  and  will  no  longer  satisfy  well 
informed  persons  seeking  relief  from  their  neu- 
roses and  psychoses.  They  have  been  keeping  up 
to  date  in  their  way  by  reading  popular  articles 
and  it  behooves  us  to  do  likewise  by  different, 
more  difficult  but  none  the  less  important,  reading 
and  observation.  It  would  seem  only  fair  to  ex- 
pect the  general  practitioner  to  know  the  possibili- 
ties and  limitations  of  the  latest  and  best  treat- 
ment for  neurosyphilis  to  the  end  that  no  patient 
be  denied  whatever  benefit  might  accrue  from 
prompt  and  proper  management.  He  should  know 
where  he  stands  on  such  controversial  subjects  as 
psychoanalysis  and  the  relation  of  the  endocrines 
and  focal  infection  to  mental  disease,  and  why. 
He  should  know  which  ones  of  his  juvenile  pa- 
tients are  likely  to  be  benefited  by  the  procedures 
of  a child  guidance  clinic  and  whether  his  adult 
nervous  and  mental  patients  should  enter  the  Psy- 
chopathic Hospital  or  the  State  Hospital.  He 
might  also  know  the  uses  and  dangers  of  “pro- 
longed narcosis”  and  be  able  to  discuss  the  psy- 
chiatric applications  of  hydrotherapy  and  occupa- 
tional therapy. 

The  above  program,  suggested  by  a practicing 
psychiatrist,  might  seem  at  first  glance  rather  for- 
midable. However,  all  the  material  necessary  for 
such  a reading  course  is  in  our  own  State  Medical 
Library  and  its  study  we  are  assured  will  acquaint 
us  with  the  latest,  and,  we  hope,  the  best  of  psy- 
chiatric thought  and  procedure. 


THE  PROBLEM  OF  THE  HARD  OF  HEARING 

The  increasing  number  of  individuals  classified 
as  hard  of  hearing  has  directed  the  attention  of 
the  medical  profession  in  particular,  and  the  laity 
in  general,  to  the  efforts  of  various  organizations 
in  their  work  to  prevent  and  ameliorate  this  handi- 
cap. The  Minnesota  State  Medical  Association 
has  recently  appointed  a Committee  on  Deafness 
Prevention  and  Amelioration,  with  the  avowed 
purpose  “to  stimulate  interest  in  the  prevention 
of  deafness,  the  conservation  of  hearing  and  the 


amelioration  of  the  condition  of  those  handicapped 
by  impaired  hearing,  and  to  cooperate  with  other 
agencies  having  a like  objective.”  The  committee 
is  anxious  to  learn  of  similar  work  being  done  in 
other  state  societies,*  and  earnestly  request  coop- 
eration in  undertaking  the  following  activities : 

1.  Promoting  the  periodic  testing  of  the  hear- 
ing of  school  children  by  modern  methods  as  the 
most  effective  way  to  discover  hearing  loss  and 
secure  prompt  removal  of  causes. 

2.  Arranging  for  demonstration  of  audiometric 
surveys  of  school  children  to  introduce  the  idea 
among  medical,  social  service,  educational  and 
parent-teacher  groups. 

3.  Providing  qualified  speakers  to  present  the 
problems  of  the  hard  of  hearing  before  medical 
societies,  public  health,  educational  and  other  or- 
ganizations. 

4.  Stimulating  interest  in  community  effort  on 
behalf  of  the  deaf  and  hard  of  hearing. 

5.  Disseminating  authentic  information  regard- 
ing the  detection  of  the  deafened  preschool  child, 
his  home  and  school  care. 

6.  Protecting  the  deaf  and  hard  of  hearing 
against  the  imposition  of  quacks  and  fake  cures. 

7.  Assisting  in  the  amelioration  of  the  condition 
of  the  hard  of  hearing  by  encouraging  them  to  se- 
cure the  best  help  in  bringing  about  their  educa- 
tional, social  and  economic  rehabilitation,  and  put- 
ting them  in  touch  with  the  local  and  national 
agencies  specializing  in  this  field. 

8.  Furnishing  reliable,  unprejudiced  informa- 
tion regarding  the  possible  applications,  perform- 
ance and  limitations  of  hearing  aids,  both  to  the 
physician  and  the  hard  of  hearing. 

It  has  been  suggested  that  Iowa  offers  a fertile 
field  for  carrying  on  w'ork  of  this  nature,  and  plans 
are  now  being  formulated  for  a similar  program 
to  be  inaugurated  in  Polk  county,  outside  of  the 
city  of  Des  Moines.  A survey  will  be  made  of  all 
hard  of  hearing  individuals,  and  different  meth- 
ods of  dealing  with  their  problems  will  be  intro- 
duced. It  is  the  hope  of  those  interested  in  this 
important  work  that  from  these  efforts  on  a small 
scale,  a program  will  be  originated  which  can  be 
recommended  to  other  counties,  and  that  eventu- 
ally it  will  be  possible  to  contact  and  aid  every 
hard  of  hearing  person  in  the  state  of  Iowa.  Most 
important,  of  course,  is  the  periodic  testing  of 
school  children,  in  order  to  discover  these  unfor- 
tunate individuals  at  an  early  date,  but  a great 

• Headquarters  of  the  committee  are  at  627  Me<lical  Arts  Huild- 
intf,  Minneapolis,  Minnesota. 
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majority  of  the  work  will  consist  in  bringing  about 
educational,  social  and  economic  rehabilitation  for 
the  young  adult  who  finds  himself  facing  the  world 
with  this  serious  handicap. 


SUGGESTIONS  CONCERNING  MALPRACTICE 
SUITS 

All  members  of  the  Iowa  State  Medical  Society 
are  requested  to  read  the  following  comments  con- 
cerning malpractice: 

1.  Do  not  talk  to  a prospective  plaintifif  or  his 
lawyer  about  the  merits  of  a threatened  suit, 
or  one  which  has  been  instituted.  What  you 
say  may  be  used  against  you. 

2.  I f you  receive  a court  notice,  you  will  have 
to  secure  legal  help,  but  do  not  forget  that 
the  State  Medical  Society  is  not  obligated  to 
])ay  any  lawyer  you  may  personally  employ 
unless  you  have  received  the  sanction  of  the 
Board  of  Trustees  for  such  employment. 
(Constitution  and  By-Laws:  Chapter  \TII, 
Section  8.— Medico-Legal  Committee — . . . 
'i'hey  shall  not  pay,  or  obligate  the  Society  to 
pay,  a judgment  against  any  member ; nor 
sluill  they  pay  or  obligate  the  society  to  pay 
for  legal  counsel  not  authorized  by  the  Board 
of  Trustees. 

3.  In  the  event  that  a member  is  obliged  to  an- 
swer a court  summons  on  short  notice,  he 
should  communicate  by  long  distance  phone 
with  the  Secretary  of  the  Society,  or  with  a 
member  of  the  Medico-Legal  Committee  be- 
fore employing  a local  lawyer,  because  per- 
mission must  be  obtained  from  the  Board  of 
Trustees  for  such  employment  or  else  the 
member  must  pay  the  local  lawyer  out  of  his 
own  jiocket.  As  a rule,  ample  time  is  af- 
forded for  a member  to  communicate  with  a 
member  of  the  Medico-Legal  Committee  so 
that  the  Society's  lawyer  can  he  put  on  the 
case. 

4.  Where  a member  is  insured  by  a commercial 
company,  it  is  usually  best  to  let  said  com- 
pany conduct  the  defense  in  case  of  a mal- 
practice suit,  but  under  the  By-Laws  of  the 
Society,  it  is  obligated  to  assist  in  the  defense 
if  there  is  any  good  reason  for  so  doing,  or 
if  the  member  insists  on  interference  by  the 
Society.  There  is  no  intention  on  the  part  of 
the  Society  to  refuse  legal  a.ssistance,  but 
since  the  same  lawyer  employed  by  the  So- 
ciety is  usually  employed  by  the  defense  com- 
])any  most  actively  operating  in  Iowa,  there 
is  as  a rule  no  sound  reason  for  the  Society’s 
taking  the  matter  in  hand. 


5.  Any  member  threatened  with  a malpractice 
suit,  or  who  has  actually  been  sued,  should 
send  a detailed  account  of  the  circumstances 
leading  uj)  to  the  suit  to  a member  of  the 
Medico-Legal  Committee,  so  that  the  Com- 
mittee may  be  thoroughly  conversant  with 
the  situation  in  case  its  assistance  may  be 
required. 

6.  Be  very  careful  in  talking  to  patients  con- 
cerning what  you  may  be  able  to  do  by  way 
of  surgical  or  medical  treatment.  Legal  rack- 
eteers have  recently  attempted  to  extort 
money  from  physicians  on  the  ground  of  fail- 
ure to  fulfill  a contract.  Physicians  and  sur- 
geons should  never  make  any  definite  prom- 
ises of  cures. 

7.  One  cause  of  malpractice  suits  is  a failure  on 
the  part  of  physicians  to  take  patients  and 
near  relatives  into  their  confidence.  The  day 
of  the  “treat-’em-rough  and  tell-’em-nothing” 
doctor  has  gone  by.  It  is  usually  best  for  a 
surgeon,  in  talking  to  his  patients  or  their 
relatives  before  operation,  to  be  cognizant  of 
surgical  hazards.  It  is  always  safest  to  be 
frank  concerning  surgical  risks. 

8.  Indigent  patients  are  most  likely  to  sue  physi- 
cians. If  non-pay  patients  are  cared  for,  it 
is  dangerous  to  slight  their  attention  and 
management. 

Medico-Legal  Committee 
Frank  A.  Ely,  M.D.,  Des  Moines,  Chairman 
George  C.  Albright,  M.D.,  Iowa  City 
F.  Earl  Bellinger.  M.D.,  Council  Bluffs 


STATE  DEPARTMENT  OF  HEALTH 

(Continued  from  page  49) 

report  cards.  Volunteers  are  individuals,  twelve 
years  of  age  or  above,  who  within  a period  of 
three  months  have  recovered  from  an  attack  of 
scarlet  fever. 

Articles  dealing  with  convalescent  scarlet  fever 
serum  appeared  in  numbers  of  the  Journal  of  the 
American  Medical  Association  for  September  7 
and  14,  1935,  pages  783  and  864  respectivelv. 


PREVALENCE  OF  DISEASE 


Nov.  ’35 

Oct.  '35 

Nov. 

’34  Most  Cases 

Reported  From 

Diphtheria  

. . . 88 

75 

51 

Black  Hawk 

Scarlet  Fever  . . . 

353 

285 

Pottawattamie. 
Black  Hawk 

Typhoid  Fever  . . 

. . . 43 

33 

11 

Polk 

Smallpox  

...  10 

24 

5 

Black  Hawk 

Measles  

. . . 23 

7 

905 

Cass,  Woodbury 

Whooping  Cough 
Cerebrospinal 

. . .109 

85 

51 

Polk,  Dubuque 

Meningitis  . . . . 

4 

2 

(For  State) 

Chickenpox  

. . .354 

149 

485 

Polk,  Woodbury 

Mumps  

. . .443 

219 

203 

Boone.  Jasper 

Poliomyelitis  . . . . 

. . . 6 

13 

5 

(For  State) 

Tuberculosis  . . . . 

. . . 15 

48 

25 

(For  State) 

Undulant  Fever  . 

. . . 4 

11 

18 

(For  State) 

Syphilis  

1 ^ > 

•> 

(For  State) 

Gonorrhea  

. . .149 

180 

182 

(For  State) 
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RECAPITULATION 

Since  the  organization  of  the  Speakers  Bureau  Committee  some  five  years  ago,  its 
work  has  expanded  steadily.  One  of  the  most  important  phases  of  this  work  has  been 
the  postgi-aduate  courses  which  have  been  planned  and  presented  in  every  section  of 
the  state  and  which  have  reached  in  that  time  a total  of  over  twenty-three  hundred  men. 
Each  year  the  enrollment  in  the  courses  increases,  showing  that  the  value  of  the  training 
is  appreciated  by  the  physicians  throughout  the  state.  During  1935  alone,  five  hundred 
eighty-two  men  enrolled  and  attended  the  lectures.  That  constitutes  over  twenty-five 
per  cent  of  the  membership  of  the  State  Society,  and  does  not  include  the  men  who 
attended  single  lectures.  If  they  were  included,  the  number  would  be  over  fifty  per 
cent  of  the  total  membership.  Such  a figure  is  a splendid  commentary  on  the  type  of 
physician  engaged  in  practice  in  this  state.  During  1935  one  hundred  and  twenty  talks 
were  presented  before  lay  audiences,  thus  g’iving  the  public  the  advantage  of  knowledge 
of  health  problems  and  making  it  more  alert  to  the  possibilities  of  preventive  medicine. 
There  were  also  forty  programs  planned  for  county  and  district  medical  meetings,  which 
is  another  step  toward  education  of  the  profession  in  medical  matters.  Fifty-two  radio 
talks  were  delivered,  and  many  requests  for  copies  of  these  talks  were  received  and 
filled.  The  radio  talks  reach  a large  audience,  and  extend  far  beyond  state  lines.  It 
has  taken  the  assistance  of  many  men  to  accomplish  this  work,  and  the  Speakers  Bureau 
Committee  takes  this  opportunity  to  express  the  appreciation  to  all  those  who  have 
cooperated  so  willingly  in  this  program. 


POSTGRADUATE  COURSES 
The  Speakers  Bureau  Committee  will 
present  a postgi-aduate  extension  course 
in  diagnosis  and  therapeutics  at  Ames 
Parting  about  the  middle  of  February. 
The  Boone  and  Stoi-y  County  Medical  So- 
cieties are  sponsoring  this  course,  and  all 
men  adjacent  to  these  counties  are  invited 
to  attend.  The  outline  of  the  course  is 
as  follows: 

Therapeutics  in  Neurology. 

Percival  Bailey.  M.D.,  Univ.  of  Chicago. 

Recent  Advances  in  Therapeutics. 

O.  H.  Plant.  M.D.,  Univ.  of  Iowa. 

Treatment  of  Diseases  of  the  Gallbladder. 

Erwin  R.  Schmidt.  M.D.,  Univ.  of  Wis. 

Diagnosis  and  Treatment  of  Common 
Skin  Disorders. 

U.  E.  Michelson.  M.I).,  Univ.  of  Minn. 

Irradiation  Therapy. 

K.  W.  Stenstrom,  M.D.,  Univ.  of  Minn. 

Treatment  of  Infections  of  the  Genito- 
urinary Tract. 

C.  D.  Creevy.  M.D.,  Univ.  of  Minn. 

Modern  Treatment  of  Anemia. 

Cecil  J.  Watson.  M.O.,  Univ.  of  Minn. 


Treatment  of  Gastro-intestinal  Disorders. 

Walter  L.  Palmer.  M.D.,  Univ.  of  Chicago. 

Tentative  plans  are  being  made  to  pre- 
sent a similar  course  at  Sheldon,  and  to 
conduct  laboratory  courses  at  Creston, 
Oskaloosa,  and  either  Fairfield  or  Bur- 
lington. As  soon  as  definite  arrangements 
are  completed,  a surhmary  will  be  pub- 
lished in  the  Journal. 


RADIO  SCHEDULE 
VVOI  Wednesdays  at  4:30  p.  ni. 
WSUI  Mondays  at  8:00  p.  ni. 

Jan.  8 — The  Greatest  Obstacle  in  Medi- 
cine and  How  It  Was  Overcome. 

M.  E.  Barnes,  M.I). 

Jan.  15 — Avoid  That  Cold. 

Gordon  V.  Harkness.  M.I). 

Jan.  22 — Care  of  Crippled  Children. 

Arthur  Steindler,  M.D. 

Jan.  29 — Early  Danger  Signals  of  Heart 
Disease. 

E.  I,.  Wurtzer,  M.D. 

Feb.  5 — Cancer  Control. 

Joseph  B.  Priestley.  M.I). 
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THIRD  ANNUAL  HEALTH  ESSAY  CONTEST 

The  purpose  of  the  sponsors  of  this  contest  is  to 
aid  in  promoting  a nation-wide  program  of  health 
education  and  to  stimulate  interest  in  this  important 
subject  among  the  high  school  students  of  our  state. 

Rules  of  the  contest  are  as  follows: 

Subject:  Immunization  Against  Disease — A Gift 

of  Science  to  Mankind. 

Length  of  essay — Not  to  exceed  1,200  words. 

Participants:  Any  high  school  student  in  Iowa. 

Prizes:  First  prize,  $20;  second  prize,  $10;  third 

prize,  $5;  and  twenty  $1  prizes  to  the  next  twenty 
highest  ranking  essays.  The  Speakers  Bureau  is  co- 
operating in  this  contest  and  offers  an  additional 
prize  to  the  winner  of  first  place  of  a trip  to  a cen- 
trally located  broadcasting  station  to  present  the  win- 
ning essay  over  the  radio.  The  school  whose  essay 
wins  first  place  will  be  presented  with  a four  volume 
set  of  “The  Science  of  Life,”  by  H.  G.  Wells,  and  a 
year’s  subscription  to  Hygeia,  the  health  magazine. 
Schools  whose  essays  win  second  and  third  places 
will  receive  a one  year’s  subscription  to  Hygeia. 

Time : The  contest  opened  November  15,  1935,  and 
will  close  March  1,  1936.  This  means  that  all  essays 
must  be  in  the  hands  of  the  Chairman  of  the  Contest 
Committee,  Mrs.  W.  A.  Seidler,  Jamaica,  Iowa,  by 
March  1,  1936. 

Elimination : The  four  best  essays  from  each 

school  may  be  submitted.  These  essays  should  be 
typewritten,  double  spaced.  Student’s  name  should 
not  appear  anywhere  on  the  essay,  but  the  student’s 
name,  town,  county,  grade,  and  superintendent’s  name 
should  be  typed  on  a small  piece  of  paper  and  clipped 
to  the  essay.  Each  essay  received  at  the  contest  office 
will  be  given  a number  and  no  judge  shall  know  to 
which  student  that  number  has  been  assigned. 

Judges:  Preliminary  elimination  will  be  made  by 

members  of  the  Woman’s  Auxiliary.  The  final 
judges  will  be: 

1.  A member  of  the  State  Department  of  Public 
Instruction. 

2.  A member  of  the  State  Department  of  Health. 

3.  A member  of  the  Iowa  State  Medical  Society. 

4.  Two  members  of  the  Woman’s  Auxiliary  to  the 
Iowa  State  Medical  Society. 

The  decision  of  the  judges  is  to  be  final.  No  essays 
are  to  be  returned  to  their  authors. 

Basis  for  Judging  Essays:  Originality,  composi- 


tion, evidence  of  study.  (Direct  quotation  must  be 
indicated.) 

Announcement  of  the  winners  will  be  made  on 
March  16,  1936.  For  further  information  the  student 
should  confer  with  the  superintendent  or  English 
teacher,  or  write  to  Mrs.  W.  A.  Seidler,  Jamaica, 
Iowa.  Sources  for  material  will  be  supplied  schools. 

We  believe  the  knowledge  gained  through  partici- 
pation in  this  contest  will  make  the  students  realize 
the  value  of  preventive  measures  in  health  protection, 
and  will  aid  the  schools  and  individuals  in  setting 
up  higher  standards  of  health. 


NEWS 

Will  Auxiliaries  please  send  reports  of  your  meet- 
ings and  activities  to  your  State  Chairman  of  Press 
and  Publicity,  Mrs.  Dean  W.  Harman,  Glenwood, 
Iowa? 


NEW  AUXILIARY  ORGANIZED 

At  the  semi-annual  meeting  of  the  Northwest  Iowa 
Medical  Society  held  recently  at  Sheldon,  the  wives 
of  the  doctors  organized  an  auxiliary  to  the  society. 
Mrs.  Frank  Winkler  of  Sibley  was  elected  president, 
Mrs.  Judd  Myers  of  Sheldon,  vice  president,  and  Mrs. 
A.  P.  Stewart  of  Inwood,  secretary.  Mrs.  M.  C. 
Hennessy,  president  of  the  State  Woman’s  Auxiliary, 
was  a guest  and  gave  a very  inspiring  address  to  the 
newly  organized  Auxiliary.  The  Medical  Society 
and  Auxiliaiy  will  meet  again  in  April. 


Jackson  County 

The  Woman’s  Auxiliary  to  the  Jackson  County 
Medical  Society  met  in  November  at  the  home  of  Mrs. 
E.  A.  Hanske  in  Bellevue.  The  following  officers 
were  elected:  President,  Mrs.  E.  A.  Hanske;  vice 
president,  Mrs.  J.  W.  Jordan  of  Maquoketa;  and 
secretary  and  treasurer,  Mrs.  E.  L.  Lampe,  of  Belle- 
vue. After  the  program  in  the  State  Park  lunch 
room,  the  physicians  joined  their  wives  in  the  Hanske 
home  where  lunch  was  served. 
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SOCIETY  PROCEEDINGS 


Appanoose  County  Annual  Meeting 
The  Appanoose  County  Medical  Society  held  its 
annual  business  meeting  and  election  of  officers  De- 
cember 10,  at  Centerville,  with  the  following  results : 
Dr.  N.  W.  Labagh  of  Mystic,  president;  Dr.  W.  L. 
Downing  of  Moulton,  vice  president;  Dr.  E.  A.  Lar- 
sen of  Centerville,  secretary  and  treasurer;  and  Dr. 
J.  C.  Donahue  of  Centerville,  delegate.  A feature  of 
the  evening’s  program  was  an  address  by  Smith  A. 
Spilman,  M.D.,  of  Ottumwa.  He  spoke  on  the  chang- 
ing order  of  practice,  as  he  has  experienced  it  during 
his  fifty-six  years  of  medical  practice. 


Black  Hawk  County  Annual  Meeting 
Dr.  F.  R.  Cutler  of  Cedar  Falls,  assumed  the 
presidency  of  the  Black  Hawk  County  Medical  So- 
ciety, at  a meeting  held  in  Waterloo,  Tuesday,  De- 
cember 17,  having  been  named  president-elect  at  the 
annual  meeting  last  year.  Officers  selected  at  this 
meeting  include:  Dr.  Wade  0.  Preece,  president-elect; 
Dr.  F.  H.  Reuling,  vice  president;  Dr.  C.  N.  Cooper, 
secretary;  Dr.  G.  C.  Murphy,  treasurer;  Dr.  J.  E. 
Brinkman,  delegate;  and  Dr.  E.  E.  Magee,  alternate 
delegate.  All  officers  are  of  Waterloo. 


Boone  County  Annual  Meeting 
Wednesday,  December  11,  members  of  the  Boone 
County  Medical  Society  met  for  a noon  luncheon  and 
election  of  officers  for  the  ensuing  year.  Results  are : 
Dr.  Ross  E.  Gunn  of  Boone,  president;  Dr.  R.  A. 
Gamble  of  Madrid,  vice  president;  and  Dr.  B.  T. 
Whitaker  of  Boone,  secretary  and  treasurer. 


Bremer  County  Annual  Meeting 
The  regular  annual  business  meeting  of  the  Bremer 
County  Medical  Society  was  held  Thursday,  Decem- 
ber 5,  in  Waverly.  After  a six  o’clock  dinner,  the 
election  of  officers  was  held,  resulting  as  follows:  Dr. 
M.  N.  Gernsey  of  Waverly,  president;  Dr.  Paul  J. 
Amlie  of  Tripoli,  vice  president;  Dr.  F.  R.  Sparks 
of  Waverly,  secretary  and  treasurer;  Dr.  L.  C.  Kern 
of  Waverly,  delegate;  and  Dr.  Sparks,  alternate  del- 
egate. Since  the  meeting  was  a combined  one  with 
the  First  Councilor  District,  Dr.  Felix  A.  Hennessy, 
councilor,  introduced  the  speakers  on  the  scientific 
program:  Walter  L.  Bierring,  M.D.,  who  discussed 
The  Economics  of  Disease  Prevention;  Carl  F.  .Jor- 
dan, M.D.,  who  gave  a talk  on  Consideration  of  Epi- 
demiology; Joseph  H.  Kinnaman,  M.D.,  who  demon- 
strated the  newer  methods  of  vaccination,  illustrating 
with  motion  pictures  the  Schick  and  Dick  tests;  and 
P’rederick  .1.  Swift,  M.D.,  who  presented  an  illus- 


trated lecture  on  The  Present  Status  of  Immunization 
in  Iowa.  Closing  remarks  were  made  by  Dr.  Bierring, 
after  which  the  meeting  was  thrown  open  for  ques- 
tions and  general  discussion.  It  was  a very  interest- 
ing and  instructive  meeting. 

F.  R.  Sparks,  M.D.,  Secretary 


Buchanan  County  Annual  Meeting 
The  Buchanan  County  Medical  Society  was  host 
to  physicians  from  several  surrounding  counties  at 
a meeting  held  in  Independence,  Thursday,  Decem- 
ber 19,  when  members  of  the  Iowa  State  Depart- 
ment of  Health  presented  the  following  scientific  pro- 
gram: The  Economics  of  Disease  Prevention,  Walter 
L.  Bierring,  M.D.;  Consideration  of  Epidemiology, 
Carl  F.  Jordan,  M.D.;  The  Present  Status  of  Im- 
munization in  Iowa,  Frederick  J.  Swift,  M.D.;  and 
The  Multiple  Pressure  Method  of  Vaccination,  with 
motion  pictures  illustrating  the  Schick  and  Dick 
tests,  Joseph  H.  Kinnaman,  M.D.  Results  of  the 
annual  election  are:  Dr.  J.  W.  Donnell  of  Hazelton, 
president;  Dr.  P.  J.  Leehey  of  Independence,  vice 
president;  Dr.  N.  L.  Hersey  of  Independence,  secre- 
tary and  treasurer;  and  Dr.  H.  A.  Householder  of 
Winthrop,  delegate. 


Buena  Vista  County  Annual  Meeting 
The  Buena  Vista  County  Medical  Society  met  in 
regular  session  at  the  Bradford  Hotel  in  Storm  Lake, 
Tuesday,  December  10,  following  a seven  o’clock 
dinner.  After  consideration  of  a rather  voluminous 
amount  of  routine  matters,  the  following  officers  were 
elected  for  the  year  1936:  Dr.  C.  A.  A.  Werner  of 
Albert  City,  president;  Dr.  W.  C.  Porath  of  Storm 
Lake,  vice  president;  and  Dr.  T.  R.  Campbell  of 
Sioux  Rapids,  secretary  and  treasurer. 

T.  R.  Campbell,  M.D.,  Secretary 


Butler  County 

At  the  last  regular  meeting  of  the  Butler  County 
Medical  Society  held  December  10,  the  following 
members  were  appointed  to  represent  the  county  at 
the  next  meeting  of  the  House  of  Delegates:  Dr. 
Bruce  Ensley  of  Shell  Rock,  delegate;  and  Dr.  John 
G.  Evans  of  New  Hartford,  alternate  delegate. 

Roger  A.  James,  M.D.,  Secretary 


Calhoun  County  Annual  Meeting 
Officers  elected  at  the  annual  meeting  of  the  Cal- 
houn County  Medical  Society  held  Tuesday,  Decem- 
ber 17,  in  Rockwell  City  are:  Dr.  R.  G.  Hinrichs  of 
.Manson,  president;  Dr.  C.  T.  Fallow  of  Farnham- 
ville,  vice  president;  Dr.  H.  G.  Fields  of  Lake  City, 
secretary  and  treasurer;  Dr.  P.  W.  Van  Metre  of 
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Rockwell  City,  delegate;  and  Dr.  W.  C.  Kennedy  of 
Somers,  alternate  delegate. 


Carroll  County  Annual  Meeting 
After  a six-thirty  dinner,  held  in  the  St.  Anthony 
Hospital  in  Carroll,  Wednesday,  December  18,  the 
following  officers  were  elected  to  serve  the  Carroll 
County  Medical  Society  during  1936:  Dr.  0.  P.  Mor- 
ganthaler  of  Templeton,  president;  Dr.  A.  F.  Smith 
of  Manning,  vice  president;  Dr.  R.  B.  Morrison  of 
Carroll,  secretary  and  treasurer;  and  Dr.  Morgan- 
thaler,  delegate. 


Cerro  Gordo  County  Annual  Meeting 
Dr.  H.  D.  Fallows  was  named  president  of  the 
Cerro  Gordo  County  Medical  Society  at  the  regular 
business  meeting  held  in  Mason  City,  Tuesday,  De- 
cember 10.  Other  officers  elected  are:  Dr.  C.  E. 
Dakin,  vice  president;  Dr.  Harold  W.  Morgan,  sec- 
retary and  treasurer;  Dr.  E.  L.  Wurtzer,  delegate; 
and  Dr.  George  M.  Crabb,  alternate  delegate.  Dr. 
Wurtzer  is  of  Clear  Lake,  all  other  officers  of  Mason 
City. 


Davis  County  Annual  Meeting 
The  Davis  County  Medical  Society  met  in  Bloom- 
field, Wednesday,  December  11,  for  the  annual  elec- 
tion of  officers.  Dr.  J.  G.  Stone  of  Bloomfield  was 
named  president;  Dr.  W.  W.  Parker  of  Floris,  vice 
president;  Dr.  H.  C.  Young,  secretary  and  treas- 
urer; Dr.  C.  H.  Cronk  of  Bloomfield,  delegate;  and 
Dr.  G.  W.  Gilfillan  of  Pulaski,  alternate  delegate. 


Dickinson-Emmet  Societies 
The  Dickinson-Emmet  Medical  Societies  met  at  the 
Hotel  Antlers  in  Spirit  Lake,  Thursday,  November 
21,  for  a dinner  and  program.  Carl  0.  Rice,  M.D., 
of  Minneapolis,  addressed  the  group  on  The  Injec- 
tion Treatment  of  Hernias. 

Ruth  F.  Wolcott,  M.D.,  Secretary 


Dubuque  County  Annual  Meeting 
At  the  annual  meeting  of  the  Dubuque  County 
Medical  Society,  the  following  officers  were  elected 
for  the  ensuing  year:  Dr.  H.  M.  Pahlas,  president; 
Dr.  H.  B.  Hibbe,  first  vice  president;  Dr.  E.  F.  Muel- 
ler of  Dyersville,  second  vice  president;  Dr.  A.  C. 
Pfohl,  secretary;  Dr.  F.  W.  Meyers,  treasurer;  Dr. 
F.  P.  McNamara,  delegate;  and  Dr.  L.  H.  Fritz,  al- 
ternate delegate.  ’ 

D.  F.  Ward.  M.D.,  Secretary 


Greene  County  Annual  Meeting 
The  Greene  County  Medical  Society  celebrated  “One 
Hundred  and  Fifty-two  Years  of  Medical  Practice,” 
Thursday  evening,  December  19,  at  the  Woman’s 
Club  in  Jefferson,  with  W.  M.  Young,  M.D.,  of  Jeffer- 
son; B.  C.  Hamilton,  Sr.,  M.D.,  of  Jefferson;  and 
John  Henry  Shipley,  M.D.,  of  Rippey,  as  guests  of 


honor.  The  program  was  as  follows:  An  Illustrated 
Lecture — Through  Old  Mexico,  Clyde  Slininger  of 
Jefferson;  The  Activities  of  the  Iowa  State  Medical 
Society,  Thomas  A.  Burcham,  M.D.,  of  Des  Moines; 
and  Organized  Medicine,  Robert  L.  Parker,  M.D.,  of 
Des  Moines.  Officers  elected  at  the  business  meet- 
ing are:  Dr.  G.  W.  Franklin  of  Jefferson,  president; 
Dr.  I.  S.  Buzard  of  Jefferson,  vice  president;  Dr. 
John  R.  Black  of  Jefferson,  secretary  and  treasurer; 
Dr.  Franklin,  delegate;  and  Dr.  F.  C.  Cartwi-ight 
of  Grand  Junction,  alternate  delegate. 

B-en  C.  Hamilton,  Jr.,  M.D.,  Secretary 


Hancock-Winnebago  Annual  Meeting 
Officers  elected  at  the  annual  business  meeting  of 
the  Hancock-Winnebago  Medical  Society,  held  in 
Garner,  Wednesday,  December  18,  are  as  follows: 
Dr.  David  F.  Shaw  of  Britt,  president;  Dr.  C.  V. 
Hamilton  of  Garner,  vice  president;  Dr.  W.  F.  Miss- 
man  of  Klemme,  secretary  and  treasurer;  Dr.  T.  J. 
Irish  of  Forest  City,  delegate;  and  Dr.  A.  J.  Peter- 
son of  Forest  City,  alternate  delegate.  By  unani- 
mous vote  the  society  went  on  record  as  favoring 
the  continuation  of  district  scientific  meetings. 

W.  F.  Missman,  M.D.,  Secretary 


Henry  County  Annual  Meeting 
The  Henry  County  Medical  Society  elected  officers 
at  an  annual  meeting  held  in  Mt.  Pleasant,  Tues- 
day, December  31,  as  follows:  Dr.  J.  T.  McCon- 
naughey  of  Mt.  Pleasant,  president;  Dr.  B.  D.  Hart- 
ley of  Salem,  vice  president;  Dr.  S.  W.  Huston  of 
Mt.  Pleasant,  secretary  and  treasurer;  and  Dr.  E.  J. 
Lessenger  of  New  London,  delegate. 


Iowa  County  Annual  Meeting 
George  Scanlon,  M.D.,  of  Iowa  City,  furnished  the 
scientific  program  for  the  Iowa  County  Medical  So- 
ciety, when  that  organization  met  in  Marengo,  Thurs- 
day, December  5.  Dr.  Scanlon  spoke  on  The  Latest 
Method  of  Healing  Fracture  of  the  Hip  and  Thigh, 
illustrating  his  talk  with  motion  pictures.  Clyde 
A.  Boice,  M.D.,  of  Washington,  was  also  a guest 
speaker  of  the  occasion,  speaking  on  legislative  mat- 
ters. Officers  elected  at  the  business  meeting  are: 
Dr.  C.  F.  Watts  of  Williamsburg,  president;  Dr. 
Thomas  D.  Clark  of  Victor,  vice  president;  Dr.  I.  J. 
Sinn  of  Williamsburg,  secretary  and  treasurer;  Dr. 
E.  L.  Hollis  of  Marengo,  delegate;  and  Dr.  Henry 
G.  Moershel  of  Homestead,  alternate  delegate. 


Jackson  County  Annual  Meeting 
Officers  elected  at  the  annual  business  meeting  of 
the  Jackson  County  Medical  Society,  held  in  Ma- 
quoketa,  Friday,  December  20,  are:  Dr.  E.  A.  Hanske 
of  Bellevue,  president;  Dr.  F.  L.  Griffin  of  Baldwin, 
vice  president;  Dr.  William  Lowder  of  Maquoketa, 
secretary  and  treasurer;  and  Dr.  George  C.  Ryan, 
delegate.  Two  Cedar  Rapids  physicians  furnished 
the  scientific  program  for  the  group,  James  Stuart 
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McQuiston,  M.D.,  speaking  on  Gait  and  Movement 
Disorders;  and  William  E.  Brown,  M.D.,  discussing 
the  Use  of  the  Obstetrical  Forcep. 


Jasper  County  Annual  Meeting 
Dr.  L.  E.  Fellows  of  Newton  was  named  presi- 
dent of  the  Jasper  County  Medical  Society  at  the 
annual  election  held  Tuesday,  December  3.  Other 
officers  include:  Dr.  R.  S.  McLaughlin  of  Monroe, 
vice  president;  Dr.  R.  F.  Freeh  of  Newton,  secre- 
tary and  treasurer;  and  Dr.  S.  E.  Hinshaw  of  New- 
ton, alternate  delegate. 


Jefferson  County  Annual  Meeting 
The  Jefferson  County  Medical  Society  held  its  an- 
nual election  of  officers,  Friday,  December  13,  with 
the  following  results;  Dr.  L.  D.  James  of  Fairfield, 
president;  Dr.  H.  E.  Graber  of  Fairfield,  vice  presi- 
dent; Dr.  Ludwig  Gittler  of  Fairfield,  secretary  and 
treasurer;  and  Dr.  G.  L.  Prentice  of  Packwood,  dele- 
gate. 


Johnson  County  Annual  Meeting 
Members  of  Johnson  County  Medical  Society  chose 
the  following  officers  to  head  their  group  during  1936, 
at  a meeting  held  in  Iowa  City,  Wednesday,  Decem- 
ber 4:  Dr.  Horace  M.  Korns,  president;  Dr.  I.  A. 
Rankin,  vice  president;  Dr.  W.  M.  Fowler,  secre- 
tary and  treasurer;  Dr.  Ewen  M.  MacEwen  and 
George  C.  Albright,  delegates;  and  Dr.  Harry  R. 
Jenkinson  and  Dr.  Milford  E.  Barnes,  alternate  del- 
egates. For  the  scientific  program,  George  H.  Scan- 
lon, M.D.,  spoke  on  The  Roger  Anderson  Method  of 
Treating  Fractures  of  the  Femur,  and  Arthur 
Steindler,  M.D.,  discussed  The  Relation  of  Trauma 
to  Diseases  of  the  Spine. 


Lee  County  Annual  .Meeting 
The  regular  meeting  of  the  Lee  County  Medical 
Society  was  held  at  the  Hotel  Anthes  in  Fort  Madi- 
son, Wednesday,  December  18.  f^our  members  of  the 
faculty  of  Northwestern  University,  Chicago,  fur- 
nished the  following  program : Medical  Aspects  of 
Diseases  of  the  Colon,  Arthur  Atchison,  M.D.;  Sur- 
gical Aspects  of  Diseases  of  the  Colon,  John  A. 
Wolfer,  M.D.;  Leukorrhea,  George  H.  Gardenier, 
M.D.;  and  Diagnosis,  Treatment  and  Complications, 
J.  Relph,  M.D.  Officers  elected  at  the  annual  busi- 
ness session  include:  Dr.  Val  T.  Doering  of  Fort 
Madison,  president;  Dr.  Jesse  Saar  of  Donnellson, 
vice  president;  and  Dr.  Blinn  Dorsey  of  Keokuk, 
secretary  and  treasurer. 


Lyon  County  Annual  .Meeting 
The  Lyon  County  Medical  Society  met  in  Rock 
Rapids,  Thur.sday,  December  A full  attendance 
of  members  was  present.  h>ank  P.  Winkler,  M.D., 
of  Sibley,  was  our  guest,  and  he  spoke  on  The  Re- 
lation of  the  Social  Security  Act  to  the  Practice  of 


Medicine  and  Surgery.  Since  this  was  our  annual 
business  meeting,  the  following  officers  were  ap- 
pointed to  serve  during  1936:  Dr.  S.  E.  Blair  of 
Alvord,  president;  Dr.  F.  B.  O’Leary  of  George, 
vice  president;  Dr.  Knute  SpoiT’e  of  Rock  Rapids, 
secretary  and  treasurer;  Dr.  Sporre,  delegate;  and 
Dr.  A.  P.  Stewart  of  Inwood,  alternate  delegate. 

A.  P.  Stewart,  M.D.,  Secretary 


Marion  County  Annual  Meeting 
Members  of  the  Marion  County  Medical  Society 
met  Thursday,  December  26,  for  their  annual  dinner 
and  election  of  officers.  Those  chosen  for  1936  in- 
clude Dr.  H.  C.  Vander  Muelen  of  Pella,  president; 
Dr.  F.  M.  Roberts  of  Knoxville,  vice  president;  Dr. 
J.  Robert  Wright  of  Knoxville,  secretary  and  treas- 
urer; Dr.  Roberts,  delegate;  and  Dr.  H.  L.  Bridge- 
man  of  Knoxville,  alternate  deleg’ate. 


Marshall  County  Annual  Meeting 
Newly  elected  officers  of  the  Marshall  County 
Medical  Society  are:  Dr.  G.  E.  Hermence  of  Mar- 
shalltown, president;  Dr.  B.  M.  Biersborn  of  State 
Center,  vice  president;  and  Dr.  Rodney  C.  Wells  of 
Marshalltown,  secretary  and  treasurer. 


Mills  County  Annual  Meeting 
At  a meeting  of  the  Mills  County  Medical  Society 
held  in  Glenwood  Thursday,  December  5,  the  fol- 
lowing officers  were  named  to  serve  during  1936: 
Dr.  D.  W.  Harman  of  Glenwood,  president;  Dr.  M. 
S.  Campbell  of  Malvern,  vice  president;  and  Dr. 
Ward  A.  DeYoung  of  Glenwood,  secretary  and  treas- 
urer. 


Muscatine  County  Annual  Meeting 
Dr.  V.  O.  Muench  of  Nichols  was  named  president 
of  the  Muscatine  County  Medical  Society,  at  the 
recent  election  of  that  organization,  held  in  Musca- 
tine, Friday,  December  6.  Other  officers  are:  Dr. 
A.  L.  Bryan,  vice  president;  Dr.  R.  M.  Arey,  secre- 
tary and  treasurer;  Dr.  L.  C.  Howe,  delegate;  and 
Dr.  T.  I.  Wigim,  alternate  delegate. 


Palo  Alto  County  Annual  Meeting 
The  Palo  Alto  County  Medical  Society  met  at  the 
Hotel  Kermoore  in  Emmetsburg,  Wednesday,  Decem- 
ber 18.  A business  meeting  was  held  after  the  six- 
thirty  dinner.  The  society  went  on  record  as  favor- 
ing a new  hospital  for  Palo  Alto  County,  and  resolu- 
tions to  that  effect  were  sent  to  the  Palo  Alto  Hos- 
pital Association.  Officers  elected  for  the  ensuing 
year  are:  Dr.  Harold  L.  Brereton,  president;  Dr. 
F'rank  X.  Cretzmeyer,  vice  president;  and  Dr.  H.  R. 
Powers,  secretary  and  treasurer,  all  of  Emmets- 
burg. Dr.  Cretzmeyer  then  presented  several  movie 
films  of  medical  and  surgical  subjects.  The  movie 
projector  user!  at  the  meeting  was  one  recently 
purchased  by  the  society. 
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Pottawattamie  County  Annual  Meeting 
The  annual  election  of  officers  held  by  the  Potta- 
wattamie County  Medical  Society,  Tuesday,  Decem- 
ber 10,  at  the  Hotel  Chieftain  in  Council  Bluffs,  re- 
sulted as  follows:  Dr.  S.  D.  Maiden,  president;  Dr. 
V.  D.  French  of  Carson,  vice  president;  Dr.  Fred 
Beaumont,  secretary  and  treasurer;  Dr.  F.  Earl  Bel- 
linger, delegate;  and  Dr.  Gerald  V.  Caughlan,  alter- 
nate delegate.  The  following  scientific  program  was 
presented:  Sub-diaphragmatic  Abscess,  Dewey  Bis- 
gard,  M.D.,  discussion  by  Arnold  L.  Jensen,  M.D.; 
and  Mercuric  Chloride  Poisoning,  C.  Edward  Thomp- 
son, M.D.,  discussion  by  Raymond  M.  Rice,  M.D. 


Poweshiek  County  Annual  Meeting 
Dr.  J.  L.  Taylor  of  Montezuma  was  named  presi- 
dent of  the  Poweshiek  County  Medical  Society  at  its 
annual  election  held  in  Grinnell,  Tuesday,  December 
3.  Other  officers  are:  Dr.  C.  W.  Howell  of  Grinnell, 
vice  president;  Dr.  F.  E.  Simei’al  of  Brooklyn,  secre- 
tary; and  Dr.  J.  T.  Padgham  of  Grinnell,  treasurer. 


Sioux  County  Annual  Meeting 
Officers  elected  by  the  Sioux  County  Medical  So- 
ciety to  seiwe  during  1936  include:  Dr.  S.  B,  dePree 
of  Sioux  Center,  president;  and  Dr.  R.  W.  Cooper  of 
Alton,  secretary  and  treasurer. 


Story  County  Annual  Meeting 
The  Story  County  Medical  Society  met  for  its  an- 
nual election  of  officers,  Tuesday,  December  3,  and 
named  the  following:  Dr.  W.  B.  Sperow  of  Nevada, 
president;  Dr.  J.  F.  Edwards  of  Ames,  vice  president; 
Dr.  E.  B.  Bush  of  Ames,  secretary  and  treasurer; 
and  Dr.  Bush  Houston  of  Nevada,  delegate. 


Tama  County  Annual  Meeting 
The  annual  meeting  of  the  Tama  County  Medical 
Society  was  held  in  Toledo,  Friday,  December  27,  and 
officers  elected  as  follows:  Dr.  George  Meyer  of 

Gladbrook,  president;  Dr.  A.  J.  Wentzien  of  Tama, 
vice  president;  and  Dr.  A.  A.  Crabbe  of  Traer,  sec- 
retary and  treasurer. 


Wapello  County  Annual  Meeting 
Newly  elected  officers  of  the  Wapello  County  Medi- 
cal Society  are:  Dr.  J.  E.  Traister  of  Eddyville,  pres- 
ident; Dr.  D.  0.  Bovenmeyer  of  Ottumwa,  vice  presi- 
dent; Dr.  D.  J.  Keating  of  Ottumwa,  secretary  and 
treasurer;  Dr.  H.  W.  Vinson  of  Ottumwa,  delegate; 
and  Dr.  E.  B.  Howell  of  Ottumwa,  alternate  delegate. 


Washington  County  Annual  Meeting 
The  Washington  County  Medical  Society  held  its 
annual  business  meeting  and  election  of  officers, 
Tuesday,  December  17,  in  the  Congress  Hotel  in 
Washington,  following  a six-thirty  dinner.  B.  J. 
Dierker,  M.D.,  of  Fort  Madison,  gave  the  address  of 
the  evening  on  Breast  Tumors,  which  was  very  in- 
structive and  enjoyed  by  all  present.  Officers  for 


1936  are:  Dr.  E.  D.  Miller  of  Wellman,  president; 

Dr.  A.  Keith  Droz  of  Washington,  vice  president; 

Dr.  W.  S.  Kyle  of  Washington,  secretary  and  treas-  ) 
urer;  Dr.  W.  L.  Alcorn  of  Washington,  delegate;  and  I 
Dr.  E.  E.  Stutsman  of  Washington,  alternate  dele-  .’ 

gate.  g Kyle,  M.D.,  Secretary 


Webster  County  Annual  Meeting 
At  a meeting  held  Friday,  December  20,  the  fol- 
lowing officers,  all  of  Fort  Dodge,  were  elected  to 
serve  the  Webster  County  Medical  Society  during 
1936:  Dr.  J.  C.  Shrader,  president;  Dr.  A.  A.  Schultz, 
vice  president;  Dr.  William  R.  Turner,  secretary  and 
treasurer;  Dr.  J.  H.  Bruce,  delegate;  and  Dr.  Otto 
Glesne,  alternate  delegate. 

W.  R.  Turner,  M.D.,  Secretary 


Winneshiek  County  Annual  Meeting 
Dr.  J.  J.  Daly  of  Decorah,  was  chosen  president  of 
the  Winneshiek  County  Medical  Society,  at  the  an- 
nual election  held  in  Decorah,  Tuesday,  December  10. 
Other  officers  are:  Dr.  V.  J.  Horton  of  Calmar,  vice 
president;  Dr.  L.  J.  Hospodarsky  of  Ridgeway,  secre- 
tary and  treasurer;  Dr.  Daly,  delegate;  and  Dr.  J. 
G.  Goggin  of  Ossian,  alternate  delegate. 


Iowa  and  Illinois  Central  District  Medical 
Association 

The  regular  quarterly  meeting  of  the  Iowa  and 
Illinois  Central  Distinct  Medical  Association  was 
held  Thursday,  January  9,  at  the  Blackhawk  Hotel  in 
Davenport.  The  meeting  was  preceded  by  a six- 
thirty  dinner,  during  which  time  motion  pictures  on 
Surgery  of  the  Extremities  were  shown.  Charles  A. 
Elliott,  M.D.,  professor  of  internal  medicine  at  North- 
western University,  College  of  Medicine,  Chicago,  ad- 
dressed the  group  on  The  Management  of  Edema. 
I.  Vandermyde,  M.D.,  of  Prophetstown,  Illinois,  pre- 
sented a paper  on  Migraine,  and  C.  P.  Phillips,  M.D., 
of  Muscatine,  Iowa,  demonstrated  a clinical  case  of 

this  condition.  James  Dunn,  M.D.,  Secretary 


Iowa  Urological  Society  j 

Dr.  G.  D.  Jenkins  of  Burlington  was  named  presi- 
dent of  the  Iowa  Urological  Society  at  its  annual 
meeting  held  in  Council  Bluffs,  Saturday,  December 
14;  and  Dr.  L.  E.  Pierson  of  Sioux  City  was  elected 
secretary  and  treasurer. 


Southwest  Iowa  Postgraduate  Medical  Society 
The  Southwest  Iowa  Postgraduate  Medical  Society 
held  its  annual  meeting  Monday,  December  9,  at  Red 
Oak.  Walter  L.  Bierring,  M.D.,  and  his  staff  from 
the  State  Department  of  Health,  presented  their 
symposium  on  immunization  and  preventive  medicine. 
Officers  elected  for  the  year  include:  Dr.  R.  A. 

Becker  of  Atlantic,  president;  and  Dr.  Agnes  Wilder, 
also  of  Atlantic,  secretary  and  treasurer. 
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Tri-County  Medical  Society 
Newly  elected  officers  of  the  Tri-County  Medical 
Society,  named  at  the  annual  meeting  of  that  or- 
ganization held  in  Fairfield,  Thursday,  November  14, 
include:  Dr.  0.  A.  Geeseka  of  Mt.  Pleasant,  president; 
Dr.  H.  E.  Graber  of  Fairfield,  vice  president;  and  Dr. 
H.  F.  Masson  of  Washington,  secretary  and  treas- 
urer. 


PERSONAL  MENTION 

Dr.  C.  W.  Ellyson  of  Waterloo,  announces  the  asso- 
ciation of  his  son.  Dr.  Craig  D.  Ellyson,  in  the  prac- 
tice of  general  medicine,  surgery,  and  obstetrics,  with 
offices  located  at  509  First  National  Bank  Building. 
Dr.  Craig  Ellyson  was  graduated  in  1933  from  the 
State  University  of  Iowa,  College  of  Medicine,  and 
interned  in  the  hospitals  for  the  tuberculous  at  Colo- 
rado Springs,  Colorado,  and  Oakdale,  Iowa.  He  later 
spent  two  years  at  Augustana  Hospital,  Chicago,  the 
second  year  being  devoted  to  surgical  training. 


Dr.  Leo  L.  Wilson,  after  practicing  seven  years  at 
Danbury,  has  located  in  Sioux  City,  with  offices  in  the 
Badgerow  Building. 


Dr.  Felix  A.  Hennessy  of  Calmar,  spoke  before  the 
Waukon  Kiwanis  Club,  Monday,  December  16,  on 
“Vocations  and  Avocations.” 


Dr.  A.  H.  Barker,  after  forty  years  of  practice  in 
Brooklyn,  has  retired  from  active  practice,  and  moved 
to  Atlanta,  Georgia,  where  he  will  make  his  home 
with  his  daughter. 


Dr.  O.  C.  Hardwig,  who  was  graduated  from  the 
State  University  of  Iowa,  College  of  Medicine,  has 
associated  himself  with  Drs.  W.  A.  Rohlf  and  H.  W. 
Rathe  of  Waverly.  Dr.  Hardwig  has  been  inteiming 
at  the  City  Hospital  in  Cleveland,  Ohio,  since  his 
graduation,  and  specializing  in  general  surgery. 


Dr.  Wayne  B.  Brown  of  the  state  hospital  staff  at 
Mt.  Pleasant,  moved  to  Woodward,  January  1,  where 
he  has  accepted  a position  as  assistant  superintend- 
ent in  the  State  Hospital  for  Epileptics  and  School 
for  Feebleminded. 


Dr.  William  E.  Ash  of  Council  Bluffs,  was  guest 
speaker  for  the  Glenwood  Woman’s  Club,  Monday, 
November  18.  Dr.  Ash  spoke  on  “Mental  Hygiene.” 


Dr.  Leon  (ialinsky  has  discontinued  his  practice  of 
medicine  in  Sioux  City,  to  accept  a position  as  resi- 
dent physician  in  Seaview  Hospital,  Staten  Island, 
New  York. 


Dr.  F.  Craig  John.son  will  assist  Dr.  G.  H.  Swear- 
ingen in  the  practice  of  medicine  at  Sac  City  this 
winter.  Dr.  Johnson  was  graduated  from  Washing- 


ton University,  School  of  Medicine,  St.  Louis;  in- 
terned at  the  Methodist  Hospital  in  Des  Moines;  and 
has  just  completed  a year  as  resident  physician  at 
the  Children’s  Hospital  in  Denver,  Colorado. 


Dr.  Byron  D.  Hartley,  who  has  practiced  in  Salem 
for  six  years,  has  moved  his  office  to  Mt.  Pleasant. 

Dr.  Mark  C.  Wheelock,  formerly  on  the  staff  of  the 
state  hospital  at  Cherokee,  has  accepted  the  position 
as  assistant  superintendent  of  the  state  hospital  in 
Mt.  Pleasant. 


DEATH  NOTICES 

Bennett,  John  Charles,  of  Waterloo,  aged  thirty- 
two,  died  December  10,  as  the  result  of  pneumonia. 
He  was  graduated  in  1932  from  Rush  Medical  Col- 
lege, Chicago,  and  at  the  time  of  his  death  was  a 
member  of  the  Black  Hawk  County  Medical  Society. 


Devine,  John  Andrew,  of  Bancroft,  aged  fifty-five, 
died  December  10,  as  the  result  of  pneumonia  fol- 
lowing amputation  of  a leg.  He  was  graduated  in 
1905  from  the  State  University  of  Iowa,  College  of 
Medicine,  and  at  the  time  of  his  death  was  a member 
of  the  Kossuth  County  Medical  Society. 


Devine,  Winfield  Scott,  of  Marshalltown,  aged 
eighty-one,  died  December  11,  as  the  result  of  heart 
disease.  He  was  graduated  in  1887  from  the  State 
University  of  Iowa,  College  of  Medicine,  and  at  the 
time  of  his  death,  was  a member  of  the  Marshall 
County  Medical  Society. 


Goodale,  Leon  Harvey,  of  Nashua,  aged  seventy- 
two,  died  December  5,  following  a stroke  of  apoplexy. 
He  was  graduated  in  1887  from  the  Hahnemann 
Medical  College  and  Hospital,  Chicago,  and  at  the 
time  of  his  death  was  a member  of  the  Chickasaw 
County  Medical  Society. 


Haden,  Eugene  Barnard,  of  Panora,  aged  sixty- 
nine,  died  suddenly  December  24,  as  the  result  of 
heart  failure.  He  was  graduated  in  1895  from  the 
University  of  Nebraska,  College  of  Medicine,  Omaha, 
and  at  the  time  of  his  death  was  a member  of  the 
Dallas-Guthrie  Medical  Society. 


Hotchkiss,  Mary  M.  Nelson,  of  Webster  City,  aged 
sixty-two,  died  December  10,  as  the  result  of  a 
paralytic  stroke.  She  was  graduated  in  1904  from 
the  Hahnemann  Medical  College  and  Hospital,  and 
at  the  time  of  her  death,  was  a member  of  the 
Hamilton  County  Medical  Society. 


Stephenson,  Charles  Norris,  of  Milton,  aged  fifty, 
died  December  19,  as  the  result  of  sinus  infection 
and  pneumonia.  He  was  graduated  in  1907  from  the 
State  University  of  Iowa,  College  of  Medicine,  and  at 
the  time  of  his  death  was  a member  of  the  Van 
Buren  County  Medical  Society. 
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Part  IL  From  1906  to  1935 

Efpie  S.  McCrea,  M.D.,  Eddyville 


'I'he  history  of  the  State  Society  of  Iowa  Medi- 
cal Women  from  1906  to  the  present  time  is 
based  upon  the  existing  secretary’s  records. 

The  1906.  meeting  was  held  in  Des  Moines,  with 
the  following  officers : 

President,  Dr.  Evaline  Peo. 

First  Vhee  President,  Dr.  Mary  A.  Coveny. 

Second  \’ice  President,  Dr.  Lena  A.  Beach. 

Secretary.  Dr.  Lily  Kinnier. 

Treasurer,  Dr.  Sophia  Hinzie  Scott. 

The  council  was  composed  of  Drs.  Jennie  Mc- 
Cowen,  Rebecca  Hanna,  Edith  Gould  Fosnes, 
Azuba  King,  Margaret  Colby,  Jessie  V.  Smith, 
and  Mary  Ardery. 

The  guest  of  the  program.  Dr.  Root,  gave  a 
pajier  on  Medical  Women’s  Work  in  Medical  Lit- 
erature. This  was  followed  by  Dysmenorrhea  in 
Young  Girls,  Dr.  Jenny  Ghrist ; and  Women’s  In- 
fluence in  the  Tuberculosis  Campaign,  Dr.  Sarah 
Kime. 

The  list  of  members  voted  in  at  this  meeting 
included  Drs.  Florence  Brown  Sherbon,  Cleve- 
land Coffin,  Anna  Jack.son  Seregsh,  Irene  Smedly, 
Eppie  S.  McCrea,  and  Myrtle  M.  Knowles. 

In  1907,  the  annual  meeting  was  held  in  Cedar 
Rapids,  with  Dr.  Mary  Coveny  as  president. 
Members  voted  into  the  society  were  Drs.  Mary 
K.  Heard,  Agnes  Safely,  and  Jane  D.  Wright. 

*Presented  before  the  Thirty-eighth  Annual  Session.  State  So- 
ciety of  Iowa  Medical  Women,  Davenport,  May  8,  1935. 


Dr.  Kate  Mason  Hogle  headed  the  society  when 
the  organization  met  in  Des  Moines  in  1908. 
Eighteen  members  were  present,  and  the  follow- 
ing new  ones  were  elected:  Drs.  Jean  Clemence, 
Mendenhal,  Nelle  Noble,  Mary  Jones,  Jeanette 
Throckmorton,  Rose  Butterfield,  Clara  Haden, 
Julia  Donahue,  and  Cora  Negus. 

The  following  members  were  present  at  the 
1909  meeting  held  in  Dubuque  : Drs.  Agnes  Eich- 
elberger,  Pauline  Townsend,  Jenny  Ghrist,  Nancy 
M.  Hill,  Isabelle  Elliot  Cowen,  Amelia  Sherman, 
Rose  E.  Lowden,  Lena  Beach,  Mary  K.  Heard, 
Jesse  B.  Hudson,  Laura  H.  Bronson.  Clara  B. 
Witmore,  Elizabeth  Smith  Kennedy,  Lily  Kinnier, 
and  Georgia  Stewart. 

Dr.  Lenna  D.  Meanes  was  president  in  1910. 
The  meeting  was  held  in  Des  Moines,  and  the  fol-  ^ 
lowing  w'omen  were  received  into  membership : 
Drs.  Pauline  Leader,  Esther  Ryerson,  Ida  Grant, 
Rhodes,  Grace  Ferith  Gerger,  Bertha  Allen  Greer, 
Pearl  Brown  Hoeve,  Amanda  Shryer,  iMary  Coun- 
sell, Leone  Morden  Scruby,  and  Agnes  Habart. 

Twenty-six  members  met  in  Des  Moines  in 
1911.  New  members  taken  in  at  this  meeting  ; 
were  Drs.  Sadie  Doren,  Davenport;  Sue  B.  Jantz, 
Albia;  Cora  Murdock.  Independence:  Bertha  Me-  ■ 
Davitt,  Burlington  ; Ida  iM.  Scott ; Suzen  i\Ic  S. 
Snyder,  Council  Bluffs : I'aranna  G.  Grothaus  | 
Dulin,  Sigourney,  and  Bertha  \’an  Hoosen,  of  \ 
Chicago,  honorary  member  for  the  evening.  19r. 
Van  Hoosen  conducted  a surgical  clinic  the  fol- 
lowing morning  at  the  Iowa  Methodist  Hospital. 
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Eighteen  members  were  present  in  1912  at  Bur- 
lington. Visitors  were:  Dr.  Mary  Bates,  Den- 
ver, Colorado ; Dr.  Mary  IVIcEw'en,  Evanston, 
Illinois:  and  Dr.  Julia  D.  Merrill,  Chicago. 

The  1913  meeting  was  held  in  Des  Moines,  with 
seventeen  members  present.  Dr.  Mary  McKlean 
talked  on  the  study  of  fibroid  tumors.  The  after- 
noon program  ended  with  a reception  at  the  home 
of  Mrs.  Waterbury. 

In  1914,  at  Sioux  City,  the  president,  Dr.  Flor- 
ence Brown  Sherbon,  gave  a review  of  the  year’s 
progress  in  preventive  medicine.  She  very  hap- 
pily pictured  what  had  been  accomplished  and 
what  yet  might  be  attained.  Dr.  Rosina  Wistein 
talked  on  the  subject  of  Woman  Suffrage  in  Illi- 
nois. and  also  gave  a talk  in  the  evening  on  Sex 
Hygiene. 

In  1915  the  society  met  in  Waterloo,  and  in 

1916  at  Davenport,  the  latter  year  with  Dr.  Lily 
Kinnier  as  president.  Members  voted  in  at  the 

1917  meeting  held  in  Des  Moines  were  Drs.  Julia 
Hill  and  Grace  Doane.  Dr.  Nelle  Noble,  president 
of  the  .society,  presented  a paper  on  Urinalysis 
and  Kidney  Diagnosis.  Dr.  Mary  K.  Heard  gave 
a jiaper  on  Eye  Strain  and  Higher  Education. 
Eighteen  members  were  present. 

Dr.  Laura  Branson,  of  Iowa  City,  was  president 
in  1918  at  which  time  the  society  met  at  Fort 
Dodge.  Dr.  Jeannette  Throckmorton  gave  a talk 
on  Congenital  Deformities  and  Malformations. 
The  guest  of  honor.  Dr.  Clara  Seippel,  of  Chi- 
cago, sj)oke  on  The  Delinquent  Girl. 

Dr.  Jeannette  Throckmorton  of  Chariton,  Avas 
])resident  in  1919.  The  meeting  was  held  in  Des 
Moines  and  the  following  new  members  received: 
Drs.  Mae  Habenicht,  Des  Moines;  Grace  Sawyer, 
Greenfield;  Zenella  iMorris,  Stockport;  Luella 
Cleveland,  Harlan,  and  Alice  Hatch,  Des  Moines. 
Dr.  Mabel  Ulrich  of  St.  Paul,  ^Minnesota,  ad- 
dressed the  group  on  W’omen  Physicians  and  the 
New  Ihiblic  Healtli. 

^leetings  were  held  in  Des  Moines  in  1920, 
1921,  and  1922.  Dr.  Lena  A.  Beach  presided  over 
the  1921  meeting  which  was  attended  by  twenty- 
si.x  members  and  the  following  four  new  mem- 
bers: Drs.  Helen  Johnston,  Mary  Tinley,  Edna 
Sexsmith,  and  Henrietta  Calhoun.  Three  guests 
by  invitation  were  as  follows:  The  Doctor’s  Re- 
sponsibility to  the  Under  X'ourished  Child,  Amy 
Louis  Daniels,  Ph.D.,  Iowa  City:  N^utritional 
Problems  of  School  Children,  Fred  Moore,  M.D., 
Des  Moines,  and  Mental  Measurements  in  Rela- 
tion to  Medicine,  Reuel  H.  Sylvester,  Ph.D.,  Des 
Moines. 

.Attendance  at  the  1922  meeting,  over  which  Dr. 


Josephine  Wetmore  Rust  presided,  jumped  to 
forty-three.  New  members  were  admitted  as  fol- 
lows : Drs.  Margaret  Nelson,  Des  Moines ; Fay 
Heflin,  Centerville ; Harriet  Hamilton,  Council 
Bluffs ; Marion  O’Harrow,  Iowa  City,  and  Myrtle 
Griffin,  Manson. 

In  1923,  at  Ottumwa,  tbe  president.  Dr.  Eppie 
S.  McCrea,  of  Eddyville,  presented  an  address  on 
Efficiency  in  Medicine.  The  guest  of  honor.  Dr. 
Mary  Elizabeth  Hanks  of  Chicago,  spoke  on  The 
Use  of  X-Ray  in  Gynecology.  Dr.  Alaude  Tay- 
lor, of  Ottumwa,  was  guest  by  invitation,  and  gave 
a talk  on  Acrodonia. 

Aleetings  in  1924,  1925  and  1926  were  held  in 
Des  Aloines.  Dr.  Julia  F.  Hill  presided  in  1924; 
twenty-five  members  were  present,  and  the  guest 
of  honor.  Dr.  Anna  E.  Blount,  of  Chicago,  spoke 
on  Chronic  Neisserian  Infections  in  Relation  to 
Obstetrics. 

Dr.  Jane  Wright  was  president  in  1925.  Dr. 
Zella  White  Stew'art  read  a paper  on  Diagnosis 
and  Treatment  of  Asthma  and  Hay  Fever.  The 
guest  of  honor.  Dr.  Sarah  M.  Hobson,  of  Chi- 
cago, gave  a talk  on  The  Deadly  Sixties — A Prob- 
lem of  Mental  Poise. 

The  1927  meeting  was  held  in  Council  Bluffs, 
and  the  1928  meeting  in  Cedar  Rapids.  Dr.  Mae 
Habenicht  presided  over  the  1929  meeting  held  in 
Des  Moines.  The  guest  of  honor  was  Dr.  Estella 
G.  Norman  of  Battle  Creek,  Michigan,  who  deliv- 
ered a paper  on  Color  Hygiene. 

Alarshalltown  was  the  location  chosen  for  the 
1930  meeting  of  the  society,  with  Dr.  Christine 
Ericksen  Hill  of  Council  Bluffs,  as  president.  Dr. 
Olga  Stastny  of  Omaha,  guest  of  honor,  spoke  on 
Medical  Women  of  Today. 

Dr.  Florence  Johnston  of  Cedar  Rapids,  was 
president  when  the  society  met  in  1931  in  Des 
Aloines.  Fifteen  memhers  were  present. 

The  1932  meeting  was  held  in  Sioux  City,  with 
Dr.  Grace  Sawyer  of  Wocxlward,  presiding.  The 
guest  of  honor.  Dr.  Mary  Swan  of  C'hicago,  spoke 
on  The  Strategic  Position  in  the  Treatment  of 
Syphilis. 

Dr.  Eleanor  Hutchison  of  Belle  Plaine,  ]>re- 
sided  over  the  1933  meeting  which  was  held  in 
Des  Moines,  with  Dr.  Della  G.  Drips  of  Rochester, 
as  guest  speaker.  Dr.  Drips’  subject  was  Func- 
tional Disturbances  of  the  Menopause. 

4'he  1934  meeting  was  also  held  in  Des  Moines. 
Eighteen  members  were  present.  Guest  of  honor 
was  Dr.  Leda  June  Stacy  of  Rochester.  Dr. 
Martha  M.  Link  of  Dubuque,  spoke  on  'I'he 
Child’s  X’ature  and  the  Child’s  Emotional  Needs. 

4'he  1935  meeting  was  held  in  Davenport,  with 
Dr.  Edna  K.  Sexsmith  of  Greenfield,  jiresiding. 
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THE  JOURNAL  BOOK  SHELF 


BOOKS  RECEIVED 


the  AMERICAN  ILLUSTRATED  MEDICAL  DICTIONARY— 
By  W.  A.  Newman  Dorland,  M.D.,  Seventeenth  edition, 
revised  and  enlarged.  Octavo  of  1673  pages  with  946  illus- 
trations. W.  B.  Saunders  Company,  Philadelphia  and  Lon- 
don, 1935.  Price,  $7.60. 

ANNUAL  REPRINTS  OF  THE  REPORTS  OF  THE  COUNCIL 
ON  PHARMACY  AND  CHEMISTRY  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION  FOR  1934,  with  the  comments 
that  have  appeared  in  The  Journal.  Press  of  the  American 
Medical  Association.  Chicago,  1936.  Price,  $1.00. 

ARTHRITIS  AND  RHEUMATOID  CONDITIONS— Ralph  Pem- 
berton, M.D.,  professor  of  medicine.  Graduate  School  of 
Medicine.  University  of  Pennsylvania.  Second  edition,  thor- 
oughly revised.  Illustrated  with  69  engravings.  Lea  & 
Febiger,  Philadelphia,  1935.  Price,  $5.00. 

THE  AUTONOMIC  DISEASES  OR  THE  RHEUMATIC  SYN- 
DROME— By  T.  M.  Rivers,  M.D.  Dorrance  & Company, 
Philadelphia.  Price,  $3.00. 

CLINICAL  LABORATORY  METHODS  AND  DIAGNOSIS— By 
R.  B.  H.  Gradwohl,  M.D.,  director  of  laboratories,  St.  Louis 
County  Hospital.  With  328  illustrations  and  24  color  plates. 
C.  V.  Mosby  Company,  St.  Louis,  1936.  Price,  $8.50. 

CLINICAL  MANAGEMENT  OF  SYPHILIS— By  Alvin  Russell 
Harnes,  M.D.,  chief  of  Congenital  Luetic  Clinic,  New  York 
Hospital.  The  Macmillan  Company,  New  York,  1936.  Price, 
$1.60 

THE  CRIPPLED  AND  THE  DISABLED— By  Henry  H.  Kessler, 
M.D.,  Newark.  New  Jersey.  Columbia  University  Press, 
2960  Broadway,  New  York  City,  1936.  Price.  $4.00. 


BOOK 


METHODS  OF  TREATMENT 
By  Logan  Clendening,  M.C.,  Clinical  Pro- 
fessor of  Medicine,  University  of  Kansas. 
Fifth  edition.  C.  V.  Mosby  Company,  St. 

Louis,  1935.  Price,  $10.00. 

In  the  preface  of  this,  the  fifth  edition  of  this  work, 
the  author  outlines  an  ambitious  progi'am,  stating, 
“This  book  was  planned  to  furnish  an  outline  of  all 
the  methods  of  treatment  in  internal  medicine.” 
Whether  the  author  realizes  upon  this  ambition  must 
be  left  to  the  judgment  of  the  individual  reader.  How- 
ever, it  is  apparent  that  he  has  covered  in  a very 
thorough  fashion  those  methods  which  are  commonly 
employed  and  of  frequent  usefulness  in  the  general 
practice  of  medicine.  The  first  part  describes  each 
procedure  under  the  headings  of  drugs,  diet,  hydro- 
therapy, etc.  The  second  considers  the  application, 
the  result  to  be  expected,  etc.,  under  the  heading  of 
the  various  diseases.  This  plan  is  designed  to  avoid 
repetition.  For  example,  in  part  one  the  author  re- 
cites the  action  of  digitalis,  its  dosage,  its  prepara- 
tion, etc.,  while,  in  part  two,  whenever  digitalis  is 
indicated  or  contraindicated,  the  drug  is  cited  and 
reference  made  to  a more  detailed  description  in  the 
first  part  of  the  book.  In  this  fashion  the  author 
systematically  covers  the  recognized  useful  drugs  and 
procedures,  and  in  the  second  part  i-eviews  the  treat- 
ment of  those  conditions  ordinarily  discussed  in  the 
classical  textbooks  of  medicine.  The  volume  is  ade- 
quately illustrated  and  indexed  and  should  prove  of 


DISEASES  OF  THE  NERVOUS  SYSTEM— By  Smith  Ely  Jelliffe, 
M.D.,  formerly  professor  of  psychiatry,  Fordham  University, 
New  York ; and  William  A.  WTiite,  M.D.,  superintendent,  St. 
Elizabeth’s  Hospital,  Washington,  D.  C.  Sixth  edition,  1175 
pages,  illustrated  with  497  engravings.  Lea  & Febiger, 
Philadelphia,  1936.  Price,  $9.60. 

DISEASES  OF  THE  SKIN— By  Richard  L.  Sutton,  M.D.,  pro- 
fessor of  dermatology.  University  of  Kansas;  and  Richard 

L.  Sutton,  Jr.,  M.D.,  assistant  in  dermatology.  University  of 
Kansas.  Ninth  edition,  revised  and  enlarged,  with  1310  illus- 
trations and  eleven  colored  plates.  C.  V.  Mosby  Company, 
St.  Louis,  1935.  Price,  $12.60. 

THE  DOCTOR  AND  THE  PUBLIC— By  James  Peter  Warbasse, 

M. D.,  Brooklyn,  New  York.  Paul  B.  Hoeber,  New  York, 
1936.  Price,  $6.00. 

ELECTROTHERAPY  AND  LIGHT  THERAPY— By  Richard 
Kovacs,  M.D.,  clinical  professor  and  director  of  physical  ther- 
apy, Polyclinic  Medical  School  and  Hospital,  New  York.  Sec- 
ond edition,  enlarged  and  thoroughly  revised.  Octavo  of 
696  pages,  illustrated  with  263  engravings.  Lea  & Febiger, 
Philadelphia,  1935.  Price,  $7.60. 

EMOTIONS  AND  BODILY  CHANGES— By  H.  Flanders  Dunbar. 
M.D.,  Ph.D.,  departments  of  medicine  and  psychiatry,  Co- 
lumbia University,  Columbia  University  Press,  New  York, 
1935.  .Price,  $6.00 

INTERNATIONAL  CLINICS— Edited  by  Louis  Hamman,  M.D., 
Johns  Hopkins  Hospital,  Baltimore.  Volume  II,  Forty-fifth 
Series.  J.  B.  Lippincott  Company,  Philadelphia  and  London, 
1935. 

INTERNATIONAL  MEDICAL  ANNUAI^A  Year  Book  of 
Treatment  and  Practitioner’s  Index.  Edited  by  H.  Letheby 
Tidy,  M.D.,  and  A.  Rendle  Short,  M.D.  William  Wood  and 
Company,  Baltimore,  1935.  Price,  $6.00. 


exceptional  value  to  every  practitioner  of  medicine, 
particularly  those  just  entering  upon  practice  or 
those  whose  study  and  reading  have  not  kept  them 
entirely  abreast  of  the  modern  thought  in  therapeu- 
tics. 


DISEASES  OF  THE  NOSE  AND  THROAT 
By  Charles  J.  Imperatori,  M.D.,  professor 
of  clinical  otolaryngology,  New  York  Post- 
gi’aduate  Medical  School,  Columbia  Univer- 
sity; and  Herman  J.  Burman,  M.D.,  instruc- 
tor of  clinical  otolaryngology.  480  illustra- 
tions. J.  B.  Lippincott  Company,  Philadel- 
phia and  London,  1935.  Price,  $7.00. 

This  book  is  the  development  of  the  course  given 
to  matriculates  at  the  New  York  Postgraduate  Medi- 
cal School  of  Columbia  University  and  is  designed 
to  give  the  general  practitioner  and  senior  medical 
student  accurate  information  concerning  the  diag- 
nosis and  treatment  of  diseases  of  the  nose  and  throat. 

In  the  first  section  of  the  text,  due  consideration  is 
given  to  the  examination  of  the  patient,  including 
those  forms  of  special  research  which  may  support  a 
differential  diagnosis  or  form  a basis  for  treatment. 

The  following  three  chapters  deal  with  the  nose, 
the  septum  and  the  accessory  sinuses  of  the  nose. 
The  next  three  chapters  deal  with  the  nasal  pharynx, 
the  pharynx  and  mouth  and  the  larynx.  Then  fol- 
low two  sections  dealing  with  the  trachea,  bronchi 
and  lungs  with  especial  consideration  given  to  peroral 
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endoscopy.  The  two  concluding  sections  deal  with 
physical  therapy  and  radiation  and  the  general  con- 
sideration of  allergy  in  the  general  diseases  of  the 
nose  and  throat. 

Each  section  of  the  text  is  designated  by  bold-face 
titles,  materially  facilitating  the  rapid  search  for 
needed  material,  a feature  which  makes  the  volume 
valuable  as  a reference  work  for  the  general  practi- 
tioner. Treatment  is  stressed  and  sufficient  minutia 
furnished  to  aid  the  general  practitioner  in  the  treat- 
ment of  conditions  local  to  these  organs.  The  text 
is  generously  illustrated  with  half-tones  and  line 
drawings. 


ANNUAL  REPRINTS 
Of  the  reports  of  the  Council  on  Pharmacy 
and  Chemistry  of  the  Amercian  Medical  As- 
sociation for  1934,  with  the  comments  that 
have  appeared  in  the  Journal.  Cloth,  135 
pages.  American  Medical  Association,  Chi- 
cago, 1934.  Price,  Sl.OO. 

Each  succeeding  volume  of  reports  of  the  Council 
reveals  more  of  the  long  and  successful  fight  in  the 
interest  of  rational  therapeutics.  The  Council  is  no 
longer  chiefly  concerned  with  noisome  proprietaries 
and  yet  this  latest  volume  contains  reports  on  such 
articles  as  “Vita-Cell,”  a secret  preparation  marketed 
with  exaggerated  claims,  and  “Raylos,”  a shotgun 
preparation  marketed  in  a way  to  promote  its  ill  ad- 
vised use  by  the  public.  Most  of  the  “unacceptable” 
reports  in  this  volume  are  concerned  with  products 
that  may  have  some  merit  but  are  not  offered  to  the 
public  in  a way  which  experience  has  taught  the 
Council  is  necessary  before  a therapeutic  agent  is 
acceptable.  Illustrative  of  the  Council’s  efforts  to 
keep  those  concerned  informed  of  the  basis  for  its 
actions  are  the  “Recent  Revisions  or  Elaborations 
of  the  Council’s  Rules  of  Interest  to  Manufacturers 
and  the  Medical  Profession,”  which  have  appeared  in 
the  last  two  volumes.  These  inform  the  profession 
of  the  various  problems  which  arise  and  the  care 
given  to  their  consideration. 


DISEASES  OF  THE  THYROID  GLAND 
By  Arthur  E.  Hertzler,  M.D.,  professor 
of  surgery,  University  of  Kansas.  Third 
edition,  entirely  rewritten.  C.  V.  Mosby 
Company,  St.  Louis,  1935.  Price,  $7.50. 

This  author  reflects  the  viewpoint  of  the  busy 
surgeon  in  the  small  community  hospital.  He  has 
developed  the  opinion  that  thyroid  surgery  should 
be  more  thoroughly  performed  and  that  total  thy- 
roidectomy is  a safer  procedure  in  most  cases  than  a 
subtotal  operation.  He  covers  the  field  of  thyroid 
disease,  stressing  particularly  the  surgical  approach 
in  treatment. 

Pathology  of  the  thyroid  gland  is  not  included, 
since  it  is  the  author’s  plan  to  cover  this  subject  in 
another  volume.  The  technic  of  thyroid  surgery  is 
discussed  in  detail  and  the  operative  procedures 
illustrated  by  well  executed  line  drawings.  The  vol- 
ume is  thoroughly  illustrated. 


NEW  AND  NONOFFICIAL  REMEDIES 

Containing  descriptions  of  the  articles 
which  stand  accepted  by  the  council  on  phar- 
macy and  chemistry  of  the  American  Medi- 
cal Association  on  January  1,  1935.  Cloth, 

510  pages.  American  Medical  Association, 
Chicago,  1935.  Price,  $1.50. 

In  this  book  the  Council  on  Pharmacy  and  Chem- 
istry lists  and  describes  the  medicinal  preparations 
that  is  has  found  acceptable  for  general  use  by  the 
medical  profession.  A glance  at  the  list  of  the  Coun- 
cil members  and  the  long  list  of  consultants  appear- 
ing in  the  first  part  of  the  book  gives  ample  warrant 
for  the  authority  of  the  Council’s  selections.  Not 
only  does  the  Council  “accept”  new  preparations  but 
from  time  to  time  it  omits  those  which  have  been 
accepted  but  which  have  not  with  the  lapse  of  time 
upheld  their  original  promise  of  therapeutic  merit. 
The  list  of  omissions  for  1934  shows  that  the  Council 
has  been  mainly  concerned  in  this  respect  with  B. 
acidophilus  preparations  and  with  antiseptics.  Sev- 
eral preparations  of  each  class  have  been  omitted. 
The  list  of  admissions  does  not  reveal  the  presence 
of  any  pi-eparation  that  promises  to  be  epoch  making 
in  the  sense  that  insulin  was,  for  instance.  The  vol- 
ume continues  to  maintain  its  position  as  the  fore- 
most guide  for  physicians  to  those  new  preparations 
which  have  favorably  passed  the  painstaking  scru- 
tiny of  the  Council  on  Pharmacy  and  Chemistry. 


CLINICAL  PARISITOLOGY  AND  TROPICAL 
MEDICINE 

By  Damaso  de  Rivas,  B.Sc.  Biol.,  M.S., 
M.D.,  Ph.D.,  professor  of  parasitology. 
Graduate  School  of  Medicine,  University  of 
Pennsylvania;  in  collaboration  with  Carlos 
T.  de  Rivas,  M.D.,  pathologist  to  the  Santo 
Tomas  Hospital,  Panama.  Octavo  of  367 
pages,  illustrated  with  144  engravings.  Lea 
& Febiger,  Philadelphia,  1935.  Price,  $5.00. 

This  volume  is  designed  to  meet  the  requirements 
of  the  student  and  physician  who  may  frequently  or 
occasionally  encounter  the  maladies  commonly 
thought  of  as  limited  to  tropical  countries.  With  the 
increasing  facilities  in  transportation  and  the  ease 
with  which  large  distances  may  be  traveled,  the  so- 
called  tropical  diseases  may  appear  in  the  practice 
of  physicians  in  every  climate  and  in  evei’y  latitude. 

The  authors  have  discussed  tropical  diseases  under 
four  general  headings. 

1.  Diseases  caused  by  protozoa. 

2.  Diseases  caused  by  metazoa. 

3.  Diseases  caused  by  bacteria. 

4.  Diseases  of  undetermined  etiology. 

A concluding  chapter  deals  with  climatic  diseases 
— animal  poisons,  etc.  The  volume  is  fully  illus- 
trated, indexed  and  contains  an  adequate  number  of 
references  for  extended  reading. 


64 


Journal  of  Iowa  State  Medical  Society 


January,  1936 


PHYSICAL  DIAGNOSIS 
By  Warren  P.  Elmer,  M.D.,  associate  pro- 
fessor of  clinical  medicine,  Washington  Uni- 
versity School  of  Medicine;  and  W.  D.  Rose, 
M.D.,  late  associate  professor  of  medicine. 
University  of  Arkansas.  Seventh  edition, 
with  342  illustrations.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1935.  Price,  S8.00. 

While  this  volume  appears  as  the  seventh  edition 
of  Dr.  Rose’s  classical  text  on  physical  diagnosis,  it 
is  more  exactly  a second  edition  of  Dr.  Elmer’s  treat- 
ise on  this  subject  since  the  text  has  been  largely 
rewritten  and  the  original  form  changed  to  meet  more 
nearly  the  present  author’s  conception  of  the  sub- 
ject. 

The  scope  of  the  work  is  intended  to  carry  the 
student  through  all  of  the  branches  of  physical 
diagnosis  commonly  employed  in  hospitals  or  office 
practice,  rig’htly  stressing  the  subject  of  chemical 
anatomy  and  physiology.  With  an  understanding 
of  these  subjects,  the  author  outlines  those  methods 
of  observation,  particularly  those  of  inspection,  pal- 
pation, percussion  and  auscultation,  which  may  be 
employed  without  the  benefit  of  mechanical  diagnostic 
aids  or  laboratory. 

Later  in  the  work  he  expands  the  subject  to  in- 
clude the  mechanical  aids  to  diagnosis,  including  such 
laboratory  procedures  as  are  commonly  employed  in 
routine  diagnostic  work.  While  devised  originally 
for  under-graduate  students,  the  volume  admirably 
meets  the  requirements  of  the  practicing  physician  as 
a reference  book  on  this  subject,  and  will  be  grate- 
fully received  by  those  practitioners  who  wish  to 
review  this  subject  and  improve  their  diagnostic 
ability. 


OBSTETRICAL  PRACTICE 

By  Alfred  C.  Beck,  M.D.,  professor  of  ob- 
stetrics and  gynecology.  Long  Island  College 
of  Medicine.  More  than  1,000  illustrations. 

The  Williams  and  Wilkins  Company,  Balti- 
more, 1935.  Price,  $7.00. 

In  the  preparation  of  a medical  textbook,  certain 
stereotypeness  in  presentation  is  the  rule,  since  each 
author  feels  that  an  illustrious  predecessor  must 
have  exhibited  wisdom  in  establishing  his  particular 
form  of  writing.  When  a medical  author  deviates 
from  this  traditional  form,  he  immediately  commands 
the  attention  of  his  readers,  and  if  his  form  is  meri- 
torious, he  deserves  especial  credit. 

Dr.  Beck  has  digressed  from  the  usual  form  in 
presenting  a textbook  on  obstetrics  which  very 
largely  employs  a style  entirely  his  own.  By  the  aid 
of  more  than  one  thousand  line  drawings,  the  author 
has  so  completely  illuminated  his  text  that  descrip- 
tion is  reduced  to  the  minimum  and  yet  the  student 
is  permitted  a most  exact  and  thorough  understand- 
ing of  practical  obstetrics.  Modern  obstetric  prac- 
tice presupposes  thorough  observations  of  the  ex- 
pectant mother  prior  to  her  confinement,  painstak- 


ing and  skillful  management  during  her  confinement, 
and  prophylactic  or  reconstructive  observation  for  a 
considerable  period  after  her  delivery.  Each  of  these 
phases  receives  full  consideration  and  the  relative 
importance  of  each  is  adequately  stressed. 

Surgical  obstetric  practice  receives  due  considera- 
tion and  is  made  surprisingly  comprehensible  by  the 
generous  use  of  well  chosen  and  carefully  prepared 
drawings.  Bibliographies  are  appended  to  each 
chapter.  We  believe  that  this  work  deserves  more 
than  the  usual  approbation.  It  is  entirely  unique, 
thorough  and  authoritative  and  yet  presents  the  sub- 
ject in  such  a clear,  concise  and  understandable 
fashion  that  every  practitioner  should  welcome  this 
contribution  to  obstetric  literature. 


LABORATORY  METHODS  OF  THE 
UNITED  STATES  ARMY 
Edited  by  James  Stevens  Simmons,  M.D. 
Fourth  edition,  illustrated  with  engravings. 
Approved  by  the  Surgeon-General  of  the 
United  States  Army.  Lea  & Febiger,  Phila- 
delphia, 1935.  Price,  $6.50. 

This  volume  has  been  prepared  at  the  Army  Medi- 
cal School  in  Washington,  and  outlines  those  labora- 
toi-y  methods  approved  and  recommended  in  this 
branch  of  the  service. 

It  covers  the  field  of  clinical  pathology,  chemistry, 
mycology,  bacteriology  and  hematology.  This  work 
offers  a complete  laboratory  guide  for  college  courses 
in  bacteriology  and  will  prove  a valuable  reference 
work  for  the  medical  practitioner,  the  bacteriologist, 
clinical  pathologist,  hygienist,  sanitarian,  dentist  and 
veterinarian. 


A TEXTBOOK  OF  BIOCHEMISTRY 
Edited  by  Benjamin  Harrow,  Ph.D.,  asso- 
ciate professor  of  chemistry.  The  City  Col- 
lege, New  York;  and  Carl  P.  Sherwin,  M.D., 
Sc.D.,  Dr.  P.H.,  LL.D.,  member  of  the  staff 
of  St.  Vincent’s  Hospital  and  French  Hos- 
pital, New  York  City.  797  pages  with  52 
illustrations.  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1935.  Price,  $6.00. 

During  the  past  decade  more  than  usual  interest 
has  developed  around  the  basic  science  of  biochem- 
istry. Much  of  this  interest  has  evolved  because  of 
the  tremendous  strides  made  in  the  advancement  of 
medical  science  through  discoveries  in  the  biochem- 
istry of  the  body.  No  progressive  physician  today 
can  keep  abreast  of  the  newer  thoughts  in  therapy, 
particularly  of  the  endocrines,  the  vitamins,  the 
management  of  diabetes,  pernicious  anemia  and 
allied  conditions,  without  a thorough  appreciation  of 
the  basic  biochemical  principles  involved. 

In  the  present  work,  written  by  more  than  a score 
of  distinguished  teachers  and  clinicians,  the  full 
scope  of  biochemistry  is  presented  with  authoritative 
exactness.  To  the  physician  who  would  know  mod- 
ern medicine,  this  volume  will  be  a necessity. 
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niSFASES  OF  THE  LYMPH  NODES*t 
William  S.  Middleton,  M.D., 
Madison,  Wisconsin 

Tlie  intact  skin  and  mucous  membranes  offer 
the  first  line  of  resistance  to  bacterial  invasion. 
Passing  this  barrier  the  invading  organism  is  con- 
fronted by  fixed  and  circulating  cells  whose  reac- 
tion to  the  intruder  has  been  modified  by  anti- 
bodies, potent  factors  in  the  general  defense  mech- 
anism. Circulating  phagocytes,  conspicuously 
neutrophilic  polymorphonuclear  leukocytes,  and  to 
a lesser  degree  monocytes,  afford  mobile  forces 
of  offensive  defense.  The  neutrophil  is  vitally  im- 
portant in  the  conflict  with  practically  all  infec- 
tions, but  es]iecially  in  the  coccal  diseases.  Bunt- 
ing^ voices  the  opinion  that  “no  disease  which  runs 
its  course  with  a neutrophile  leukocytosis  is  fol- 
lowed by  a lasting  immunity,  except  scarlet  fever 
and  here  another  than  the  neutrophilic  cell  is  ap- 
parently responsible  for  the  immunity.”  The 
neutrophil  is  an  end  cell  incapable  of  transmitting 
its  properties  to  subsequent  generations  of  the 
same  order.  It,  furthermore,  has  neither  anti- 
toxic nor  antitoxin-producing  powers.  Nature 
must  rejxise  these  functions  in  other  cells. 

Bacteria,  bacterial  toxins  and  the  products  of 
the  IxKlily  reaction  to  the  same,  pass  centripetally 
from  the  seat  of  invasion  through  the  lymphatics 
as  a rule.  In  their  course  these  channels  are  in- 
terrupted hy  a series  of  more  or  less  effective 
filters  or  lymph  nodes.  These  units  vary  in  size 
from  a millimeter  to  two  centimeters,  and  number 
from  500  to  600  in  the  body.  Bunting^  divides 
their  general  distribution  into  those  of  the  body 
wall,  the  abdominal  cavity  and  the  thoracic  cavity. 
The  cranial  cavity  does  not  contain  lymph  nodes. 

\\  ithout  entering  into  too  involved  a discussion 
of  the  structure  of  the  lyni])h  node,  it  shoukl  be 
pointed  out  that  these  filters  have  two  separate 
histologic  and  functional  components,  d'he  re- 
ticuloendothelial cells  j)ossess  the  same  i>owers  as 
like  tissue  anywhere  in  the  body.  Phagocytosis 

• Presented  before  the  KiKhty-fourth  Annual  Session,  Iowa 
State  Mefliral  Society,  Davenport.  May  8,  9.  10,  1935. 

* F’rom  the  Department  of  Medicine,  University  of  Wisconsin. 


of  foreign  particles  and  bacteria  that  have  pene- 
trated the  first  lines  of  defense  or  for  which  the 
neutrophils  lack  the  capacity  of  ingestion  and 
digestion,  is  an  important  sjx?cific  function. 
Monocytes  may  arise  from  these  cells  and  in  event 
of  unusual  demand  the  embryonal  power  of 
hematopoiesis  may  be  restored  to  the  reticulo- 
endothelium  of  the  lymph  nodes.  The  lympho- 
cytes are  much  more  abundant  elements  of  the 
lymph  nodes  (as  well  as  the  spleen).  While 
these  cells  may  arise  in  the  bone  marrow,  the 
lymph  nodes  and  the  spleen  are  their  predominant 
source.  The  lymphocytes  are  produced  in  prodi- 
gious numbers.  Rous^  finds  that  one  and  a half 
to  two  times  as  many  lymphocytes  enter  the  cir- 
culation from  the  thoracic  duct  in  twenty-four 
hours  as  are  present  in  the  circulating  blood  at 
any  given  time.  The  lymphocytes  therefore  must 
disap])ear  from  the  blood  stream  at  a relatively 
rapid  rate.  Destruction  may  account  for  a j)or- 
tion  of  this  loss,  but  a considerable  factor  has  been 
defined  by  Bunting  and  Huston^  in  the  passage  of 
great  numbers  of  lymphocytes  into  the  lumen  of 
the  small  intestines.  Regardless  of  their  position, 
whether  in  the  lymph  nodes,  the  s|)leen  or  in  the 
circulating  blood,  lymphocytes  are  granted  a 
peculiar  capacity  to  fix  toxins.  In  the  intestinal 
tract  they  may  have  a digestive  as  well  as  an  anti- 
toxic function. 

In  general  it  may  be  concluded  “if  in  great  in- 
tensity. the  toxins  cause  necrosis  of  the  lynqdio- 
cytes ; if  in  proper  dilution,  one  finds  not  necrosis 
but  stimulation  and  proliferation,  with  the  ])ro- 
duction  of  antibodies.”'  In  contradistinction  to 
the  absence  of  a lasting  immunity  in  infectious 
disea.ses  attended  by  a neutrophil  leukocytosis. 
Bunting’’  states  the  corollary  that  those  diseases 
followed  bv  a lasting  immunity  have  a definite 
Ivmphocytosis  at  some  time  in  their  cour.se.  'I'he 
explanation  ap]>arently  lies  in  the  influence  of  the 
infectious  antigen  u])on  the  i)rogenitors  of  the 
mature  lymi)hocytes  to  the  end  that  the  successive 
crops  of  such  cells  iK)Ssess  the  immune  properties 
of  their  ancestors,  h'inally  fibroblasts  may  be  de- 
rived from  the  connective  tissue  framework  ami 
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the  blood  vessels  of  the  lymph  node,  and  may 
serve  an  important  part  in  restricting  or  limiting 
the  pathologic  process.  The  ultimate  wall  of 
fibrous  connective  tissue  about  many  lymphoid 
lesions  takes  its  origin  from  these  fibroblasts. 

The  resistance  of  lymphoid  tissue  varies  widely 
under  conditions  of  age  and  sex.^’  “■  ® Lymphoid 

resistance  increases  to  puberty.  An  apjiarent 
parallelism  exists  especially  in  the  male  between 
sexual  development  and  this  factor.  Thymic  ac- 
tivity also  parallels  the  lymphoid  resistance  at  this 
period,  when  the  lymphocytes  in  the  peripheral 
blood  take  their  highest  normal  level.  The  resist- 
ance to  such  diseases  as  influenza,  tulierculosis, 
typhoid  fever,  and  Hodgkin’s  disease  reaches  its 
maximum  in  the  five  or  si.x  years  before  pulierty. 
Immediately  after  puberty  the  resistance  of 
lymphoid  tissue  falls  rapidly  coincident  with 
thymic  atrophy.  From  fifteen  to  thirty  years  of 
age  the  incidence  of  diseases,  the  chief  resistance 
against  which  is  the  lymphocyte,  reaches  its  i>eak. 
The  male  is  two  to  three  times  as  susceptible  to 
diseases  of  the  lymph  nodes  as  is  the  female.  Re- 
covery of  lymphoid  resistance  occurs  after  the 
age  of  thirty  years.  With  very  little  deviation  the 
morbidity  and  mortality  for  the  above  cited 
diseases  follow  this  curve  of  lymphoid  resistance 
and  susceptibility.  In  the  final  analysis,  “The 
number  of  lymphocytes  in  the  circulation  and 
tissues  is  a measure  of  resistance  to  the  toxin  of 
the  infection.’’® 

Diseases  may  affect  the  lymph  nodes  inci- 
dentally, predominantly  or  exclusively.  There 
may  be  involvement  of  regional  or  draining  nodes 
in  local  infectious  or  neoplastic  processes.  The 
local  lymphadenoixithy  may  be  succeeded  by  a 
lesser  degree  of  j)articipation  of  the  more  remote 
nodes.  A general  lymphadenopathy  usually  with 
hepatomegaly  and  splenomegaly  presupposes  the 
operation  of  a general  lymphotoxin,  or  a dispro- 
portionate or  uncontrolled  lymphopoiesis  in  re- 
sponse to  a known  or  unknown  stimulus.  Held 
and  Goldbloom'^  among  others  have  suggested  a 
separate  or  disproportionate  representation  of  the 
two  histologic  elements  of  the  lymph  node  in  the 
different  diseases  involving  them.  Such  is  doubt- 
less the  case  but  overlapping  within  the  same  dis- 
ease in  different  individuals  or  in  the  same  patient 
at  different  times,  militates  against  its  general 
clinical  applicability.  The  density  of  the  involved 
lymph  nodes  depends  upon  a number  of  factors, 
important  among  which  are  the  firmness  and  ten- 
sion of  the  capsule,  the  nature  of  the  contained 
cells  and  the  degree  of  fibrosis  within  the  node. 
Fluctuation  occurs  in  the  presence  of  liquefaction, 
necrosis  and  suppuration.  Capsular  invasion  in 
the  inflammatory  or  neoplastic  involvement  of  the 


lymph  nodes  accounts  for  periadenal  adhesions 
that  in  turn  may  lead  to  fixation  to  the  surround- 
ing nodes,  the  skin  and  the  subjacent  structures. 

Aside  from  the  clinical  course  and  the  cited  local 
or  general  changes  in  the  lymphatic  system,  a 
number  of  laboratory  aids  may  be  invoked  in  the 
diagnosis  and  the  differential  diagnosis  of  diseases 
of  the  lymph  nodes.  In  this  direction  thought  is 
first  directed  to  the  blood  picture.  The  lymphoid 
reaction  or  paralysis  will  give  invaluable  evidence 
not  only  in  diagnosis  but  also  in  prognosis.  With 
coincident  marrow  depression,  depletion  or  re- 
placement, may  be  anticipated  anemia,  neutropenia 
and  thrombocytopenia.  Special  studies,  as  the 
sedimentation  speed  and  determination  of  the 
heterophile  antibody  content  of  the  serum,®  may 
ultimately  find  their  places  in  the  routine  investi- 
gation of  these  disorders.  Basal  metabolism  de- 
terminations have  a prognostic  significance  in  cer- 
tain diseases  of  this  group;  or  indeed,  if  there  be 
a leukopenia,  they  may  be  a measure  of  diagnostic 
value.  Roentgenographic  studies  of  any  deep  zone 
of  suspected  lymphoid  involvement  are  frequently 
illuminating.  Importantly  these  may  include  the 
thorax,  the  gastro-intestinal  and  genito-urinary 
tracts,  and  the  skeletal  system,  but  even  the  cranio- 
spinal cavity  may  require  investigation.  Lastly 
the  laborator}'  aid  of  widest  application  and  use- 
fulness is  the  biopsy.  Where  any  reasonable  doubt 
as  to  diagnosis  exists  after  the  clinical  study  and 
the  customary  laboratory  work,  recourse  should  be 
had  to  the  removal  and  microscopic  study  of  a 
characteristic  lymph  node.  Jackson®  writes.  “But 
biopsy  is,  so  far  as  I know,  the  only  sure  way  of 
making  a correct  diagnosis  and  a correct  diagnosis 
is  of  prime  importance  in  making  a prognosis  and 
in  giving  treatment.’’  In  another  connection^®  he 
cautioned  against  incision  of  a node,  advising  ex- 
cision. A further  word  of  caution  may  appear 
trite.  It  is  nevertheless  important.  In  the  desire 
to  avoid  unnecessary  trauma  and  dissection,  too 
frequently  improper  and  undiagnostic  tissues  are 
submitted  to  the  pathologist  for  study.  Too  much 
attention  cannot  be  paid  to  the  detail  of  the  elec- 
tion of  the  proper  site  and  tissue  for  biopsy.*  , 

Obviously  the  subject  of  lymph  node  diseases  is 
entirely  too  broad  for  detailed  discussion.  Ac- 
cordingly attention  is  herewith  directed  to  a series 
of  diseases  with  a predominant  or  exclusive 
lymphoid  expression.  Tuberculosis  is  used  as  a 
type  of  infectious  disease  in  which  the  resistance 

* The  Gordon  test  (Rose’s  Research  on  Lymphadenoma,  John 
Wright  and  Son,  London,  1932,  p.  9)  has  been  offered  as  a diag- 
nostic aid : but  its  larger  significance  is  the  suggested  approach 
to  the  etiology  of  Hodgkin’s  disease.  The  first  step  in  its  per- 
formance is  the  excision  of  an  involved  lymph  node.  Thereafter 
microscopy  offers  much  more  exact  information  than  the  neuro- 
iogic  changes  incident  to  the  intracerebral  and  intravenous  in- 
jection of  the  macerated  node  into  rabbits. 
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is  largely  by  means  of  the  lymphocytes.  Inciden- 
tally the  lymph  nodes  may  bear  the  burden  of  the 
fight  against  the  invasion  of  certain  tubercle  bacilli 
that,  by  inference  from  the  decrease  concurrent 
with  the  control  of  tuberculosis  in  cattle,  are  held 
by  some  to  be  of  the  bovine  type.  The  order  of 
involvement  is  either  regional  to  the  portal  of 
entry,  or  generalized  as  a constitutional  response 
to  the  lymphotoxin,  or  occasionally  to  the  wide- 
spread invasion  of  the  tubercle  bacilli  themselves. 
With  the  exception  of  the  remarkable  peak  in  the 
first  year  of  life,  the  age  and  sex  incidence  follow 
the  curves  of  lymphoid  resistance  and  susceptibil- 
ity suggested  by  Bunting.^'  ® Scrofula  of  the 
past  generations,  tuberculous  cervical  adenitis, 
may  be  taken  as  a type.  The  tonsils  or  the  oro- 
pharynx serve  as  the  portals  of  entry  in  this  local- 
ization. Other  points  of  entry  will,  of  course,  lead 
to  different  sites  of  regional  lymphadenopathy. 
The  clinical  course  is  marked  by  the  classical  con- 
stitutional symptoms  of  tuberculosis,  viz.,  fever, 
night  sweats,  weight  loss,  fatigue,  tachycardia, 
anorexia  and  vague  gastro-intestinal  symptoms. 
The  involved  cervical  nodes  take  the  peculiar  con- 
formation of  an  inverted  pyramid. The  largest 
nodes  are  at  the  angle  of  the  jaw  and  taper  off  to 
the  base  of  the  neck  where  the  smallest  appear. 
These  nodes  are  firm,  but  not  hard.  Fusion  may 
occur  between  the  respective  nodes  of  the  group, 
and  adhesions  between  the  nodes  and  the  overlying 
skin  and  the  underlying  tissues  are  the  rule.  In- 
flammatory edema  of  the  overlying  subcutaneous 
tissues  and  the  skin  may  be  expected.  Dimpling 
of  tbe  skin  is  common  at  the  site  of  adhesions. 
Tenderness  over  the  actively  inflamed  node  pre- 
vails. Fluctuation  may  develop  in  the  presence  of 
liquefaction,  and  sluggish,  persistent  sinuses  ap- 
pear spontaneously  or  after  incision  of  such  dis- 
integrated nodes.  The  Mantoux  test  will  be  help- 
ful in  the  proof  or  the  exclusion  of  tuberculosis 
at  the  age  of  predilection  for  lymphadenitis.  If 
the  resistance  is  high,  lymphocytosis  is  the  rule. 
In  the  presence  of  suppuration  the  lymphocytes 
fall  and  the  neutrophils  and  monocytes  rise.^^ 
Characteristic  is  the  low  eosinophil  count  in  tuber- 
culosis. The  sedimentation  rate  offers  indirect 
but  valuable  information  relative  to  the  course  of 
the  process.  With  increased  activity  the  speed  of 
sedimentation  of  the  erythrocytes  is  increa.sed, 
while  with  improved  resistance  this  rate  is  slowed. 
Roentgenograms  of  the  cervical  region  may  show 
mulberry-like  calcified  lymph  nodes,  at  times  in 
chains.  The  chest  should  be  examined  roentgeno- 
logically  in  all  subjects  with  tuberculous  adenitis. 
Where  the  lymphadenopathy  is  general,  the  biopsy 
must  be  resorted  to  for  the  definition  of  the  etio- 


logy ; for  this  type  of  tuberculous  lymphadenitis 
is  singularly  lacking  in  all  of  the  typical  local  de- 
tails above  outlined. 

Ewing^^  has  stated  that  “tuberculosis  follows 
Hodgkin’s  disease  like  a shadow.”  Three  lymph 
node  diseases,  Hodgkin’s  disease,  lymphocytic 
leukemia  and  lymphosarcoma,  are  properly  consid- 
ered together.  Indeed,  Bunting  and  Yates^'*  query, 
“If  the  same  effort  which  has  been  applied  to  the 
separation  of  the  members  of  the  group  had  been 
applied  in  an  attempt  to  bring  them  together,  would 
it  not  have  increased  our  understanding  of  them? 
In  other  words,  are  not  their  resemblances  greater 
than  their  differences  ?”  They  point  out  the  regu- 
larity of  a primary  focal  infection,  progressive 
lymphadenopathy  with  or  without  extranodal  tu- 
mors, chronic  septic  course,  fatal  termination  in 
two  to  five  years,  characteristic  blood  picture  even 
when  not  leukemic,  primary  lesion  in  the  germinal 
centers  of  the  lymph  nodes  leading  to  an  early  loss 
of  architecture,  and  finally  the  constant  occurrence 
of  diphtheroid  organisms  in  these  lesions.  Then, 
too,  transitions  between  two  component  members 
of  the  group  are  occasionally  reported.  Bunting® 
divides  these  proliferative  lesions  thus : 

1.  Aleukemic  leukemia  (pseudo-leukemia)  : Re- 
tention of  the  cells  within  the  capsule  of  the 
node,  so  that  very  little  change  occurs  in  the 
peripheral  blood  picture. 

2.  Chronic  lymphocytic  leukemia:  In  addition  to 
the  lymph  node  proliferation  the  cells  may  get 
into  the  circulation.  Coincident  bone  marrow 
involvement  serves  as  a distinguishing  detail 
in  necropsy  studies. 

3.  Lymphosarcoma:  An  invasive  growth  in  which 
the  capsule  of  the  lymph  node  is  traversed  and 
the  surrounding  tissues  infiltrated  by  the 
lymphocytes. 

4.  Metastasizing  aleukemia  : The  lymphocytes  en- 
ter the  blood  stream  in  large  numbers  but  soon 
leave  the  circulation  and  pass  into  other  tis- 
sues, especially  the  adipose  tissues.  The  blood 
picture  presents  a slight  lymphocytosis. 

The  theories  relative  to  the  etiology  and  patho- 
genesis of  the  several  diseases  of  this  group  cannot 
be  discussed  here  in  detail.  Suffice  it  to  say  that 
although  the  infectious  theory  of  the  origin  of 
Hodgkin’s  disease  holds  sway  in  some  quarters, 
there  is  no  unanimity  as  to  the  specific  agent.  The 
responsibility  of  the  Corynebacterium  Hodgkini 
advanced  by  Bunting  and  Yates^®  is  not  generally 
admitted.  Medlar’®  has  recently  suggested  that 
Hodgkin’s  disease  is  a “pleomorphic  aggregatio:i 
of  cells  which  represent  the  developmental  cycle  of 
the  megakaryocyte.”  He  offers  the  suggestive 
term,  megakaryoblastoma. 
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The  clinical  picture  of  Hodgkin’s  disease  offers 
many  variations.  The  male  sex  is  affected  two  to 
tliree  times  as  commonly  as  the  female.  Typically 
it  is  an  affection  of  the  age  ixndod  from  fifteen  to 
thirty  years  for  the  male  and  somewhat  older  for 
the  female.  The  curve  is  marked  hv  a slight  peak 
between  five  and  ten  years  of  age,  then  a fall  in 
the  next  five  years  and  a sustained  climh  from 
fifteen  to  thirty  years  with  a fall  toward  the  end 
of  this  period.  As  stated,  the  peak  for  the  female 
occurs  later  than  that  for  the  male,  42  jier  cent  of 
the  cases  among  women  occurring  after  the  thir- 
tieth year  as  compared  with  27  per  cent  among 
men.  A slight  accession  appears  in  the  female 


Fip:.  1.  Photograph  of  patient  with  Hodprkin’s  disease,  demon- 
strating: the  pyramidal  configuration  of  cervical  nodes. 

incidence  at  the  menopause.^  The  local  manifes- 
tations differ  naturally  with  the  predominance  of 
the  lesion.  If  the  accessible  groups  of  lymph  nodes 
be  jireponderantly  involved,  the  diagnostic  prob- 
lem may  he  lightened.  Tyjfically  jirogressive,  pain- 
less enlargement  of  a group  of  nodes  is  the  order. 
If  in  the  cervical  region,  one  side  is  first  enlarged 
and  then  the  contralateral  side  may  he  affected. 
The  involved  nodes  jiresent  a characteristic  car- 
tilaginous resistance  that  may  become  more  firm 
with  advancing  fibrosis.  Their  arrangement  is  in 
contrast  to  the  nodes  of  tuberculous  adenitis  in  that 
the  a]ie.x  of  the  pyramid  is  at  the  angle  of  the  jaw 
and  the  largest  nodes  are  at  the  base  of  the  neck.^^ 
(Fig.  1.)  The  involved  nodes  are  discrete  from 
each  other  and  free  from  adhesions  to  the  sui't 
rounding  tissue.  Only  late  in  the  disease  may 


there  he  apparent  fusion  of  the  nodes,  but  upon 
dissection  the  ])eriadenal  adhesions  are  usually 
easily  broken.  Constitutional  symptoms  of  fever, 
weight  loss,  asthenia,  and  anemia  are  evidences  of 
the  advancing  cachectic  .state.  The  fever  is  usually 
remittent  or  intermittent.  The  classical  Pel-Eh- 
stein  type  of  fever  is  an  infreciuent  manifestation. 
It  is  characterized  by  bouts  of  remittent  fever  last- 
ing several  days  to  a week  or  two,  succeeded  l)y 
several  days  or  weeks  of  an  afebrile  course.  Once 
the  cycle  is  fixed,  it  may  occur  at  remarkably  reg- 
ular intervals.  Pruritus  may  he  an  early  and  .soli- 
tarv  .symi)tom  of  Hodgkin’s  disease.  Pressure 
manifestations  may  he  the  earlie.st  signs  of  exclu- 
sive intrathoracic,  intra-ahdominal  or  intraspinal 
involvement,  or  they  may  occur  late  in  the  course 
of  a primary  cervical,  axillary  or  inguinal  lesion. 
4'he  range  of  pressure  signs  is  too  great  to  jiermit 
discussion  at  this  time.  Interestingly,  spontaneous 
jiartial  remissions  in  the  local  and  constitutional 
evidences  of  Hodgkin’s  disease  may  occur  from 
time  to  time. 

The  diagnosis  of  hlodgkin’s  di.sease  is  admitted 
on  the  basis  of  the  clinical  course  and  the  physical 
character  of  the  involved  lymph  nodes ; hut  con- 


Fiff.  2.  Roentgenogram  of  the  above  subject  with  Hodgkin’s 
disease  involving  the  superior  mediastinum. 

firmation  by  biopsy  is  in  order.  In  event  of  in- 
trathoracic or  other  visceral  lesions,  roentgeno- 
graiihic  study  may  he  invaluable  in  diagnosis  and 
prognosis.  (Fig.  2.)  The  roentgenogram  may 
show  the  skeletal  system  to  be  characteristically 
involved.  The  blood  picture  is  extremely  signifi- 
cant.^’ Ifarlv  there  are  merelv  the  indications  of 
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the  action  of  a lyiiiphotoxin.  The  total  leukocyte 
count  is  normal  or  slightly  elevated.  There  is  a 
very  temi)orar\-  lymphocytosis.  The  eosinophil 
cells,  basopliiles  and  monocytes  are  increa.sed.  The 
monoc\  tes  may  reach  ten  per  cent  and  the  eosino- 
])hil  cells  over  30  per  cent  of  the  total  leukocyte 
count.  Then,  too,  the  platelets  are  early  increased. 
Soon  there  occurs  a gradual  decline  in  the  lymjiho- 
cvtic  resistance  reflected  in  a progressive  lympho- 
])enia  in  the  peripheral  blood  until  a point  beyond 
which,  with  lymphadenopathy,  and  in  the  absence 
of  suppuration,  the  blood  picture  is  virtually 
pathognomonic  of  Hodgkin's  disease.  The  total 
leukocyte  count  frequently  exceeds  20,000.  The 
lymphocytes  ma\-  number  only  one  or  two  per 
cent  in  extreme  cases  and  they  are  frequently  ex- 
ceeded by  the  monocytes.  The  neutro])hils  may 
reach  90  to  98  per  cent  at  this  time.  Eosino])hils 
and  basopliiles  disappear  from  the  picture.  A 
grave  hypochromic  anemia  prevails  eventually  in 
a majority  of  these  patients.  Only  occasional  in- 
stances of  chronic  hyperplastic  tuberculosis  may 
be  confused  with  Hodgkin’s  disease  on  the  basis 
of  the  late  blood  picture. 

Leukemia,  whether  lymphoblastic  or  lymphocy- 
tic, leukocythemic  or  aleukocythemic,  offers  the 
next  diagnostic  problem.  Lymph  node  involve- 
ment characterizes  all  forms  of  lymphatic  leukemia 
which  occur  three  times  as  freciuently  in  the  male 
as  in  the  female.  Acute  lymphoblastic  leukemia 
is  rare  after  twenty-five  years  of  age  and  the  usual 
incidence  is  before  puberty.  Its  clinical  picture 
strongly  suggests  an  infectious  process  in  the  fe- 
brile course,  angina  and  rapid  prostration.  The 
oiLset  with  ulceration  of  the  gums,  na.sal  or  pharvn- 
geal  mucous  membranes  furthers  this  impression. 
'I'he  fever  is  usually  shar])ly  remittent.  The  jiulse 
rate  is  commonly  disproportionately  elevated.  The 
])rostration  is  early,  profound  and  progressive. 
Extreme  lymphoid  hyperjilasia  or  infiltration  of 
the  gums  leads  to  early  submergence  of  the  teeth, 
especially  the  molars.  Ulceration  occurs  there- 
after and  local  gangrene  may  supervene.  In  the 
later  j>roce.ss  \’inccnt’s  organisms  may  ]>articipate 
either  as  exciting  or  contributing  agents.  Extreme 
degrees  of  swelling  may  be  found  in  the  Waldeyer 
ring.  'I'his  circumstance  may  lead  to  marked  re- 
sj)iratory  and  deglutitory  difficulty.  The  regional 
l\inph  nodes  are  first  involved  but  evenluallv  all 
lymphoid  tissue  partici]>ates.  General  lympha- 
denoj)athy  with  hepatomegaly  and  splenomegaly  is 
the  rule.  The  involved  nmles  are  relativelv  soft 
(as  conqiared  with  those  of  tuberculosis  and  I f(Klg- 
kin’s  disease),  n(»n-sensitive,  discrete  and  freely 
movable,  h'luctuation  through  sui)imration  does 
not  occur.  Purpura  may  dominate  the  picture. 


The  diagnosis  of  lymphoblastic  leukemia  is  usu- 
ally made  from  the  studies  of  the  blood.  A hyjier- 
leukocytosis  is  the  rule ; but  cases  of  the  disease 
may  run  their  course  with  a leukopenia.  Ere- 
quently  these  aleukocythemic  forms  have  an  ex- 
treme rise  of  the  leukocyte  count  toward  the  end 
of  life  or  preagonally.  Of  the  usual  80,000  to 
100,000  total  leukocytes,  up  to  90  per  cent  will  be 
mononuclear  in  form  and  their  immaturity  will 
be  striking.  Even  in  the  aleukocythemic  form  of 
the  disease  this  circumstance  will  lie  arresting,  al- 
though occasionally  biopsies  of  the  lunph  nodes 
or  the  bone  marrow  may  be  re<[uired  to  fix  the 
diagnosis  in  this  type.  Interestingly  an  apparent 
effort  toward  compensation  develops  in  the  pres- 
ence of  immature  cells  of  the  myeloid  series  in  the 
peripheral  blood.  Differentiation  of  these  imma- 
ture forms  of  lymphoid  and  myeloid  origins  may 
be  sought  by  the  peroxydase  reaction.  It  should 
be  borne  in  mind  that  all  cells  from  the  marrow 
do  not  show  this  characteristic  reaction ; hence  it 
is  only  significant  in  positive  instances  and  not 
differential  if  negative.  Anemia  and  thrombocy- 
topenia are  constant  features.  The  basal  meta- 
bolic rate  is  elevated  in  both  forms  of  lymphoblas- 
tic leukemia.  Remissions  are  practically  unknown 
in  this  disease. 

Turning  to  chronic  lymphatic  or  lymphocytic 
leukemia  the  clinical  jiicture  changes  sharply.  The 
predominance  of  the  incidence  in  the  male  sex 
still  prevails  at  the  rate  of  three  to  one.  Alinot 
and  Isaacs’’*  give  the  age  range  as  forty-five  to 
fifty-five  years.  Eighty  per  cent  of  lymphocytic 
leukemia  cases  occur  in  individuals  over  fifty-one 
years  of  age.  Its  onset  is  usually  very  gradual, 
and  professional  advice  is  sought  either  because 
of  obvious  lympbadenopathv  or  jirogressive  weak- 
ness and  early  fatigability.  Constitutional  mani- 
festations may  include  inconstant  fever,  tachy- 
cardia and  pallor.  General  lymiihadeno])athy  ulti- 
matelv  exists  in  all  cases,  d'hese  nodes  are  not 
sensitive  nor  hard.  They  remain  discrete  and  non- 
adherent. Ilejiatic  enlargement  i.s”  usually  dis])ro- 
jiortionate  to  the  sjilenomegaly  which  remains  mod- 
erate. The  cutaneous  manifestations  may  be  mul- 
tiform. Pressure  signs  in  the  body  cavities  or 
from  the  i>eri|)heral  node  aggregations  may  be 
]irominent.  Hleeding  into  the  skin  and  mucous 
membranes  may  be  a late  sign.  Remissions  of 
varying  degrees  may  occur  in  the  local  and  gen- 
eral evidences  of  this  form  of  leukemia. 

The  clinical  course,  nature  and  distribution  of 
the  lymph  node  involvement,  hepatomegaly  and 
s])Ienomegal\  ordinarily  conclude  the  diagnosis  of 
lymphocytic  leukemia.  If  not.  the  blood  picture 
will  usually  be  diagnostic.  Tbere  i-'  commonly  a 
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hypochromic  anemia  of  mild  to  moderate  degree. 
Extreme  hyperleukocytosis  is  not  the  rule.  Total 
white  cell  counts  of  over  200,000  and  under  50,000 
are  recorded.  The  average  will  be  in  the  neigh- 
borhood of  150,000.  Of  this  number  from  80  to 
over  90  per  cent  will  be  ly  mphocytes.  From  time 
to  time  blasts  may  ajipear  in  the  peripheral  blood 
and  the  peroxydase  reaction  will  assist  in  their 
denomination.  Progressive  reduction  of  the  blood 
platelets  may  presage  an  oncoming  purpura.  The 
heterophil  antibody  titer  is  low  in  lymphocytic 
leukemia.  The  basal  metabolic  rate  is  usually  ele- 
vated and  its  trend  affords  valuable  information 
that  will  be  discussed  with  reference  to  therapy. 
Biopsy  of  the  lymph  nodes  or  the  bone  marrow 
may  be  required  to  establish  the  diagnosis  of  the 
aleukocythemic  lymphocytic  leukemia,  although 
careful  and  repeated  blood  studies  usually  raise 
the  issue. 

An  unusual  form  of  aleukemia  bears  the  name, 
Mikulicz’s  disease.*  It  is  characterized  by  chronic 
symmetrical  painless  enlargement  of  the  lacrimal 
and  salivary  glands.  Conditions  other  than 
lymphomata  may  have  a similar  distribution  of 
lesions.  At  times  the  lymphoid  involvement  may 
be  widely  spread : bnt  as  a rule  the  lacrimal  and 
salivary  glands  alone  are  affected.  The  localiza- 
tion of  the  swelling  to  these  glandular  sites  is  typi- 
cal. Extreme  edema  of  the  eyelids  may  attend 
the  lacrimal  gland  involvement.  Injection  and 


Before  roentpren  therapy  After  roentgen  therapy 

Fig.  3.  Photographs  of  a patient  with  Mikulicz’s  disease. 

chcmosis  of  the  conjunctiva  may  be  extreme. 
Ectropion  is  common  and  serious  corneal  ulcera- 
tion occasionally  develops.  The  peripheral  blood 
contains  no  excess  of  lymphocytes.  The  diagnosis 
of  Mikulicz’s  disease  may  be  made  upon  inspec- 
tion. The  involved  glands  are  usually  firm  but  not 
hard.  Microscopy  of  excised  glandular  tissue  will 
clinch  the  point. 

♦ No  attempt  is  herein  made  to  differentiate  between  Mikulicz’s 
disease  and  Mikulicz’s  syndrome.  In  the  strict  analysis  the 
former  term  should  be  limited  to  a chronic  lymphocytic  infiltra- 
tion and  fibrosis  involving  the  lacrimal  and  salivary  glands,  while 
the  latter  is  an  inclusive  term  for  a series  of  pathologic  processes, 
as  leukemia,  lymphosarcoma,  Hodgkin’s  disease,  mycosis  fun- 
goides,  tuberculosis,  and  syphilis,  affecting  these  glands. 


An  increasing  interest  has  arisen  within  recent 
years  in  the  old-fashioned  subject  of  glandular 
fever  by  reason  of  the  amazing  blood  picture  that 
sometimes  attends  its  course.  To  this  condition 
Sprunt  and  Evans^®  applied  the  term,  infectious 
mononucleosis.  Lately  Tidy-*’  has  taken  vigorous 
exception  to  the  separate  consideration  of  these 
conditions.  In  all  probability  he  is  fundamentally 
correct ; although  there  is  no  gainsaying  the  oc- 
currence of  glandular  fever  without  singular 
changes  in  the  blood  picture,  it  seems  logical  to 
consider  the  unusual  so-called  mononucleosis  an 
occasional  e.xpression  of  glandular  fever  rather 
than  a separate  entity.  Its  particular  interest  lies 
in  the  confusion  with  the  much  more  serious  acute 
lymphoblastic  leukemia.  Infectious  mononucleo- 
sis, or  glandular  fever  with  this  unusual  blood  pic- 
ture, is  a disease  of  childhood  or  early  adult  life. 
Apparently  these  cases  showing  the  mononucleo- 
sis have  occurred  preponderantly  during  the  col- 
lege years,  since  many  of  the  larger  series  of  re- 
ported cases  have  come  from  such  communities. 
Hence  it  falls  in  the  period  of  lowered  lymphoid 
resistance.  The  epidemic  incidence  of  the  disease 
is  significant;  and  if  the  etiologic  agents  should 
prove  to  be  the  organisms  of  Vincent,  as  claimed 
by  Gorham  and  his  associates,^^  the  circumstances 
of  its  epidemiology  would  be  easier  of  explana- 
tion. The  affection  is  initiated  much  after  the 
manner  of  any  acute  respiratory  infection  with  a 
stuffy  head,  sore  throat  and  general  malaise.  Rigor 
attends  the  febrile  reaction  and  early  prostration 
of  a moderate  degree  occurs.  The  fever  ranges 
from  101  to  104  degrees.  A marked  change  in 
disposition,  usually  to  a state  of  distinct  irritabil- 
ity, is  observed.  Somnolence  may  be  marked. 
The  inflammatory  changes  in  the  conjunctivae, 
nose  and  throat  are  of  incidental  interest  in  the 
present  relation.  Ulceration  may  occur  in  the  ton- 
sils or  pharynx.  Jaundice  is  an  uncommon  sign. 
Quite  early,  enlargement  of  the  lymph  nodes  of 
the  posterior  cervical  chain  may  be  noted.  There- 
after, the  lymphadenopathy  may  become  univer- 
sal, including  the  liver  and  the  spleen.  Indeed,  it 
is  unusual  to  find  no  appreciable  splenomegaly. 
The  lymph  nodes  are  firm,  not  hard.  They  like- 
wise are  painless  and  discrete.  Relapses  may  oc- 
cur in  the  course  of  the  rather  protracted  conval- 
escence. 

The  diagnosis  of  infectious  mononucleosis  is 
usually  made  upon  the  study  of  the  blood,  although 
suspicion  of  the  existence  of  a blood  dyscrasia  may 
have  attended  the  clinical  examination.  Earl}-  a 
neutrophilic  leukocytosis  may  pertain  for  a short 
jieriod.  With  the  manifest  adenopathy,  lympho- 
cytosis prevails.  The  total  white  cell  count  ranges 
from  10,000  to  30,000.  Few  patients  fail  to  show 
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an  increase  in  the  total  figure ; just  as  seldom  does 
this  number  exceed  30,000.  An  inversion  of  the 
polymorphonuclear-lymphocyte  ratio  is  antici- 
pated. The  percentage  of  the  cells  of  the  mononu- 
clear order  may  reach  as  high  as  90.  These  cells 
of  lymphoid  origin  may  be  indistinguishable  from 
the  common  large  and  small  lymphocytes  of  the 
peripheral  blood ; or  they  may  be  atypical  “leuko- 
cytoid”  lymphocytes  dependent  upon  higher  dif- 
ferentiation or  special  cell  activity.^^  The  hetero- 
phil antibody  titer  is  unusually  high,  a point  of 
differential  value.®  Actually  the  close  clinical  ob- 
servation of  the  patient  with  infectious  mononu- 
cleosis will  quiet  fears  as  to  the  existence  of  the 
fatal  acute  lymphoblastic  leukemia  with  which  it 
may  readily  be  confused.  Even  in  the  early  pros- 
tration of  the  patient  with  infectious  mononucleo- 
sis there  is  no  suggestion  of  the  profound  depres- 
sion and  depletion  that  mark  the  course  of  lympho- 
blastic leukemia.  The  oral  status  of  the  two  con- 
ditions is  usually  quite  different.  Local  ulceration 
may  occur  on  the  tonsils  or  in  the  pharynx  of  pa- 
tients with  infectious  mononucleosis ; but  there  are 
no  such  infiltrations  and  necrosis  of  the  gingival 
tissue  as  are  commonly  seen  in  lymphoblastic  leuk- 
emia. Extreme  anemia  and  thrombocytopenia  are 
peculiar  to  lymphoblastic  leukemia,  and  unusual  in 
the  patient  with  infectious  mononucleosis.  The 
blood  studies  in  the  two  conditions  will  be  differ- 
entially diagnostic  to  the  trained  hematologist. 
The  prognoses  will  be  discussed  in  another  rela- 
tion. 

Lymphosarcoma  is  a further  representative  dis- 
ease of  the  lymph  nodes.  Its  incidence  follows 
the  rule  of  male  predominance  noted  in  other  dis- 
eases of  these  tissues.  While  it  may  occur  in  the 
very  young,  the  period  of  its  greatest  occurrence 
is  between  twenty-five  and  fifty-five  years.  In 
general  it  may  be  said  to  take  up  the  curve  where 
tuberculosis  and  Hodgkin’s  disease  begin  to  release 
their  hold.  Any  lymphoid  tissue  in  the  body  may 
be  the  primary  seat  of  involvement  in  lymphosar- 
coma, and  visceral  or  inaccessible  lymph  node  inva- 
sion may  pertain  throughout  its  course.  Occur- 
ring in  the  accessible  lymph  nodes  of  the  neck, 
axillae  or  groins,  certain  characteristics  may  be 
noted.  Unilateral  or  unequal  distribution  is  the 
rule,  although  from  an  initial  site  lymphosarco- 
matous  metastases  may  spread  throughout  the 
body.  The  involved  node  or  nodes  are  almost 
boney  hard.  (In  the  scale  of  firmness  they  are 
excelled  only  by  lymph  nodes  the  seat  of  extensive 
carcinomatous  metastases).  Fusion  between  ad- 
jacent involved  nodes  and  adhesions  to  the  over- 
lying  and  underlying  tissues  occurs  early  in  the 
process.  These  lymph  nodes  are  not  sensitive. 


Ordinarily  there  is  no  inflammation  of  the  attached 
overlying  skin,  and  suppuration  of  the  nodes  is 
rare  in  the  untreated  case.  Constitutional  symp- 
toms, excepting  weakness,  are  uncommon,  al- 
though fever  does  occur  at  times,  possibly  from 
necrosis  in  the  neoplasm.  From  the  nature  of  the 
involvement  serious  pressure  consequences  may 
be  anticipated.  These  differ  widely  depending 
upon  the  location  of  the  tumor.  Important  viscera 
in  the  body  cavities,  nerves,  blood  vessels,  lymphat- 
ics, air  passages  or  esophagus  may  feel  the  en- 
croachment and  lend  their  localizing  evidences  of 
the  same  in  symptoms  and  signs.  Remissions  are 
unusual  in  this  condition. 

The  diagnosis  of  lymphosarcoma  depends  upon 
the  above  cited  factors  in  the  history  and  course, 
together  with  the  distril)ution  and  the  nature  of  the 
lymph  node  masses.  The  roentgenogram  offers 
invaluable  aid  in  localizing  and  defining  deep 


Fig.  4.  Roentgenogram  of  a patient  with  lymphosarcoma. 

seated  tumors.  (Fig.  4.)  The  blood  picture  is 
not  diagnostic.  A hypochromic  anemia  eventually 
develops  and  a moderate  polymorphonuclear  leuk- 
ocytosis is  found.  Biopsy  of  the  affected  lymph 
nodes  will  afford  the  final  link  in  the  chain  of  evi- 
dence. 

The  prognosis  of  lymph  node  diseases  varies 
widely.  While  a chronic  affection,  tuberculous 
cervical  lymphadenitis  usually  does  well  under 
proper  management.  The  greatest  danger  in  such 
patients  is  the  coincident  existence  of  a widespread 
infection  elsewhere  in  the  body.  The  outlook  in 
those  tuberculous  subjects  with  general  lympha- 
denopathy  is  not  universally  good.  Certain  of 
these  patients  go  down  hill  progressively  in  spite 
of  apparently  ideal  conditions.  Hodgkin’s  dis- 
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ease,  lymphoblastic  and  lymjihocytic  leukemia  and 
lymphosarcoma  jiresent  uniformly  unfavorable 
prospects  from  the  standpoint  of  recovery.  Pa- 
tients with  Hodgkin’s  disease  usually  live  from 
two  to  five  years  from  the  initial  symptoms.  Minot 
and  Isaacs--’’  give  the  average  duration  of  life  as 
2.76  years.  Women  with  the  disease  live  longer 
than  men,  and  the  length  of  life  is  greater  in  men 
over  thirt\--five  and  women  under  twenty-five 
years  of  age  than  in  younger  men  and  older  women. 
The  jirognosis  of  lymphoblastic  leukemia  is  uni- 
formly fatal.  U])  to  the  present  time  survival 
creates  doubt  as  to  the  correctness  of  the  diagno- 
sis. Such  ]iatients  survive  only  eight  to  twelve 
weeks  in  a majority  of  instances.  Ry  contrast 
death  from  infectious  mononucleosis  is  unknown. 
The  average  duration  of  life  in  patients  with 
lymphocytic  leukemia  is  3.45  years. The  span  is 
.shorter  in  younger  victims  of  the  disease.  The 
figures  for  lymphosarcoma  are  less  definite:  but 
two  to  three  years  is  the  average.  In  three  of 
these  conditions.  Hodgkin’s  disease,  lymjdiocytic 
leukemia  and  lymphosarcoma,  roentgen  therapy 
oiTers  the  prosjiect  of  marked  alleviation  of  syiu])- 
toms  and  a longer  ]XM'iod  of  comfort  and  indeiiend- 
ence : hut  cure  is  no  longer  anticipated  and  the 
actual  duration  of  life  is  not  ajiiu-eciably  prolonged 
by  this  means. 

The  agents  directed  toward  the  treatment  of 
diseases  of  the  lymph  nodes  are  limited  but  they 
vary  with  the  indications.  .Suiiportive  measures 
of  rest,  high  caloric  diet,  fresh  air  and  sunlight 
are  nniver.sally  applicable  in  the  intere.st  of  the 
general  resistance  of  the  patient.  Drugs  have  only 
a ]4ace  in  the  symptomatic  therapy  of  diseases  of 
the  lymph  nodes.  Ar.senic  is  sometimes  advised 
hut  there  is  little  evidence  in  its  favor.  No  treat- 
ment avails  in  lymphoblastic  leukemia  and  sympto- 
matic treatment  alone  is  indicated  in  infectious 
nononucleosis.  In  tuberculous  lympbadenitis  it 
is  important  to  measure  tbc  dosage  of  sunlight  (or 
ultraviolet  e.xjiosure)  just  as  any  other  physical 
agent:  hut  in  the  majority  of  instances  its  judi- 
cious use  is  attended  by  excellent  results.  Surgi- 
cal excision  of  the  involved  nodes  in  this  condition 
offers  the  he.st  a])])roach  in  some  cases.  Other 
surgical  indications  may  he  met  as  they  arise.  The 
use  of  the  roentgen  ray  in  the  treatment  of  tuher- 
culous  lyiu])hadenitis  is  attended  by  practical  as 
well  as  theoretic  objections.  Not  only  is  the 
hmjihocyte  highly  susceptible  to  the  roentgen  ray 
hut  it  is  most  essential  in  the  natural  resistance  to 
the  disease.  Offered  as  an  agent  in  stimulating 
Ivmphoid  activity,  the  roentgen  ray  carries  the 
serious  threats  of  destroying  this  natural  barrier, 
favoring  massive  necrosis  in  the  affected  lymjih 


nodes,  and  disseminating  the  infection.  If  it  be 
used  at  all,  it  would  .seem  available  only  in  favor- 
ing the  reduction  of  the  lyiujihadenoiiathy  after 
the  active  stage  of  the  disease  has  subsided. 

Deej)  (high  voltage)  roentgen  therapy  in  meas- 
ured doses  finds  a real  place  in  the  treatment  of 
Hodgkin’s  disease,  lymjihocytic  leukemia  and 
lym])ho.sarcoma.  The  general  hygienic  considera- 
tions of  rest,  diet,  fre.sh  air  and  sunlight  must  not 
be  overlooked  in  this  connection.  The  surgical 
extirpation  of  the  primary  mass  and  regional  nodes 
in  Hodgkin’s  disea.se  and  lympho.sarcoma  has  been 
])racticed  with  a measure  of  success  by  some  sur- 
geons: but  this  plan  seems  to  be  losing  favor  and 
roentgen  tberapy  to  be  gaining  ground.  Murphy-^ 
proved  the  destructive  action  of  the  roentgen  ray 
niion  lymi)hoid  tissue.  Bunting’’  points  out  that 
the  intermediate  and  the  small  lymphocytes  are 
more  susceptible  to  the  roentgen  ray  than  is  the 
lymjihoblast.  I.saacs-’  offers  an  interesting  e.xjila- 
nation  of  the  action  of  this  agent,  “all  doses  are 
stimulating,  the  larger  doses,  however,  causing 
such  a rapid  rate  of  growth  that  the  normal  end 
is  soon  reached,  and  the  cellular  activities  then 
appear  to  he  ‘de|n'essed.’  ’’  In  effect  he  postulates 


Before  After 

FiK.  5.  Roentj^enograms  illustrating  the  response  of  mediastinal 
Hodgrkin’s  disease  to  roentgen  therapy. 


an  acceleration  of  the  life  span  of  the  susceptible 
l\-mphocyte,  and  death  from  jn-emature  senility 
rather  than  from  the  direct  destructive  action  of 
the  roentgen  ray.  Whatever  the  manner  of  ac- 
tion. this  group  of  patients  shows  a remarkable 
responsivity  to  such  exjiosure  in  the  melting  of 
Ivmphoid  masses  (Fig.  5),  subsidence  of  pres- 
sure signs,  control  of  the  leukemic  blood  picture 
and  amelioration  of  the  constitutional  symjitoms. 
Lym])hosarcoma  is  the  most  sensitive  of  the 
group  and  the  disappearance  of  masses  of  this 
order  under  the  influence  of  radiation  (roentgen 
ray  or  radium)  is  most  impressive.  In  lympho- 
cytic leukemia’-'*  and  Hodgkin’s  disease-’^  the  basal 
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metabolic  rate  acts  as  an  accurate  guide  to  the 
availaliility  of  roentgen  therapy.  Leuko|ienia  does 
not  constitute  a contraindication  to  roentgen  ther- 
apy in  these  conditions  if  the  hasal  metabolic  rate 
be  elevated.  A low  lymphocyte  content  arrests  the 
attention,  however.  Anemia  and  thrombocyto- 
penia are  danger  signs.  Hemoglobin  readings  be- 
low 50  per  cent  and  erythrocytes  below  2,500,000 
may  be  taken  as  indications  for  transfusions  pre- 
])aratory  to  this  type  of  therapy.  Frank  purpura 
is  usually  given  as  a distinct  contraindication.  If 
these  cautions  and  danger  signals  are  observed, 
many  of  the  adverse  results  of  roentgen  therapy 
in  diseases  of  the  lymph  nodes  may  be  averted. 
Even  the  ajiparently  hopeless  case  may  be  greatly 
benefited  by  radiation.  Unfortunately  it  does  not 
offer  a cure : eventuall}'  these  patients  come  to  a 
stage  where  the  roentgen  ray  is  no  longer  effective, 
and  death  ensues. 
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MEDICAL  CLINIC 

I he  case  record  of  tliis  patient,  Mr.  Thompson, 
sixty-tliree  years  of  a.^e,  lias  been  afforded  me  by 
Dr.  Lamb.  He  complains  chiefly  of  inaliility  to 
walk.  Apparently  bis  story  ^oes  back  to  1930 
when  be  first  complained  of  jiarestbe-sia  in  bis  feet, 
legs  and  hands.  1 here  was  at  that  time  no  medical 
treatment  but  in  July,  1931,  be  was  told  by  bis 
physician  that  be  bad  2,000,000  red  blood  cells, 
and  tbereujion  was  placed  on  ventriculin  therapy. 
Of  the  episode  I know  no  further,  except  that  be 
has  bad  several  hospital  admissions  since,  and  one 
of  those  was  because  of  an  accident,  klis  present 
complaint,  as  I have  stated,  relates  entirely  to  his 
inability  to  walk,  but  he  says  that  about  a year  ago 
there  developed  some  painless  swelling  in  the  neck, 
and  he  told  me  a moment  ago  there  have  been 
determined  certain  others  about  bis  body.  The 
family  history  is  significant  in  that  there  is  an 
incidence  of  an  anemia  or  some  blood  disease  that 
led  to  the  death  of  a brother  at  fifty-two  years. 

Insofar  as  bis  examination  is  concerned,  von 
have  all  the  advantages  that  I have,  an  individual 
who  is  obviously  senile,  with  a peculiar  pallor, 
who  lies  relatively  comfortably  in  bed;  gray  hair; 
pupils  equal  and  centrally  placed,  reacting  to  light. 
His  tongue  shows  normal  ]iapillary  markings  in 
the  center  of  the  dorsum  with  slight  atrojiby  at 
the  edges.  There  is  no  redness,  however.  In  the 
cervical  region  there  is  a series  of  nodes  that 
vary  in  consistency.  'Fbey  are  not  tender.  There 
is  a submental  node  that  is  somewhat  harder  than 
the  rest,  in  distinct  contrast  to  the  almost  cartil- 
aginous feel,  as  of  the  nose,  in  the  anterior  cer- 
vical chain. 

The  nails  are  slightly  down-curved.  I call  at- 
tention to  that  fact  because  there  is  a peculiar 
type  of  anemia  in  which  the  finger  nails  are  spoon- 
shaped (koilonychia) , the  so-called  idiojiathic 
hypochromic  or  achlorhydric  anemia  that  occurs 
particularly  in  women  at  the  time  of  the  meno- 
pau.se.  The  peripheral  vessels  are  somewhat 
thickened.  It  is  interesting  that  the  pulses  are 
equal.  (In  final  examination  of  students.  1 al- 
ways add  ten  |M)ints  when  they  feel  both  inilscs  at 
once.)  'I'hc  ejiitrochlear  nodes  arc  not  palpable 
on  the  left.  I'lie  axillary  nodes  are  palpable  and 
number  six  or  eight  on  either  side.  'I’hev  are  char- 
acteristically cartilaginous  in  feel,  discrete  and  not 
tender.  An  ciiitrochlear  node  on  the  right  is  casilv 
|)alpal)lc.  The  inguinal  nodes  are  hilateralK  j)al- 
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pable,  although  not  unusually  excessive.  The 
chest  is  of  emphysematous  form,  with  an  increase 
in  the  anterior  posterior  diameter,  and  a definite 
increase  in  the  right  subcostal  angle.  Obviously 
a general  examination  is  out  of  order  in  this  rela- 
tion. A systolic  murmur  is  audible  at  the  cardiac 
apex,  slightly  transmitted  out,  and  a second  sys- 
tolic murmur  is  heard  at  the  base. 

Placing  the  patient’s  right  arm  behind  his  back, 
with  the  legs  flexed  on  thighs,  thighs  on  trunk,  the 
patient’s  head  slightly  flexed,  the  arm  placed  be- 
hind the  back,  behind  the  eleventh  and  twelfth 
ribs,  and  elevating  the  same,  you  have  a replace- 
ment of  the  usual  palpating  hand.  This  passive 
position  apparently  effects  a greater  advantage 
than  will  the  elevating  hand  of  the  examiner.  The 
abdominal  muscles  are  distinctly  spastic.  I can- 
not convince  myself  of  a palpable  liver.  The  left 
arm  is  placed  behind  the  back,  and  here  unusually 
great  advantage  is  given  by  the  displacement  of 
the  eleventh  and  twelfth  ribs  in  rendering  the 
spleen  more  accessible.  The  spleen  is  palpable, 
with  the  fingers  lightly  placed  and  upon  very  gentle 
abdominal  pressure.  There  is  a change  in  percus- 
sion noted  just  below  the  left  costal  margin  at 
the  height  of  inspiration ; so  the  spleen  does  de- 
scend. The  spleen,  to  be  palpable,  is  about  twice 
its  normal  size,  that  is  to  say,  it  should  weigh  250 
grams  as  compared  with  the  normal  125  grams. 

There  is  no  dysmetria  in  the  test  movement  of 
finger  to  nose  ; no  ataxia ; very  active  deep  tendon 
reflexes  for  the  upper  left  and  right  extremities. 
The  lower  extremities  .show  definite  swelling;  pit- 
ting edema  is  demonstrable  as  far  as  the  knees, 
and  I have  not  examined  further.  H}'peractive 
deep  tendon  reflexes  are  present  in  the  lower  ex- 
tremities, and  these  always  lead  to  closer  neuro- 
logic study.  The  next  phenomenon  is  what  we 
call  an  abortive  clonus,  which  is  really  not  a true 
clonus.  Apparently  there  is  tenderness  in  the  legs. 
No  Babinski,  Oppenheim,  Gordon  or  Chaddock 
signs  are  elicited.  I call  your  attention  to  the  fact 
that  on  the  dorsa  of  the  feet  there  is  a definite  pur- 
puric eruption.  This  is  apparently  more  marked 
on  the  left  than  the  right,  and  there  has  been  an 
application  of  mercurochrome,  obviously  for  me- 
dicinal purposes. 

In  any  anemic  patient,  the  most  important  neuro- 
logic observation,  particularly  if  there  be  pares- 
thesias. relates  to  vibratory  perception.  The  vibra- 
tory perception  is  going  to  be  disturbed  in  this 
jiatient  by  the  fact  that  he  is  edematous.  Person- 
ally, I would  discount  it  immediately.  Loss  of 
vibratory  perception  in  both  lower  extremities  is 
the  first  neurologic  evidence  of  posterior  or  post- 
erolateral degeneration  of  the  cord.  It  may  occur 
in  pernicious  anemia  before  there  is  any  anemia. 


It  may  be  a manifestation  of  other  neurologic  dis- 
eases, but  in  relation  to  blood  dyscrasias  it  is  an 
unusually  important  point  in  diagnosis.  It  is 
rather  important  that  position  sense  rarely  paral- 
lels closely  the  loss  of  vibratory  perception.  I 
grasp  the  toe  laterally  when  I am  making  the 
determination,  because  the  pressure  of  the  finger 
beneath  the  toe  will  give  him  the  sense  of  pressure 
rather  than  the  movement  in  the  joint.  There  is 
some  confusion  on  the  left  but  apparently  accu- 
rate definition  on  the  right.  Now  you  see  I have 
taken  the  opposite  grasp  on  the  toe  for  lateral 
movements.  In  any  event,  there  is  apparent  con- 
fusion in  position  sense  on  the  left  and  fairly  ac- 
curate position  sense  on  the  right. 

The  laboratory  studies  in  this  patient  are  quite 
complete  and  render  the  diagnoses  clear ; but  be- 
fore we  come  to  a consideration  of  the  second  of 
these,  I wish  to  point  out  that  the  diagnosis  of 
pernicious  anemia  with  posterolateral  degenera- 
tion of  the  cord  is  justified,  first,  on  history;  sec- 
ond, on  the  finding  of  atrophy  of  the  edge  and 
tip  of  tongue  and  the  neurologic  manifestations, 
third,  persistent  achlorhydria ; and  fourth,  the  re- 
sponse to  therapy. 

The  patient  was  given  ventriculin.  Ventriculin, 
as  you  know,  is  the  desiccated  hog  stomach  and 
it  is  given  in  doses  of  ten  grams  per  million  defi- 
ciency in  red  blood  cells.  If  this  individual  had, 
as  we  assume,  under  2,000,000  red  blood  cells  at 
the  time  of  his  first  observation  in  1931,  he  would 
have  been  given  ten  grams  three  times  a day ; in 
other  words,  an  equivalent  of  ten  grams  for  each 
million  deficiency.  It  is  a potent  product.  It 
has,  however,  the  same  shortcomings  as  a number 
of  other  agents,  namely,  the  fact  that  there  are 
individuals  who  are  ventriculin-fast,  who  will  not 
react  to  ventriculin,  but  who  do  later  respond  to 
proper  doses  of  liver  extract.  Obviously,  then,  an 
individual  who  was,  at  the  period  of  his  original 
study,  determined  to  be  suffering  from  pernicious 
anemia  was  given  ventriculin  in  doses  that  were 
more  or  less  adequate.  Perhaps,  I should  say,  in- 
adequate because  of  the  circumstance  that  he  went 
on  and  developed  increasing  evidence  of  postero- 
lateral degeneration  of  the  cord.  The  latest  stud- 
ies indicate  that  if  we  give  adequate  dosage,  the 
red  blood  cell  count  will  rise  to  the  normal  level  of 
5,000,000.  This  patient  has  now  3,620,000,  and 
the  inference  is  that  somewhere  along  the  way 
there  has  been  an  inadequacy  of  liver  therapy  or 
substitution  therapy  of  other  sorts,  because  he  has 
at  various  times  had  liver  extract  by  mouth  and 
by  injection  as  well  as  ventriculin;  or,  of  course, 
there  may  be  some  other  inhibiting  factor. 

The  further  implication  is  equally  evident,  then, 
that  the  responsibility  for  the  development  of  ad- 
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vancing  cord  manifestations  may  be  attributed  to 
inadequate  therapy.  I am  not  quite  clear  in  my 
own  mind  as  to  just  how  many  of  the  symptoms 
of  neurologic  involvement  in  pernicious  anemia 
are  peripheral  and  how  many  are  central.  I am 
clear,  however,  on  the  point  that  the  neuritic  mani- 
festations will  largely  subside  under  liver  therapy, 
whereas  the  symptoms  and  signs  that  must  be 
explained  on  the  basis  of  a more  central  location 
of  the  lesion,  do  not  resolve  even  under  the  most 
adequate  liver  therapy.  In  this  patient,  then,  we 
can  dismiss  one  part  of  his  problem  with  the  state- 
ment that  he  still  has  evidence  of  an  inadequate 
response.  He  still  has,  from  the  standpoint  of 
definition  of  the  laboratory,  no  free  hydrochloric 
acid,  the  added  point  that  is  necessary  to  conclude 
that  he  is  a pernicious  anemia  subject;  and,  of 
course,  there  will  be  no  return  of  free  hydro- 
chloric acid  to  the  gastric  juice  regardless  of  the 
adequacy  of  therapy. 

In  the  past  year  a second  factor  has  developed ; 
that  of  the  lymph  node  enlargement.  It  is  possible 
to  conceive  of  a circumstance  under  which  the 
whole  picture  might  have  been  fundamentally  a 
dyscrasia  of  the  blood  forming  mechanism,  de- 
pendent upon  a lymphatic  disorder,  but  that  is  not 
necessary.  The  fact  that  he  did  respond,  that 
there  was  a partial  response  to  liver  or  ventricu- 
lin  therapy,  is  sufficient  evidence  to  rule  out  a pri- 
mary leukemic  background,  but  the  present  picture 
is  complicated  by  the  development  of  lymph  node 
enlargement  within  the  past  year.  The  fact  that 
he  has  at  the  present  time  16,400  white  cells  and 
of  these  16,400  white  cells,  75  per  cent  are  of  the 
lymphocytic  or  lymphoblastic  order,  five  per  cent 
lymphoblasts  and  70  per  cent  lymphocytes,  is  suffi- 
cient evidence  to  arrest  the  attention.  It  is  appar- 
ent, then,  that  we  have  added  something  that  is 
not  only  complicating  the  diagnostic  picture,  but 
also  inhibiting  the  response  to  any  ordinary 
therapy. 

A further  study  has  been  made  of  this  patient 
which  confirms  the  diagnosis  of  chronic  lympho- 
cytic leukemia.  A lymph  node  has  been  removed, 
and  sections  of  this  lymph  node  show  a complete 
destruction  of  architecture,  an  infiltration  of  the 
lymphocytic  order,  even  involving  the  capsule  of 
the  lymph  node.  Therefore,  we  have  in  this  pa- 
tient the  unusual  coincidence  of  pernicious  anemia 
and  lymphocytic  leukemia.  We  would  anticipate 
that  the  response  to  ordinary  liver  preparations 
would  be  inadequate  df  the  two  conditions  co- 
existed. We  would  also  expect  that,  if  the  condi- 
tion had  been  primarily  a lymphocytic  leukemia 
and  not  pernicious  anemia,  he  would  not  have  re- 
sponded to  the  liver  therapy  or  ventriculin.  In 
the  last  analysis,  obviously,  this  patient  is  a sub- 


ject for  the  use  of  radiation  in  some  form,  prefer- 
ably the  high  voltage  or  deep  x-ray  therapy  in  ad- 
dition to  liver  or  ventriculin. 


THE  HEART  IN  RELATION  TO  SURGERY 
AND  ANESTHETICS* 

H.  W.  Rathe,  M.D.,  Waverly 

When  heart  disease  is  recognized  prior  to  car- 
rying out  a surgical  procedure  the  mortality  rate 
is  relatively  low.  This  is  explained  by  the  facts 
that  surgery  is  undertaken  only  when  absolutely 
necessary,  that  the  anesthetic  and  anesthetist  are 
carefully  chosen,  and  that  the  operation  is  done 
with  as  little  trauma  as  possible.  Ochsner^  once 
said,  “I  think  it  would  be  unfortunate  should  sur- 
geons receive  the  impression  that  patients  suffer- 
ing from  heart  disease  are  especially  safe.  I be- 
lieve they  are  safe  because  they  are  considered 
especially  unsafe.” 

According  to  Rehn-  the  normal  heart  will  adapt 
itself  to  the  great  changes  of  a surgical  operation 
without  difficulty.  In  evaluating  the  risk  of  the 
patient  with  heart  disease  about  to  undergo  sur- 
gery, it  is  important  to  recognize  the  etiologic 
type  with  which  you  are  dealing.  If  hyperthyroid- 
ism is  the  causative  factor,  it  is  a well  established 
fact  that  with  proper  preparation  thyroidectomy 
can  be  undertaken  with  impunity.  It  has  recently 
been  shown  that  patients  with  other  forms  of 
heart  disease  can  undergo  thyroidectomy  as  a 
therapeutic  measure  with  a very  low  mortality  rate. 
In  rheumatic  heart  disease,  if  compensation  is 
good  the  risk  involved  does  not  seem  to  be  very 
great.  If  fibrillation  is  present  digitalization  is 
essential,  but  in  an  extreme  emergency  this  can 
be  a part  of  the  postoperative  treatment.  In 
younger  individuals  it  must  be  remembered  that 
activity  of  the  infection  is  present  even  when  all 
the  clinical  signs  point  toward  inactivity.  It 
would  therefore  appear  unwise  to  undertake  any 
but  absolutely  essential  surgery  in  these  cases. 
The  patients  with  syphilitic  and  arteriosclerotic 
heart  lesions  seem  to  be  the  types  who  are  most 
likely  to  have  postoperative  cardiac  accidents.  The 
former  can  be  ruled  out  by  serologic  examinations. 
In  the  latter  type  a familial  tendency  to  sudden 
death,  dropsy,  and  other  vascular  accidents  should 
be  a warning  signal.  Symptoms  of  unexplained 
fatigue,  shortness  of  breath  on  exertion  and  vague 
pains  and  discomforts  in  the  upper  epigastrium  or 
retrosternally,  point  to  a ix)ssible  myocardial  lesion. 
Persistent  hypertension  in  patients  over  forty 
years  of  age  is  nearly  always  associated  with  cor- 
onary artery  disease.  It  is  in  these  cases  that  an 
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internist  can  be  of  especial  value  to  the  surgeon 
in  helping  to  judge  the  risk  involved  and  to  inter- 
pret properly  the  electrocardiogram.  This  labora- 
tory procedure  often  will  be  a very  great  aid  and 
I have  found  that  slight  alterations  are  extremely 
significant.  It  is  a well  established  fact  that  the 
evidence  of  a cardiac  disability  found  on  physical 
examination  is  usually  not  as  serious  as  are  the 
latent  factors  found  only  by  taking  an  electro- 
cardiogram. In  the  arteriosclerotic  type  the  find- 
ing of  sclerosis  of  the  retinal  arteries  indicates 
disease  of  the  smaller  arteries  such  as  those  of 
the  coronary  system. 

As  previously  indicated  the  choice  of  the  anes- 
thetic agent  is  im])ortant,  but  the  choice  of  a com- 
petent anesthetist  is  more  important.  All  anesthet- 
ics cause  an  acceleration  of  the  pulse  rate  due  to 
psychic  influences.  Preoperative  sedation  will 
usuallv  reduce  this  to  a minimum.  The  anesthetic 
used  should  be  nontoxic  and  easily  eliminated.  Of 
this  tyjie  ethylene  or  nitrous  oxide  combined  with 
oxygen  are  available  in  most  hospitals.  Either  of 
these  may  be  augmented  wdth  small  amounts  of 
ether  when  needed.  If  they  are  not  available  ether 
may  be  used  with  onh-  a slight  increase  in  the 
risk  and  because  of  its  wide  range  of  safety  it  is 
probably  the  best  anesthetic  in  the  hands  of 
the  inexperienced.  Chloroform  and  spinal  block 
should  be  avoided  because  they  are  circulatory 
depressants  and  the  former  is  of  course  quite 
toxic.  Local  anesthesia  in  many  cases  can  be  suc- 
cessfully used,  but  psychic  shock  must  be  elimi- 
nated whether  by  sedatives  or  by  light  gas  anes- 
thesia. In  the  choice  of  the  anesthetist  it  is  im- 
portant that  the  patient  have  confidence  in  him 
and  if  possible  he  should  see  the  patient  prior  to 
the  operation  so  that  he  may  help  to  choose  the 
tyjie  and  method  of  anesthesia. 

The  surgical  procedure  itself  should  be  under- 
taken only  after  all  facts  in  the  case  are  carefulL 
weighed.  Sufficient  fluids  and  glucose  should  be 
given  to  prevent  dehydration  and  to  increase  the 
glycogen  reserve.  The  operation  should  be  done 
with  as  little  trauma  as  possible.  It  is  suggested 
by  De  Santo''^  that  there  may  be  an  alteration  of 
the  clotting  index  of  the  blood  after  anesthesia  or 
trauma.  Thromboses  usually  occur  in  vessels  that 
have  been  jireviously  damaged  by  disease.  It  is 
imperative  to  consider  this  fact  before  undertak- 
ing operations  of  choice  when  cardiovascular  dis- 
ease is  present.  Bright  and  Beck^  have  recently 
reported  a series  of  cases  where  trauma  to  the 
chest  was  an  important  factor  in  causing  cardiac 
disability.  It  is  also  not  uncommon  to  have  this 
complication  in  injuries  to  other  parts  of  the  body. 

Postoperative  management  should  be  carefully 
supervised  in  patients  with  heart  disease.  The 


circulatory  volume  must  be  kept  as  near  normal 
as  is  possible.  When  indicated,  transfusion  or 
intravenous  saline  and  glucose  should  be  given. 
In  many  instances  acacia  in  a six  per  cent  solution 
can  be  used  in  shock  as  a substitute  for  blood. 
Distention  and  vomiting  are  often  most  distressing 
and  if  not  relieved  by  simple  methods  a duodenal 
catheter  should  be  inserted  through  the  nose  and 
left  in  place  as  long  as  needed.  Pitressin  and 
other  smooth  muscle  stimulants  should  be  care- 
fully administered.  Toxemia  and  sepsis  are  poorly 
tolerated  by  these  patients  and  elimination  of  them 
by  every  means  possible  should  be  carried  out. 

W'hen  cardiac  arrr-thmias  appear  after  opera- 
tions, not  for  hyperthyroidism,  immediate  action 
is  indicated.  If  there  is  the  slightest  amount  of 
dyspnea  or  distress,  morphine  should  be  given  in 
adequate  dosage  and  if  oxygen  is  available  I be- 
lieve it  is  a ATiluable  adjunct.  When  fibrillation 
is  pre.sent  strophanthin  1/100  gr.  intravenously 
every  six  hours  probably  gives  the  best  results. 
In  the  severe  tachycardias  quinidine  sulphate  helps 
occasionally.  When  the  tachycardia  is  due  to 
coronary  occlusion,  oxygen  and  morphine  are 
beneficial.  A fifty  per  cent  solution  of  glucose  in 
50  c.c.  doses  given  intravenously  is  of  value  in 
the  latter  type  of  case.  I should  like  to  emphasize 
that  the  use  of  morphine  is  indicated  in  any  form 
of  cardiac  accident  since  it  is  not  only  a cardiac 
sedative  but  in  most  instances  a psychic  sedative 
as  well. 

CASE  reports 

Case  1.  W.  M.  K.,  a white  male  business  man, 
forty-seven  years  of  age,  entered  the  hospital  May 
1,  1934,  with  acute  appendicitis.  His  family  his- 
tory was  positive  for  arteriosclerotic  heart  dis- 
ease. On  physical  examination  he  was  found  to 
have  retinal  and  peripheral  sclerosis,  the  heart 
sounds  were  muffled  and  his  blood  pressure  was 
160/90.  An  appendectomy  was  deemed  advisable 
and  was  carried  out  under  ethylene  oxygen  anes- 
thesia. The  postoperative  course  was  uneventful. 
Seven  weeks  later  while  visiting  with  a friend  he 
suffered  a severe  retrosternal  pain.  This  pain 
radiated  to  his  back  and  rvas  accompanied  by  se- 
vere shock.  His  course  and  electrocardiograms 
suggested  coronary  occlusion.  The  i>ain  in  the 
back  jiersisted  for  several  weeks  and  because  of 
this  he  was  fluoroscoped.  We  found  a large  aortic 
aneurysm.  Blood  Wassermann  and  Kahn  reac- 
tions were  negative. 

Comment:  In  this  case  it  was  recognized  that 
the  patient  was  a bad  risk  for  surgery  but  because 
of  the  emergency  it  was  deemed  advisable  to  pro- 
ceed. We  made  a diagnosis  of  dissecting  aneur- 
vsm,  arteriosclerotic  type,  and  were  ver}'  fortunate 
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not  to  have  had  the  rupture  at  the  time  of  opera- 
tion. 

Case  2.  L.  Y.,  a white  male  farmer,  sixty-two 
years  of  age.  entered  the  hospital  September  15, 
1930,  because  of  prostatic  obstruction.  He  had 
had  rheumatic  fever  in  childhood.  On  physical 
examination  he  was  found  to  have  retinal  and  peri- 
pheral sclerosis,  a diastolic  murmur  at  the  apex 
and  the  hkKxl  pressure  was  190  100.  The  electro- 
cardiogram showed  minor  T wave  changes.  After 
fifteen  days  preparation  a one  stage  prostatectomy 
was  done.  On  the  third  postoperative  day  he  had 
a sudden  severe  retrosternal  pain  and  expired  dur- 
ing an  attack  of  coronary  occlusion. 

Coiiiiiieiit:  This  was  a case  of  rheumatic  heart 

disease  with  mitral  stenosis,  complicated  by  arter- 
iosclerosis. The  electrocardiographic  signs  were 
not  marked  but  if  they  had  been  heeded  a cystos- 
tomy  would  have  been  done,  and  a year  later  when 
])rostatic  resection  became  available  he  could  have 
liad  this  more  simiile  operation  done  with  safety. 

Case  3.  L.  C.  F.,  a white  male,  seventy  years 
of  age,  retired,  entered  the  hospital  August  24, 
1932,  with  ]u-ostatic  obstruction,  a history  of 
Stokes-Adams  attacks  and  congestive  failure.  On 
physical  examination  he  was  found  to  have  retinal 
and  ])eri])heral  sclerosis,  cardiac  hypertrophy,  a 
heart  rate  of  v38,  and  nitrogen  retention.  His 
electrocardiogram  revealed  bundle  branch  block 
and  comjilete  heart  block.  An  indwelling  catheter 
was  inserted  and  he  was  treated  with  theophylline 
and  bladder  irrigations.  On  September  19  a pros- 
tatic resection  was  ])crformed  by  Dr.  N.  G.  Alcock 
and  the  ])atient  returned  home  in  four  days.  He 
has  had  no  recurrence  of  Stokes-Adams  seizures 
and  there  has  been  no  further  change  in  cardiac 
findings. 

Comment:  The  management  of  this  case  prob- 
ably entailed  much  less  risk  than  was  undertaken 
in  Case  2. 

Case  4.  C.  Ik,  a white  female,  fifty-five  years 
of  age,  housewife,  entered  the  hospital  February 
17,  1934,  because  of  shortness  of  breath,  weakness 
and  rapid  heart  heat.  Her  history  was  tyj)ical  of 
hv]K-rthyroidism.  On  further  examination  .she 
was  found  to  have  retinal  and  i)eripheral  .sclerosis, 
cardiac  hypertrojdiy,  blowl  pressure  of  226/134, 
and  gallo])  rhythm.  Her  ba.sal  metabolism  was  40 
per  cent,  and  her  electrocardiogram  revealed  a 
tachycardia  and  bundle  branch  block.  !^he  was 
placed  on  bed  rest  and  later  was  given  Lugol’s 
solution.  On  May  11,  1934,  a thyroidectomy,  as 
near  total  as  possible,  was  done  by  Dr.  h'.  R.  Ret- 
er.son.  Her  convalescence  was  uneventful  and  she 
seemed  to  im])rove  until  July  1,  when  dysjaiea 
again  became  iwominent.  In  Augu.st  congestive 
failure  develo])ed  and  the  patient  ex])ired. 


// 

Comment : This  patient  had  both  hyperthyroid- 
ism and  arteriosclerotic  heart  disease.  With  care 
in  prejiaration  she  withstood  the  surgical  inter- 
vention without  apparent  difficulty.  N^o  ultimate 
benefit  was  derived. 

Case  5.  F.  H.,  a white  male,  retired  farmer, 
sixty-two  years  of  age,  entered  the  hospital  Au- 
,gust  16,  1934.  He  had  been  advised  at  a neigh- 
boring clinic  to  have  his  tonsils  removed  because 
of  a chronic  arthritis.  His  family  history  was 
positive  for  arteriosclerotic  heart  disease  and  the 
patient  had  a known  hypertension  for  a number  of 
years.  After  entering  the  hospital  he  was  put  to 
bed  and  the  routine  blood  examination  was  made. 
.Shortly  after  this  he  had  a typical  attack  of  cor- 
onary occlusion.  Electrocardiograms  showed  pro- 
gressive changes  in  the  T waves. 

Comment:  This  case  illustrates  the  danger  of 
undertaking  even  minor  operations  in  patients  of 
this  type.  Had  his  attack  occurred  an  hour  later 
it  would  have  been  blamed  on  the  surgery. 

Case  6.  T.  C.,  a white  male,  a construction 
worker,  forty-two  years  of  age,  entered  the  hos- 
pital on  May  31,  1934,  complaining  of  pain  in  the 
heart  region.  In  February,  1934,  he  received  a 
blow  to  his  chest  when  an  electric  sign  he  was 
moving  fell  against  him.  He  had  a very  severe 
jiain  lasting  for  thirty  minutes.  This  pain  was 
accompanied  by  shock  and  dyspnea.  On  the  fol- 
lowing day  he  was  much  better,  but  several  days 
later  the  pain  returned  on  moderate  exertion.  He 
had  several  similar  attacks  in  the  interim — a se- 
vere one  recently.  His  family  and  past  medical 
histories  were  negative.  On  physical  examination 
he  was  found  to  have  moderate  retinal  .sclerosis. 
The  blood  pressure  was  130/76,  the  heart  sounds 
were  muffled  and  a soft  systolic  murmur  was  pres- 
ent. His  electrocardiogram  revealed  definite 
changes  of  myocardial  damage.  Succeeding  rec- 
ords changed  toward  normal. 

Case  7.  H.  A.  A.,  a white  male,  a machinist, 
thirty-six  years  of  age,  entered  the  hospital  on 
December  1,  1933,  with  a fractured  pelvis.  On 
December  8 he  had  an  attack  of  dyspnea  and  the 
heart  beat  was  irregular,  d'his  lasted  only  a short 
time.  On  December  16  be  had  a similar  attack 
much  more  .severe,  with  decided  shock,  and  the 
day  following  his  temperature  was  100.4  degrees. 
On  December  17  a friction  rub  was  heard  to  the 
left  of  the  sternum  in  the  fourth  interspace.  Elec- 
trocardiograms showed  itrogressive  'P  w a v e 
changes  of  coronary  occlusion.  His  ])hysical  ex- 
amination revealed  moderate  retinal  sclerosis.  His 
father  died  .suddenly  at  fifty-four  years  of  age, 
and  his  past  medical  history  was  negative. 

Comment:  'Phese  two  cases  are  illustrative  of 
cardiac  coin])lications  which  may  accompany  trau- 
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matic  surgical  conditions.  The  former  may  be  an 
illustration  of  definite  cardiac  trauma  since  he 
received  a very  severe  blow  to  the  chest  wall.  The 
latter  was  probably  due  to  altered  blood  clotting  as 
a result  of  trauma. 

Case  8.  R.  S.,  a white  male,  a section  foreman, 
thirty-three  years  of  age,  entered  the  hospital  Feb- 
ruary 9,  1935,  for  relief  of  acute  appendicitis. 
His  family  history  was  positive  for  arteriosclerotic 
heart  disease.  On  physical  examination,  no  signs 
of  retinal  or  peripheral  sclerosis  were  found.  The 
heart  was  not  enlarged,  and  the  sounds  were  of 
good  quality.  The  blood  pressure  was  150/90. 
An  appendectomy  was  done  under  ethylene, 
oxygen  and  ether  anesthesia.  The  following  morn- 
ing the  nurse  noted  that  the  patient  appeared  to 
be  in  shock,  was  slightly  short  of  breath,  and  his 
heart  rate  was  very  rapid.  The  electrocardiogram 
revealed  a tachycardia  of  160.  The  tachycardia 
varied  from  114  to  160  and  a friction  rub  was 
never  heard.  Succeeding  electrocardiograms  re- 
vealed marked  R-T  changes.  On  the  third  day 
he  was  slightly  jaundiced,  and  he  expired  on  the 
fourth  day.  Necropsy  was  not  allowed. 

Comment:  It  is  my  impression  that  this  young 
man  had  a coronary  occlusion  and  expired  from 
it.  We  recognized  a mild  hypertension  and  also 
the  family  history,  but  we  certainly  were  astounded 
to  have  such  a serious  complication  in  so  young 
and  robust  an  individual. 

SUMMARY 

1.  Discovery  of  the  latent  cardiac  patient  is 
essential,  if  possible,  before  undertaking  any  sur- 
gical procedure. 

2.  The  type  of  anesthetic  agent  and  a capable 
anesthetist  should  be  carefully  chosen. 

3.  Operative  trauma  should  be  reduced  to  a 
minimum. 

4.  The  maintenance  of  proper  circulatory  vol- 
ume is  extremely  important. 
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Discussion 

Dr.  B.  F.  Wolverton,  Cedar  Rapids:  There  are  five 
groups  of  surgical  cases  which  stand  in  particular 
need  of  a careful  preoperative  circulatory  appraisal. 
In  stressing  the  importance  of  these  five  groups,  it 
is  not  intended  to  distract  attention  from  or  minimize 
the  need  of  care  in  other  types  of  cases,  but  these 
five  types  of  surgical  risks  are  those  in  which  cardio- 
vascular complications  are  most  likely  to  occur. 

The  first  of  these  groups  is  composed  of  patients 


with  gallbladder  disease.  Most  of  these  patients  fall 
in  the  age  group  in  which  the  incidence  of  coronary 
sclerosis  is  high.  It  has  been  stressed  many  times, 
and  again  just  now,  that  coronary  sclerosis  may  not 
be  revealed  by  any  physical  signs,  but  only  by  a care- 
ful history  and  electrocardiographic  records.  Fur- 
ther, many  of  the  patients  have  the  additional  handi- 
cap of  obesity,  which  throws  an  extra  load  upon  the 
heart  and  may  be  complicated  by  fatty  infiltration 
of  the  myocardium.  Every  surgeon  knows  that  a 
number  of  gallbladder  patients  die  postoperatively 
from  circulatory  complications.  Whether  gallbladder 
disease  itself  contributes  to  the  presence  of  heart 
disease,  or  whether  a gallbladder  heart  reflex  exists 
need  not  be  argued  here.  The  important  thing  to 
bear  in  mind  is' that  the  incidence  of  cardiac  abnor- 
malities is  relatively  high  in  candidates  for  gall- 
bladder surgery,  and  that  examination  of  the  heart 
in  these  patients  cannot  be  too  thorough. 

The  second  group  is  composed  of  patients  with 
prostatic  obsti'uction.  The  great  majority  of  these 
patients  are  in  the  seventh  and  eighth  decades  of 
life;  a fact  which  alone  insures  a high  incidence  of 
coronary  disease.  Hypertension  is  the  rule,  as  a 
result  of  sclerosis  of  the  renal  arterioles  and  the  addi- 
tional factor  of  reduced  kidney  function  due  to 
mechanical  obstruction.  A period  of  preoperative 
supervision  from  the  cardiac  standpoint  as  well  as 
the  urologic  one,  will  tend  to  reduce  the  operative 
mortality  rate,  regardless  of  the  operative  procedure 
selected. 

The  third  group  is  composed  of  patients  with  car- 
cinoma. Here  again  the  age  factor  applies,  although 
not  to  the  same  degree  as  in  the  prostatic  group. 
However,  the  surgery  required  for  radical  removal 
may  be  of  greater  magnitude,  and  less  time  is  avail- 
able for  preparation.  Secondary  anemia,  starvation, 
and  dehydration  affect  the  quality  of  the  blood  avail- 
able to  the  myocardium,  as  coronary  sclerosis  affects 
its  quantity.  Both  quantity  and  quality  need  to  be 
enhanced  as  much  as  possible  before  operation. 

An  exceedingly  important  group  in  surgery,  emer- 
gency or  elective,  is  composed  of  patients  with  dia- 
betes. Arteriosclerosis  is  advanced  far  beyond  the 
usual  for  the  patient’s  age,  and  the  coronaries  are 
not  spared.  In  our  zeal  to  control  the  blood  sugar 
level,  it  should  not  be  forgotten  that  the  myocardium 
needs  sugar  and  the  concentration  in  the  blood  should 
not  be  reduced  too  drastically.  Indeed,  maintaining 
a blood  sugar  level  of  150  to  250  mgs.  per  100  c.c.  of 
blood,  avoids  the  danger  of  excessive  hyperglycemia, 
but  does  not  allow  the  myocardium  to  be  deprived  of 
sufficient  sugar  for  its  proper  nourishment.  Hypo- 
glycemia may  precipitate  anginal  pain  or  symptoms 
and  signs  simulating  or  suggestive  of  coronary  oc- 
clusion, including  electrocardiographic  changes.  Fa- 
talities have  occurred  in  such  attacks  in  diabetics 
with  coronary  disease  in  whom  hypoglycemia  had 
been  induced.  It  is  safer,  therefore,  to  allow  a mild 
hyperglycemia  than  to  permit  hypoglycemia. 

The  difficulty  in  distinguishing  between  acute  con- 
ditions in  the  upper  abdomen  and  acute  coronary  oc- 
clusion is  well  known  to  surgeons.  However,  the 


VoL.  XXVI,  No.  2J 


Journal  of  Iowa  State  Medical  Society 


79 


mere  knowledge  that  coronary  thrombosis  may  simu- 
late such  conditions  does  not  always  prevent  mis- 
takes. In  any  case  in  which  there  is  any  possibility 
that  coronary  thrombosis  might  explain  the  symp- 
toms and  signs,  the  surgeon  will  do  well  to  have  the 
opinion  of  an  internist,  who  is  better  able  to  recognize 
the  atypical  case  by  eliciting  a suggestive  history, 
finding  an  obscure  physical  sign,  or  by  recourse  to 
electrocardiography. 

These  five  groups  of  surgical  cases  are  those  which, 
in  my  opinion,  are  most  likely  to  benefit  from  careful 
medical  supervision,  but,  in  addition,  I wish  to  em- 
phasize, with  Dr.  Rathe,  that  surgical  cases  in  gen- 
eral deserve  careful  consideration  from  the  cardio- 
vascular standpoint. 


THE  HEART  AND  DEFICIENCY 
DISEASES* 

Elmer  E.  Kottke,  M.D.,  Des  Moines 

When  we  speak  of  deficiency  diseases,  we 
usually  think  of  diseases  due  to  avitaminosis. 
However,  in  our  study  of  the  relationship  be- 
tween deficiency  diseases  and  heart  disease,  we 
are  justified  in  being  more  inclusive.  We  will 
therefore,  divide  our  subject  into  two  parts;  first, 
heart  disease  due  to  avitaminosis ; and  second, 
heart  disease  associated  with  a deficiency  of  some 
of  the  chemical  and  biochemical  elements 
es.sential  for  the  maintenance  of  normal  heart 
physiology. 

It  is  well  to  remember  that  when  symptoms 
arise  as  a result  of  avitaminosis  or  a deficiency  of 
some  of  the  essential  elements,  that  the  deficiencv 
has  existed  for  some  time.  There  are  in  the 
normal  human  body  protective  reserves  which 
must  first  be  exhausted  before  symptoms  appear. 
The  primary  effect  of  Vitamin  A deficiency  is  on 
the  epithelial  structures  producing  keratinization. 
It  is  the  anti-infective  vitamin.  No  definite 
cardiac  le.sions  result  from  \"itamin  A deficiencv. 
\ itamin  If  is  a complex  substance  consisting  of 
at  least  two  factors.  These  are.  Vitamin  B,  also 
called  Bj  or  F,  antineuritic,  the  beriberi  prevent- 
ing factor,  and  Vitamin  Bo,  also  called  G,  the 
pellagra  preventing  factor.  Beriberi  is  rarely  seen 
in  tliis  country  unless  imported,  and  is  usually 
confined  to  rice  eating  peoples.  For  many  years 
the  clinical  picture  of  beriberi  has  been  known. 
\\  e will  restrict  ourselves  to  the  cardiac  and  circu- 
latory syndrome. 

Professor  Wenckebach  recently  had  an  oppor- 
tunity to  study  the  beriberi  heart  in  Java.  His 
monograph*  is  intensely  interesting  and  my  re- 
marks are  from  portions  of  this  article.  Profes- 
sor \\  enckebach  found  the  condition  most  preva- 
lent in  children  and  young  men.  The  most  com- 
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mon  entrance  complaints  of  these  patients  were 
great  fatigue,  forcible  and  distressing  palpitation, 
pressure  pains  in  the  upper  abdomen,  paresthesia 
of  the  extremities,  especially  of  the  lower  extrem- 
ities, and  pain  in  the  legs.  All  found  it  impossible 
to  work. 

On  examination  enlargement  of  the  heart  is 
found  both  to  the  right  and  the  left.  On  the  right 
it  is  due  to  the  enlarged  right  auricle  and  ven- 
tricle, and  on  the  left  to  the  dilated  pulmonary 
conus.  The  enlargement  becomes  extreme  and  is 
of  the  mitral  type.  Even  in  the  milder  cases,  en- 
largement is  evident  and  this  is  striking  in  these 
slender  people  who  are  inclined  to  have  the  ptotic 
type  of  heart.  On  postmortem  examination,  the 
outstanding  finding  is  the  extreme  enlargement  of 
the  right  heart  and  the  pulmonary  conus.  The 
muscle  fibers  show  degeneration.  The  enlarged 
right  heart  crowds  the  left  heart,  especially  the 
left  auricle.  The  aorta  is  displaced  to  the  left 
and  organs  lying  near  the  left  auricle  are  com- 
pressed. The  right  side  of  the  heart  is  incapable, 
however,  in  spite  of  its  extreme  dilatation,  to  re- 
ceive all  the  venous  blood  and  to  propel  it  for- 
ward. High  venous  pressure  is  present. 

The  murmurs  vary  greatly  in  character  and  lo- 
cation. They  are  always  present  in  mildly  severe 
cases.  On  the  entrance  examination  the  murmurs 
may  be  found  to  be  very  loud,  but  several  hours 
later  may  have  so  decreased  in  intensity  that  one 
doubts  his  first  impression.  The  murmur  free 
heart  will  develop  murmurs  after  exercise.  They 
may  become  so  loud  that  both  heart  sounds  are 
replaced.  The  murmurs  are  usually  systolic  in 
time  and  can  be  heard  over  the  entire  chest.  Their 
presence  is  ascribed  to  tricuspid  insufficiency,  the 
result  of  the  extreme  dilatation  of  the  right  heart. 
The  left  ventricle,  which  is  not  enlarged,  would 
not  be  expected  to  ])roduce  a mnrmnr.  .A  diastolic 
murmur  may  also  be  heard  in  some,  and  suggests 
the  murmur  of  aortic  insufficiency  or  even  mitral 
stenosis.  It  is  softer  and  transmitted  to  the  left. 
Since  the  aortic  and  mitral  valves  are  not  affected, 
the  murmur  must  result  from  pulmonary  in- 
sufficiency, the  result  of  the  extremely  dilated  pul- 
monary conus. 

There  is  a visible  pulsation  of  the  chest,  especi- 
ally evident  in  the  interspaces  to  the  left.  The 
direction  seems  from  below  upward  and  is  strik- 
ing in  these  slender  people  when  they  enter,  being 
then  increased  by  the  exertion.  There  is  also  a 
pulsation  in  the  epigastrium,  not  the  jnilsation  of 
the  liver,  but,  due  to  the  S3'Stole  of  the  right 
ventricle,  d'he  pulse  suggests  aortic  insufficiency, 
severe  anemia  or  sepsis.  Pistol  shot  sounds  may 
appear  over  the  femoral.  The  rate  may  be  normal 
or  increased.  'I'he  superficial  veins  of  the  arms 
and  neck  arc  engorged  and  pulsating.  The  liver 
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is  enlarged.  The  lungs,  however,  are  clear.  The 
blood  pressure  may  remain  high  even  in  severe 
cases,  the  systolic  pressure  reaching  150.  The 
diastolic  pressure  is  inclined  to  be  lower  and  may 
be  very  low. 

The  calves  of  the  legs  are  enlarged  and  hard, 
but  there  is  no  pitting  edema.  With  rest  these 
may  return  to  normal  in  a few  days.  In  severe 
cases,  other  muscles,  especially  the  ones  used  in 
hard  work,  become  enlarged.  This  is  striking  in 
natives  who  have  slender  legs  normally.  When 
these  people  return  to  work  too  soon,  an  attack 
may  be  precipitated  and  death  may  result. 

Patients  dying  of  beriberi  heart  disease  com- 
plain of  severe  oppression  and  difficult  respira- 
tion. Frequently  they  also  complain  of  a draw- 
ing and  burning  pain  in  the  upper  abdomen  and 
lower  chest  extending  to  either  side.  The  pain 
does  not  radiate  into  the  left  arm  or  ulnar  dis- 
tribution as  is  the  case  in  angina  pectoris.  The 
patient  tosses  about  in  bed,  endeavors  to  sit  up  but 
can  do  so  only  when  the  epigastric  distress  subsides, 
then  soon  has  to  lie  flat  again.  Again  he  tosses 
about  in  extreme  pain.  His  respirations  are  rapid 
and  shallow.  He  coughs  but  raises  no  sputum, 
for  the  lungs  remain  free  from  congestion  until 
shortly  before  death.  Blood  is  therefore  also  not 
raised.  The  pulse  becomes  weaker,  the  conges- 
tion of  the  liver  and  veins  more  pronounced,  the 
face  extremel}'  cyanotic.  Little  can  be  done  for 
him  in  this  stage.  At  times  venesection  will  give 
remarkable  temporary  relief.  However,  before 
long  the  symptoms  again  appear  and  the  patient 
dies  of  extreme  right  sided  heart  failure,  such 
as  is  even  rarely  seen  in  the  usual  cases  of  tricuspid 
insufficiency.  The  reaction  of  the  beriberi  heart 
to  some  of  the  hormones  is  of  interest.  When 
adrenalin  is  given,  there  is  an  acute  exacerbation 
of  all  symptoms  in  the  course  of  a few  minutes  up 
to  a half  hour.  It  persists  for  a short  time.  It 
has  been  found  that  this  response  to  adrenalin 
parallels  the  improvement,  and  so  has  been  used 
as  a therapeutic  test  during  convalescence.  It  is 
given  once  a week  and  the  reaction  recorded.  As 
long  as  the  patient  has  not  completely  recovered 
there  will  be  some  reaction  evident.  It  is  inter- 
esting to  watch  the  development  of  the  disease  and 
its  course  with  this  test.  Pitressin  on  the  other 
hand  produces  an  equally  prompt  improvement  in 
symptoms  so  that  it  has  been  considered  of  some 
therapeutic  value.  The  venous  pressure  falls,  the 
palpitation  disappears,  the  pulse  rate  drops,  and 
the  diastolic  pressure  rises.  The  patient  notices 
definite  relief  which  may  persist  for  half  an  hour 
to  nearly  two  hours.  The  symptoms  then  return, 
but  even  after  this,  the  patient  states  he  feels 
better  than  he  did  before. 
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The  remaining  vitamins,  B,,  C and  D produce 
no  definite  cardiac  lesions. 

Cardiac  disease  may  be  associated  with  a de- 
ficiency of  some  chemical  and  biochemical  ele- 
ments. 

Deficiency  of  henwglohin  may  give  rise  to 
definite  cardiac  symptoms.  Oxygen  plays  an  im- 
portant part  in  the  physiolog}’  of  the  heart  muscle. 
Deficiency  of  hemoglobin  results  in  an  inadequate 
gaseous  exchange  leading  to  dyspnea,  palpitation, 
arrhythmia  and  even  edema.  Many  of  these  pa- 
tients have  been  on  large  doses  of  digitalis  with 
little  or  no  relief.  Some  of  the  most  gratifying 
results  that  we  see  are  secured  in  these  patients 
when  placed  on  proper  treatment.  With  the  re- 
turn of  the  hemoglobin  and  red  cells  to  normal, 
the  symptoms  disappear.  These  cases  illustrate 
the  importance  of  a complete  e.xamination  and 
not  merely  a heart  e.xamination. 

Oxygen  deficiency  is  still  a debatable  question. 
The  drop  in  pulse  rate  and  temperature  with  re- 
lief from  restlessness  that  is  often  seen  following 
the  institution  of  oxygen  therapy,  indicates  that 
it  is  a heart  conserving  measure.  The  indications 
for  the  use  of  oxygen  are ; to  rest  the  circulation 
after  gas  poisoning,  particularly  carbon  monoxide ; 
hemoglobin  deficiencies ; cyanosis,  where  it  is 
thought  that  the  anoxemia  is  damaging  the  myo- 
cardium, such  as  massive  collapse  of  the  lungs  or 
in  pneumonia;  and  during  the  collapse  and  de- 
compensated stages  of  coronary  thrombosis. 

Deficiency  of  glucose;  an  optimal  amount  of 
glucose  which  can  be  turned  into  glycogen  is  of 
importance  in  cardiac  lesions.  In  arteriosclerotic 
heart  disease,  the  myocardium  seems  more  sensi- 
tive to  a decreased  blood  sugar.  Therefore,  diets 
low  in  carbohydrate  or  insulin  given  to  a point  of 
producing  a normal  blood  sugar  may  lead  to  de- 
compensation or  angina  pectoris.  Good  results 
have  been  reported  from  its  use  in  cardiac  failure. 
It  is  likely  that  glucose,  in  addition  to  adding 
glycogen  to  the  heart  muscle,  may  also  increase 
the  coronary  circulation. 

Deficiency  of  insulin  may  play  a part  in  cardiac 
lesions.  Coronary  disease  is  so  frequent  and 
apparently  occurs  prematurely  in  patients  with 
diabetes.  The  reduction  in  the  insulin  supply 
seems  to  produce  a reduction  in  glycogen  synthesis 
which  in  turn  reduces  myocardial  reseiA'^e.  On 
this  basis,  insulin  and  glucose  have  been  used  by 
some  in  the  treatment  of  angina  pectoris.  It  is 
thought  that  by  the  promotion  of  glycogen  utiliza- 
tion in  the  heart,  an  accumulation  of  substances 
producing  anginal  pains  may  be  prevented.  It  is 
held  that  insulin  acts  at  once  by  stimulating  the 
glycogen  metabolism  in  the  heart  muscle  and 
progressively  by  promotion  of  fat  combustion. 
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This  latter  assumes  more  importance  with  the 
recent  work  of  Leary.  His  studies  indicate  that 
the  principal  lesion  in  coronary  sclerosis  is  athero- 
sclerosis ; that  is,  the  lesions  arise  as  a result  of 
lipoids  entering  the  subendothelial  layer  of  the 
intima  and  their  phagocytosis  by  cells  called  lipoid 
cells.  In  the  young  the  presence  of  these  lipoid 
cells  stimulates  the  growth  of  fibrous  tissue  with 
narrowing  of  the  lumen  of  the  artery,  resulting  in 
thrombosis.  In  the  old,  these  cells  do  not  stimu- 
late fibrosis  but  accumulate  in  large  masses  re- 
sulting in  inadequate  nutrition.  With  necrosis 
and  autolysis,  liquefaction  of  the  cell  mass  results 
and  an  atheromatous  “abscess”  is  formed. 
Rupture  of  these  so-called  abscesses  into  the  lumen 
of  the  artery  produces  death.  It  is  held  that  in- 
sulin and  glucose  will  lead  to  a resolution  of  these 
early  atheromatous  changes  in  the  coronary 
arteries.  When  once  the  deposition  is  accom- 
panied by  necrosis,  the  degenerative  changes  are 
beyond  help.  Perhaps  the  removal  of  these  lipoids 
is  part  of  the  action  of  insulin.  Perhaps  the  lack 
of  insulin  with  hyperglycemia  and  hypercholes- 
terolemia is  the  cause  of  premature  arteriosclerosis 
in  diabetic  patients.  Present  studies  seem  to  in- 
dicate that  these  changes  can  be  prevented  by  the 
early  diagnosis  of  diabetes  in  the  young,  and 
sufficient  insulin  and  correct  diet,  not  too  high  in 
protein  or  fat  and  higher  in  carbohydrate. 

Deficiency  of  thyroid  secretion;  there  is  still 
considerable  confusion  regarding  the  true  nature 
of  cardiac  changes  in  myxedema.  There  are  two 
schools,  one  believing  that  the  lesions  are  inciden- 
tal ; the  other  believing  they  are  due  to  the  disease 
itself.  Of  the  two  the  former  has  the  larger  fol- 
lowing. Zondek  made  the  first  studies  of  the  heart 
in  myxedema.  He  reported  diffuse  cardiac  en- 
largement, at  times  limited  to  the  left  side.  Under 
the  fluoroscope  he  noted  a sluggish  contraction  of 
the  heart  muscle.  In  the  electrocardiograph,  he 
noted  flat  P waves,  flat  or  inverted  T waves  and 
low  R waves.  Clinically,  the  symptoms  of  de- 
compensation were  mild,  congestive  failure  being 
rare.  Under  thyroid  therapy  the  condition  re- 
turned to  normal.  iMany  have  confirmed  these 
changes.  There  is  a close  resemblance  between 
changes  in  the  cardiographs  of  myxedema  and  cor- 
onary sclerosis.  The  arteriosclerosis  which  some 
of  these  patients  have  may  account  for  the  lack  of 
changes  even  after  they  have  been  given  thyroid 
extract.  Rlumgart  has  studied  the  development 
of  cardiovascular  changes  associated  with  the  de- 
velopment of  myxedema  in  cases  of  total  ablation 
of  the  thyroid  gland.  He  concludes  that  “myxe- 
dema heart”  as  a condition  aggravating  or  pre- 
cipitating attacks  of  congestive  failure  or  angina 
{lectoris  does  not  develop  when  hypothyroidism  is 


produced  in  this  way  in  patients  whose  metabolism 
is  maintained  at  about  minus  30  per  cent. 

Deficiency  of  serum  proteins — Starling  first 
showed  that  the  colloid  osmotic  pressure  was  pro- 
portional to  the  concentration  of  the  proteins  in 
the  serum.  He  advanced  the  theory  that  a de- 
crease in  the  colloid  osmotic  pressure  was  respon- 
sible for  the  loss  of  fluid  into  the  tissues  and  the 
production  of  edema.  He  stated  that  crystalloids, 
although  having  a high  osmotic  pressure,  have  little 
influence  on  the  water  exchange.  They  pass 
through  the  vessel  wall  with  the  water  while  the 
proteins,  although  having  a much  lower  osmotic 
pressure,  exert  the  principal  influence  because 
they  do  not  pass  through  the  vessel  wall.  The  in- 
terchange of  fluids  between  the  blood  stream  and 
the  tissues  and  lymph  spaces  is  dependent  on  the 
interbalance  between  two  factors. 

1.  The  hydrostatic  pressure,  that  is  the  blood 
pressure,  at  the  arterial  end  of  the  capillary,  which 
tends  to  drive  fluids  through  the  capillary  wall  into 
the  tissues. 

2.  The  osmotic  pressure  or  oncotic  pressure  ex- 
erted by  the  non-diffusible  proteins,  which  draw 
water  from  the  tissues  into  the  blood  stream. 

If  the  concentration  of  the  serum  proteins  is 
low  the  effective  colloid  osmotic  pressure  is  re- 
duced and  so  is  unable  to  counterbalance  the 
hydrostatic  pressure.  If  the  venous  pressure  is 
increased  as  it  is  in  cardiac  failure,  the  hydro- 
static pressure  will  be  higher  than  normal  toward 
the  venous  side  of  the  capillary ; the  normal  os- 
motic pressure  will  be  unable  to  return  fluids  into 
the  capillaries,  and  edema  will  result.  Therefore, 
according  to  this  theory,  anything  which  decreases 
the  hydrostatic  pressure  or  increases  osmotic  pres- 
sure in  the  capillaries,  will  cause  absorption  of 
fluid.  Anything  which  will  increase  the  hydro- 
static pressure  or  lower  osmotic  pressure  will  fa- 
vor loss  of  fluid  into  the  tissue  spaces  and  edema 
will  result.  Hyiwproteinemia  may  result  from  low- 
protein  intake.  With  cardiac  edema  we  usually 
have  increased  venous  pressure.  This  then  in- 
creases the  hydrostatic  pressure  at  the  venous  end 
of  the  capillary  bed,  and  edema  results  and  cannot 
be  prevented  even  if  the  colloid  osmotic  pressure 
is  normal.  Now,  if  the  serum  proteins  are  reduced 
in  addition,  as  they  at  times  are,  one  expects  to 
find  the  edema  increased  by  this  additional  nutri- 
tional factor.  This  low  serum  ])rotein  in  some 
cardiac  ca.ses  results  from  low  protein  intake.  This 
is  especially  true  in  hypertensive  heart  disease 
where  proteins  have  been  reduced  or  re.stricted 
over  a period  of  years.  With  the  beginning  of  con- 
gestion, anorexia  often  results.  Proteins  are  fur- 
ther restricted  and  the  case  becomes  one  of  mal- 
nutrition with  nutritional  as  well  as  cardiac  edema. 
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Hence,  it  would  seem  wise  to  give  cardiac  pa- 
tients diets  sufficient  in  proteins,  if  there  is  no 
nitrogen  retention,  as  well  as  high  in  carbohydrate. 
It  is  also  wise  to  restrict  the  salt  intake  in  edema. 

It  is  no  longer  sufficient  to  prescribe  digitalis 
on  first  thought  or  routinely.  We  must  understand 
normal  heart  physiology,  and  in  each  case  first 
determine  whether  the  normal  physiologic  recpiire- 
ments  are  being  supplied.  These  are  in  short,  lack 
of  avitaminosis;  adequate  hemoglobin  for  gaseous 
exchange ; optimum  glucose ; oxygen  ; protein  and 
mineral  salts;  a body  free  from  infections,  toxic 
and  fatigue  products;  and  an  optimal  production 
of  thyroid  secretion. 
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DIAGNOSIS  OF  CARCINOMA  OF 
THE  PANCREAS* 

Clement  A.  Sones,  M.D.,  Des  Moines 

There  is  no  clinical  syndrome  singularly  char- 
acteristic of  carcinoma  of  the  pancreas.  There 
are  no  jihysical,  laboratory  or  x-ray  signs  which, 
in  themselves,  are  final  in  the  diagnosis.  Thus, 
we  are  dealing  with  one  of  the  most  difficult  prob- 
lems in  diagnosis.  In  this  disease  we  have  a 
lesion  for  the  most  part  non-inflammatorv  and 
until  late  quite  non-toxic.  It  is  slowly  developing 
in  an  organ  which  is  too  often  mysteriously  illu- 
sive to  our  best  agents  of  investigation,  including 
the  x-ray. 

The  fact  that  the  pancreas  lies  high  and  deep  in 
the  abdomen  so  often  renders  its  enlargement  im- 
mune to  detection  by  the  most  highly  trained  pal- 
pating fingers.  Furthermore,  when  a pancreatic 
mass  is  palpable  it  can  be  most  deceptive  due  to 
its  close  anatomic  relation  to  every  organ  in  the 
upjier  abdomen,  barring  none  and  including  the 
kidneys  and  suprarenal  bodies,  particularly  on 
the  left.  Neither  can  pancreatic  malignancies  be 
trusted  to  be  fixed  in  position.  They  may  descend 
on  inspiration  as  much  as  three  to  five  centimeters. 

The  symptoms  of  carcinoma  here  are  bizarre. 
Whth  the  organ  lying  as  it  does  in  such  close  appo- 
sition to  the  abdominal  aorta  covered  by  a wealth 
of  sympathetic  nerves  and  ganglia — the  celiac 
plexus,  the  tumor,  either  by  pressure  or  invasion 
involving  this  j)lexus,  sets  up  disturbances  which 
may  simulate  various  acute  and  chronic  diseases 
of  the  upper  abdomen  and  chest.  It  may  even 
disguise  the  entire  picture  as  that  of  a purely 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9,  10,  193.5. 
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functional  nervous  disorder  and  the  patient  be 
stamped  as  a so-called  “neurotic,”  as  was  em- 
phasized by  Yaskin^  in  1931. 

LABORATORY  FINDINGS 

Laboratory  tests  for  pancreatic  malignancies 
are  disappointing.  Partial  loss  of  function  of  the 
pancreas  even  when  a sizable  growth  is  present  is 
not  easily  detected.  Fatty  stools,  formerly  thought 
to  be  rather  expected  in  this  disease,  are  found  to 
be  conspicuously  absent  except  in  a very  few 
cases.  Bacterial  action  in  the  bowel  supplants  the 
action  of  the  pancreatic  juices  in  fat  digestion. 
Abnormal  blood  sugar  levels  point  to  pancreatic 
disease,  but  the  islands  of  Langerhans  seem  to  be 
resistant  to  involvement  by  carcinoma  in  a very 
high  percentage  of  cases,  so  that  hyi>erglycemia 
from  insulin  reduction  is  in  evidence  only  occasion- 
ally. In  a series  of  50  cases  studied  by  Hick  and 
Mortimer^  it  was  present  in  seventeen  per  cent, 
and  others  have  found  it  in  less  than  ten  per  cent. 
In  primary  cancer  of  the  islands  of  Langerhans, 
hyperinsulinism  occurs  with,  of  course,  a low 
hlood  sugar  level,  but  Eusterman  and  M'ilbur^ 
found  this  in  only  three  of  405  cases  of  carcinoma 
of  the  pancreas.  s 

The  blood  lipase  activity,  as  worked  out  by  Com- 
fort and  Osterberg,"*  shows  an  appreciable  reduc- 
tion in  the  aggregate  of  many  cases  of  pancreatic 
disease  studied,  but  for  individual  cases  it  is  not 
dependable  because  of  the  percentage  of  normal 
readings  and  because  it  is  not  yet  known  to  be  a 
specific  test  of  pancreatic  function.  The  blood 
study  shows  a secondary  anemia  only  late  in  the 
disease,  and  in  50  per  cent  a mild  leukocytosis. 
The  blood  urea  nitrogen  is  normal.  The  duodenal 
contents  may  show  an  absence  of  both  bile  and 
pancreatic  secretion  in  obstructive  jaundice  by  a 
pancreatic  malignancy,  and  thus  will  aid  in  dif- 
ferential diagnosis.  Without  jaundice  there  may 
be  an  absence  of  trypsin  ferment  in  the  pancreatic 
secretions.  Gastric  acidity  shows  no  significant 
changes  but  tends  to  be  somewhat  low. 

The  urine  in  jaundiced  cases  shows  increased 
diastase  value  and  increased  bilirubin  but  no  in- 
crease in  urobilin  or  urobilinogen.  Glycosuria  oc- 
casionally is  present  as  a result  of  hypoinsulinism. 

The  laboratory  findings,  then,  are  significant  in 
only  a few  cases  for  their  positive  findings.  Where 
do  we  find  the  bulk  of  evidence  for  at  least  a pre- 
sumptive diagnosis?  Only  in  the  carefully  corre- 
lated symptomatology,  physical  signs  and  x-ray 
study. 

SUGGESTIVE  SYMPTOMS  AND  SIGNS 

Despite  the  wide  variety  of  symptoms  produced 
by  carcinoma  of  the  pancreas,  there  are  a few  fea- 
tures which  are  fairly  constant  and  can  be  classi- 
fied as  cardinal  evidence.  , 
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1.  Cachexia  with  weakness  and  weight  loss. 
Most  observers  agree  with  Bard  and  Pic'  that 
these  are  most  constantly  present  even  in  the  early 
stages.  Kiefer**  reports  these  as  first  symptoms 
in  22  of  33  cases  and  present  in  29  of  them. 
Speed'  found  them  early  in  90  per  cent.  Futcher’s'^ 
experience  showed  an  average  weight  loss  of 
roughly  ten  pounds  a month. 

2.  Jaundice  appears  in  70  to  80  per  cent.  It  is 
usually  progressive  and  of  a darker  hue  in  which 
pruritis  is  just  as  often  as  not  absent.  Jaundice  is 
not  always  present  at  the  onset  of  sym])tonis  in 
carcinoma  of  the  head  of  the  pancreas  and  when 
present  is  not  always  without  pain.  Nevertheless, 
])ainless  jaundice  is  of  great  diagnostic  importance. 

3.  Pain  is  a frequent  symptom  and  is  present 
in  60  to  80  per  cent  of  the  cases.  Leven**  describes 
three  types  of  pain ; first,  a severe  steady  boring 
midepigastric  pain  radiating  through  to  the  lower 
dorsal  back,  increased  on  lying  down ; second,  a 
collicky  type  in  the  epigastrium  radiating  around  to 
subscapular  regions,  particularly  on  the  right : and 
third,  paroxysmal  attacks  of  pain  near  the  umbili- 
cus resembling  tabetic  crises.  He,  like  many 
others,  ascribes  the  cause  of  the  pain  either  to  pres- 
sure on  nr  infiltration  into  the  sympathetic  trunks 
by  the  tumor  substance.  Most  writers,  however, 
arc  unwilling  to  describe  a pain  typical  of  this 
disease  because  of  its  wide  variance  in  site  and 
character ; but.  the  deep  hard  boring  epigastric 
pain  radiating  to  the  back,  relieved  somewhat  by 
sitting  uj)  and  unrelated  to  food  ingestion  is 
stressed  as  probably  the  most  suggestive  type. 
Some  have  attempted  to  dififerentiate  malignancies 
of  the  head,  body  and  tail  of  the  pancreas  by  the 
character  of  the  pain,  but  this  is  too  fantastic  to 
be  practical. 

4.  .Anorexia.  This  symptom,  while  typical  of 
carcinoma  in  general,  seems  to  be  a more  promi- 
nent sym[)tom  in  carcinoma  of  the  pancreas  re- 
gardless of  whether  or  not  there  is  duodenal  or 
biliary,  duct  obstruction,  and  should  be  included  in 
the  li.st  of  frequent  symptoms. 

Unfortunately  we  must  stop  here  with  these 
four  if  we  are  to  consider  the  frequent  signs  and 
symptoms  in  this  disease  ; to  rei>eat,  cachexia  with 
weight  and  strength  loss,  jaundice,  pain  and  anor- 
e.xia. 

Ne.xt  in  order  of  frequency  of  positive  signs  are 
the  x-ray  findings.  In  Eusterman’s  .series  about 
half  the  cases  which  were  studied  roentgenologi- 
cally  gave  some  evidence  by  displacement,  pressure 
signs  or  infiltration  defects  in  the  stomach,  duo- 
denum or  transverse  colon.  Accurate  interj)re- 
tation  of  these  findings,  however,  is  very  difficult 
at  times,  jiarticularly  in  cases  of  infiltration  de- 
fects. In  adflition  to  these  valuable  positive  signs 


are  the  negative  x-ray  findings  in  the  gastro-in- 
testinal  study,  cholecystograms  and  pyelograms  as 
a material  aid  in  ruling  out  diseases  of  the  neigh- 
boring structures.  There  is  a palpable  tumor  in 
20  to  40  per  cent  and  it  is  usually  tender.  It  may 
lie  in  the  right,  left  or  midepigastrium  and  may 
be  very  difficult  to  identify  without  the  aid  of  the 
x-ray.  In  obstructive  jaundice  the  gallbladder  is 
enlarged  in  keeping  with  Courvoisier's  law  ; that  is, 
the  gallbladder  enlarges  when  the  common  duct 
obstruction  is  due  to  growth  and  is  contracted 
when  the  obstruction  is  due  to  calculi  or  inflamma- 
tory processes.  However,  an  enlarged  gallbladder 
is  difficult  to  palpate  except  in  abdomens  unusually 
favorable  to  palpation.  In  Hick's  series  of  nine- 
teen cases  in  which  the  enlarged  gallbladder  was 
proved  by  autopsy,  the  clinical  records  showed  that 
it  had  been  palpated  in  only  six.  Ascites  may  de- 
velop late  due  to  pressure  on  the  portal  vein  nr 
inferior  vena  cava,  but  is  usually  due  to  a peri- 
toneal carcinomatosis.  Rarely  there  is  a chylous 
ascites  from  pressure  on  the  receptaculum  chyli. 

DIFFERENTIAL  DIAGNOSIS 

In  the  dififerential  diagnosis  primarv  carcinoma 
of  the  ampulla  of  Vater  and  biliary  ducts  cannot 
be  differentiated  clinically  from  this  disease.  Pro- 
gressive painless  jaundice  may  be  the  first  sign 
in  either.  Pancreatic  secretions  may  be  present  in 
the  duodenum  in  carcinoma  of  the  ampulla  be- 
caiLse  of  the  accessory  pancreatic  duct.  Baldwin 
has  found  this  duct  in  80  per  cent  of  autopsies. 
In  fact,  on  the  operating  table  it  may  be  impossible 
to  determine  the  origin  of  the  tumor  when  it  in- 
volves both  the  duodenum  and  pancreas. 

Carcinoma  of  the  gallbladder  is  slightly  more 
rare  but  there  is  usually  a previous  history  suggest- 
ing cholecystic  disease.  It  must  not  be  forgotten, 
however,  that  cholecystic,  gastric  and  pancreatic 
diseases  frequently  coexist,  and  this  adds  mate- 
rially to  the  difficulty.  Acute  catarrhal  jaundice, 
chronic  pancreatitis  with  jaundice,  hepatitis  with 
jaundice,  biliary  cirrhosis  and  chronic  cholecy.sti- 
tis  may  be  difficult  to  rule  out  at  fir.st,  but  bv  a 
short  observation  period  this  is  made  relatively 
ea.sy  because  of  the  rapid  decline  in  general  health 
in  the  case  of  malignancy. 

Lesions  of  the  stomach,  transver.se  colon,  esopha- 
gus and  kidneys  can  be  disclosed  by  x-ray  methods, 
as  can  also  diverticulitis  of  the  duodenum. 

Aletastases  from  tin’s  organ  are  similar  to  those 
of  the  stomach  and  colon,  and  in  rare  instances 
there  is  present  a metastatic  tumor  in  the  left 
supraclavicular  re.gion.  the  so-called  \*irchow‘s 
.gland.  Biopsy  of  this  tumor  usually  reveals  the 
origin  of  the  primarv  lesion.  I lowever,  in  our  own 
exix-rience  we  have  had  one  ca.se  with  metastasis  to 
the  neck  in  which  the  bio|)sy  was  not  fliagnostic 
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because  the  section  showed  only  undifferentiated 
tumor  cells.  Pathologists  in  three  different  insti- 
tutions of  the  middle  west  agreed  that  the  primary 
lesion  was  probably  retroperitoneal  and  most  likely 
a renal  tumor.  The  diagnosis  of  carcinoma  of  the 
pancreas  was  made  at  autopsy.  This  further  illus- 
trates the  difficulty  in  establishing  a diagnosis  of 
pancreatic  malignancy. 


CONCLUSIONS 

In  a case  of  cachexia  with  weight  and  strength 
loss;  a deep  prog'ressive  jaundice;  a hard  boring 
epigastric  pain  radiating  to  the  back,  affected  by 
posture  ; a palpable  epigastric  tumor  which  is  fairly 
well-fixed  and  tender ; a palpable  gallbladder ; an 
abnormal  blood  sugar  level ; and  positive  x-ray 
findings,  we  have  all  the  cardinal  symptoms  and 
signs  present  for  a reasonably  accurate  clinical 
diagnosis  of  carcinoma  of  the  pancreas ; but  the 
actuarial  computation  by  i>ercentages  would  reveal 
the  fact  that  all  these  features  are  present  in  the 
same  case  in  only  one  out  of  at  least  two  hundred 
cases.  In  the  great  majority  of  cases  many  of 
these  are  lacking  or  indefinite,  so  that  a satisfac- 
tory diagnosis  is  difficult  or  impossible,  but  it 
seems  fair  to  say  that  with  cachexia,  weight  and 
strength  loss  as  one,  ])lus  any  two  of  the  remain- 
ing features  we  have  sufficient  evidence  for  a 
presumptive  diagnosis. 
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GASTROJEJUXAL-  ULCER* 
William  H.  Gibbon,  M.D.,  Sioux  City 

Whth  increasing  frequency  in  recent  years  the 
radiologist  is  called  upon  to  lend  his  aid  in  the 
diagnosis  of  a postoperative  complication  known 
as  gastrojejiinal  ulcer,  or  jejunal  ulcer,  following 
gastro-enterostomy.  The  occurrence  of  gastro- 
jejunal  ulcer  is  so  serious  a complication,  and  the 
frequency  of  incidence  is  so  debatable  a question. 
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that  the  whole  subject  is  worthy  of  considerable 
thought  and  study. 

It  is  hardly  within  the  scope  of  this  brief  paper 
to  enter  into  any  controversy  over  the  merits  or 
demerits  of  gastro-enterostomy  for  the  treatment 
of  peptic  ulcer.  That  point  has  been  debated  pro 
and  con  by  the  surgeons  for  a great  many  years 
and  the  opinion  is  still  widely  divergent,  particu- 
larly where  the  treatment  of  duodenal  ulcer  is 
concerned.  It  has  been  pretty  well  agreed  that 
gastro-enterostomy  alone  is  hardly  adequate  in  the 
treatment  of  gastric  ulcer,  and  should  be  used  in 
conjunction  with  partial  gastrectomy,  or  excision 
or  cauterization  of  the  ulcer  crater  itself. 

Gastro-enterostomy  in  the  hands  of  some  men, 
notably  Balfour,  Moynihan,  Scudder,  Woolsey, 
and  many  others,  has  proved  a very  satisfactory 
method  in  the  treatment  of  duodenal  ulcer.  How- 
ever, there  is  another  group  of  men,  including 
Lewisohn,  Davis,  Einsterer,  Haberer,  and  others, 
who  do  not  endorse  that  method,  and  have  devised 
modifications  and  substitutes  for  gastro-enteros- 
tomy. 

INCIDENCE 

The  incidence  of  gastrojejiinal  ulcer  ranges 
anywhere  from  2.9  per  cent  and  3.26  per  cent  as 
reported  by  Benedict  and  Balfour  respectively,  to 
as  high  as  34  per  cent  by  Lewisohn.  Among  the 
European  wi'iters  the  incidence  is  even  higher, 
and  so  much  dissatisfaction  has  been  expressed 
that  many  have  turned  to  much  more  radical 
measures. 

ETIOLOGY 

Practical^  speaking,  jejunal  ulcer  and  gastro- 
jejunal  or  marginal  ulcer  is  an  artificial  disease, 
secondary  to  gastro-enterostomy.  Gastro jejunal 
ulcers  occur  at  the  stoma  or  line  of  suture,  and 
jejunal  ulcers  occur  distal  to  the  stoma.  It  is 
generally  believed  that  marginal  ulcers  result  from 
the  use  of  non-absorbable  suture  material,  and 
that  jejunal  ulcers  are  most  likely  due  to  the  action 
of  gastric  acid  juice  on  the  mucosa  of  the  jejunum. 
Benedict,  in  a recent  article,  has  called  attention  to 
the  numerous  theories  supporting  this  belief. 
Other  factors  must  also  receive  attention,  such  as 
the  presence  of  foci  of  infection,  faulty  surgical 
technic,  and  improper  selection  of  cases.  It  is 
well  recognized  that  a regime  of  medical  care 
should  follow  all  gastro-enterostomies,  and  in  my 
experience,  the  majority  of  patients  in  whom  I 
have  checked  the  functioning  of  the  stoma,  have 
followed  some  type  of  dietary  management  for 
a period  of  from  six  months  to  over  five  years. 

SYMPTOMATOLOGY 

The  outstanding  feature  of  gastrojejiinal  ulcer 
in  the  vast  majority  of  cases  is  a shaiqi  burning 
pain,  which  in  many  respects  simulates  the  original 
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pejitic  ulcer.  The  pain  is  usually  localized  to  the 
left  side  of  the  abdomen,  about  on  the  level  of  the 
umbilicus,  or  slightly  below  this  level.  Some 
assert  they  get  relief  from  food  intake  and  alkalis, 
but  the  majority  get  very  little  comfort  from  those 
remedies  which  formerly  had  given  considerable 
relief  in  the  original  peptic  ulcer.  The  presence 
of  blood  in  the  stool  is  an  almost  constant  finding, 
although  hematemesis  may  or  may  not  be  jiresent. 
When  gastrojejunocolic  fistula  has  occurred,  there 
is  as  a rule,  very  little  pain  present ; the  chief 
symptoms  being  that  of  a diarrhea  with  undi- 
gested food  in  the  stool,  and  a loss  of  weight. 

DIAGNOSIS 

The  diagnosis  really  consists  of  the  clinical 
symptoms,  and  the  x-ray  findings  in  any  case  in 
which  there  is  a history  of  gastro-enterostomy. 
The  clinical  symptoms  have  been  very  briefly  men- 
tioned above.  The  roentgenologic  findings  can  be 
divided  into  the  direct  and  indirect  signs  of  gas- 
trojejunal  ulcer.  It  goes  without  saying  that  the 
direct  evidence  is  by  far  the  most  reliable  and  a 
definite  visualization  of  the  ulcer  niche  is  unde- 
niable evidence  of  the  presence  of  such  an  ulcer. 
Unfortunately,  it  is  not  always  possible  to  demon- 
strate the  barium  filled  crater,  either  on  the  film, 
or  under  the  fluoroscopic  screen.  Camp  estimates 
that  the  ulcer  niche  can  be  demonstrated  in  60 
j)er  cent  of  the  cases.  I regret  to  report  that  my 
own  “batting  average”  is  somewhat  below  that. 
In  examining  the  stomach,  it  is  best  to  use  a rela- 
tively small  amount  of  the  barium  mixture,  and 
attempt  to  visualize  the  gastric  mucosa  and  stoma 
in  relief,  both  under  the  screen  and  on  the  film. 
Too  large  an  amount  of  barium  may  cause  the 
lower  border  of  the  stomach  to  overlap  the  jeju- 
num, thereby  obscuring  the  very  part  of  the  small 
inte.stine  which  should  bear  the  clo.sest  scrutiny. 

( )ne  must  also  bear  in  mind  that  the  anatomic 
relations  have  been  definitely  altered,  and  adequate 
allowances  must  be  made  for  some  changes  in  the 
aj)pearance  of  the  stomach  and  intestines. 

CASE  REPORTS 

Case  1.  F.  C.  P>.,  male,  forty-eight  years  of 
age.  This  man  had  suffered  from  duodenal  ulcer 
for  six  years,  and  by  1930  had  begun  to  get  some 
partial  obstruction.  At  this  time,  a posterior  gas- 
tro-enterostomy  was  performed,  giving  him  com- 
plete relief  for  two  years.  In  1932  he  had  a return 
of  symptoms,  consisting  of  sharp  burning  pain  in 
the  left  lower  quadrant,  occurring  three  hours 
after  a meal.  Sixla  and  food  intake  gave  definite 
relief.  Freciuency  of  urination  was  also  present, 
and  there  was  definite  Iwalizing  tenderness  below 
and  to  the  left  of  the  navel.  The  x-ray  e.xamina- 
tion  revealed  a very  definite,  and  well  visualized 


jejunal  ulcer  niche,  about  one  inch  distal  to  the 
anastomosis.  At  oi:>eration,  the  anastomosis  was 
undone,  the  jejunal  ulcer  excised,  and  a gastro- 
duodenostomy  done.  He  was  free  of  symptoms 
for  a little  over  two  years,  but  at  the  present  writ- 
ing, he  is  again  having  trouhle,  so  that  it  is  doubt- 
ful if  this  man’s  second  operation  will  prove  any 
more  successful  than  the  first. 

Case  2.  C.  M.,  male,  foi'tyseven  years  of  age. 
This  man  had  a posterior  gastro-enterostomy  per- 
formed in  1917  for  relief  of  a duodenal  ulcer, 
with  complete  relief  for  seven  years.  In  1924 
ulcer  symptoms  began,  graduall}’  becoming  more 
severe.  In  1932,  an  x-ray  examination  revealed 
a jejunal  ulcer  just  distal  to  the  stoma.  The  anas- 
tomosis was  taken  down,  the  jejunal  ulcer  excised, 
and  the  normal  course  restored.  In  1934,  because 
duodenal  ulcer  symptoms  returned,  the  patient 
was  reopened,  and  a gastroduodenostomy  was 
performed.  At  the  present  writing  he  is  free  of 
symptoms. 

Case  3.  Male,  thirty-eight  years  of  age.  A 
gastro-enterostomy  had  been  performed  in  1926 
for  gastric  ulcer,  and  for  four  years  he  was  free 
from  symptoms.  In  1930  he  began  to  have  attacks 
of  burning  pain  in  the  left  upper  quadrant  and 
blood  in  the  stools.  Repeated  x-ray  e.xaminations 
failed  to  visualize  any  definite  ulcer  niche  and 
our  examinations  were  essentially  negative.  How- 
ever, the  evidence  from  the  clinical  side  was  so 
strongly  jxisitive  that  a lai>arotomy  was  done  and 
a marginal  ulcer  was  found.  I'he  anastomosis 
was  taken  down  ; the  ulcer  excised,  and  the  normal 
gastroduodenal  course  restored.  This  patient 
has  been  relatively  free  from  symptoms  since. 
The  ulcer  in  this  case  was  at  the  margin  of  the 
stoma  and  unless  the  crater  was  filled  at  the  time 
of  the  examination,  by  food  or  detritus,  should 
have  been  seen. 

In  addition  to  the  niche  there  is  frequently 
considerable  spasm  of  the  gastric  wall  around  the 
stoma,  localizing  tenderness  directly  over  this 
area,  and  some  rigidity  of  the  abdominal  muscles. 
When  one  is  unahle  to  visualize  the  ulcer  niche 
in  a case  of  suspected  gastrojejunal  ulcer,  he  is 
then  compelled  to  evaluate  carefully  the  indirect 
signs  that  are  present.  These  consist  of  spasticity 
and  irritability  of  the  gastric  wall  and  jejunum 
in  the  vicinity  of  the  stoma,  and  are  indicated 
principally  hy  irregularities  of  the  stomach  wall 
and  the  manifestation  of  sjiastic  contractures 
during  the  fluoroscopic  examination.  Closure  of 
the  ga.stro-enterostomy  stoma  indicates  jiathologic 
changes  in  and  about  the  opening.  This  may  be 
due  to  cicatricial  scarring  as  a result  of  a chronic 
marginal  ulcer,  or  it  may  be  entirely  due  to  local- 
ized spasm,  associated  with  ulcer.  In  cither  case. 
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the  examiner  is  unable  to  force  any  barium  mix- 
ture through  the  stoma,  and  the  stomach  is  at- 
tempting to  empty  by  way  of  the  pylorus  and 
duodenum.  This  evidence  may  be  considered  as 
indirect,  but  nevertheless  it  is  as  highly  indicative 
of  pathology  as  the  direct  visualization  of  the 
ulcer  niche  itself. 

A fourth  sign  is  the  demonstration  t>f  a gastro- 
jejunocolic  fistula,  and  is  best  shown  by  filling  the 
colon  with  a barium  enema.  The  colon  will  fill 
normally  up  to  a point  in  the  transverse  portion, 
where  the  barium  mixture  will  be  seen  to  pass 
almost  directly  into  the  stomach.  Benedict  reports 
the  incidence  of  this  complication  as  occurring  in 
approximately  14  jier  cent  of  a series  of  thirty-six 
cases  of  jejunal  ulcer  at  the  Massachusetts  Gen- 
eral Hospital.  1 have  seen,  however,  several  pa- 
tients in  whom  the  clinical  signs  and  symptoms 
were  so  strongly  suggestive  of  gastrojejunal  ulcer 
that  an  exploratory  laparotomy  was  indicated,  and 
^■et,  radiographically  presented  neither  direct  nor 
indirect  signs  of  any  trouble.  Some  of  the  fail- 
ures may  be  explained  upon  the  basis  of  faulty 
technic ; others  by  the  fact  that  the  suspected  area 
was  so  obscured  by  the  changes  in  anatomic  rela- 
tionships that  a good  visualization  was  impossible  : 
still  others  have  no  reasonable  explanation. 

COURSE  AND  TREATMENT 

A few  of  these  unfortunate  patients  may  be  car- 
ried along  for  indefinite  periods  of  time  by  careful 
medical  management,  but  the  large  majority  re- 
quire surgical  care.  As  to  the  type  of  surgical 
treatment,  it  will  depend  almost  entirely  upon  the 
individual  case,  as  each  and  every  patient  presents 
his  own  iieculiar  problem.  In  a certain  percentage 
of  patients,  the  simple  undoing  of  the  anastomosis 
alone  may  solve  the  problem.  (Jthers  may  require 
some  form  of  pyloroplasty  or  gastroduodenos- 
tomy.  Still  others  may  require  a subtotal  gas- 
trectomy, the  resected  portion  of  the  stomach  to 
include  the  stoma.  Many  of  our  leading  surgeons 
ha^■e  agreed  that  when  secondary  ulcers  have  oc- 
curred, undoing  of  the  anastomosis  and  a restora- 
tion of  the  gastroduodenal  channel  if  possible,  is 
the  method  of  choice. 

SUM  M ARY 

1.  The  incidence  of  gastrojejunal  ulcer  ranges 
anywhere  between  three  and  thirty-four  per  cent, 
according  to  many  reports  of  series  of  cases  in 
the  literature. 

2.  Roentgenographic  examinations  play  an  im- 
portant jiart  in  the  diagnosing  of  such  lesions, 
although  the  accuracy  is  admittedly  not  as  high 
as  that  in  the  diagnosis  of  gastric  or  duodenal 
ulcer. 


3.  Hie  treatment  of  gastrojejunal  ulcer  is 
chiefly  surgical. 
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INJURIES  TO  THE  SPINE* 

Arch  F.  O’Donogiiue,  ALD.,  Sioux  City 

It  has  long  been  said  that  a man  is  no  older  than 
his  arteries.  It  may  also  be  said  that  a laborer 
is  no  better  than  his  back.  In  discussing  injuries 
to  the  spine,  in  the  short  time  at  our  disposal  to- 
day, it  would  be  impossible  for  me  to  go  into 
detail  on  the  more  obscure  injuries,  especially 
those  occurring  at  or  about  the  lumbosacral  junc- 
tion. These  are  highly  controversial  subjects  and 
ones  which  have  only  in  the  past  few  years  been  , 

studied  with  any  degree  of  care.  Also  I do  not  , 

intend  to  go  into  the  neurologic  aspects  of  these 
injuries  except  as  they  concern  diagnosis,  because 
you  are  to  hear  a talk  later  this  afternoon  devoted 
entirely  to  this  phase.  I will  therefore  devote 
this  time  to  a discussion  of  the  more  common  gross  'll 

injuries  to  the  spine,  their  etiology,  their  diagno-  It 

sis,  and  in  a general  way  the  accepted  treatment  jj 

at  the  present  time,  and  what  results  one  should  J 

expect. 

The  question  of  eitology  I will  mention  only  ,j| 

briefly  as  you  are  all  familiar  with  it.  Fractures  J 

of  the  spine  occur  usually  in  either  of  two  places,  .1 

the  cervical  spine  in  which  the  bones  are  relatively 
small  and  not  guarded  by  heavy  musculature,  and 
the  lumbar  and  lower  dorsal  spine  in  which  the 
bones,  while  larger  and  well  protected  by  heavy 
muscles,  are  subjected  to  considerable  force  be- 
cause of  superimposed  body  weight  and  are  un- 
guarded by  the  ribs  which  well  protect  the  thora- 
cic spine.  Injuries  to  the  cervical  spine  are  ordi- 
narily caused  by  a fall  from  a height,  diving  in 
shallow  water,  or  a fall  on  the  head:  injuries  to 
the  lumbar  spine  are  usually  caused  either  by  hy- 
perflexion or  hyperextension  of  the  spine,  or  by 
a fall  from  a height  alighting  on  the  buttocks  trans- 
mitting force  directly  up  the  back.  The  diagnoses 
of  fractures  in  these  two  areas  differ  somewhat 
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and  while  I do  not  wish  to  go  into  any  detail  on 
either  I do  wish  to  point  out  the  common  symp- 
toms which  lead  one  to  suspect  fracture. 

In  the  cervical  spine  the  history  of  a fall,  or 
history  of  a dive  followed  by  pain  and  stiffness 
in  the  neck,  and  quite  often  by  numbness  and 
tingling  in  the  arms,  quite  often  by  a burning 
sensation  up  the  head  behind  the  ears  over  the 
lesser  occipital  nerves  and,  of  course,  if  displace- 
ment is  severe,  partial  or  complete  paralysis  are 
suggestive.  We  must  remember  that  even  if  an 
individual  who  has  dived  into  shallow  water  or 
who  has,  we  will  say,  fallen  off  a haystack,  is 
able  to  get  up  and  walk  about,  and  even  if  there 
is  no  complete  paralysis  or  even  immediate  par- 
tial paralysis,  he  may  nevertheless  have  suffered 
a more  or  less  severe  injury  to  the  cervical  spine 
which  requires  a detailed  examination.  If  fol- 
lowing such  an  injury  a patient  is  completely 
paralyzed,  anyone,  even  a layman,  would  be  quite 
sure  that  he  had  broken  his  neck.  If,  however. 


Fig.  1.  Technic  of  refluction  of  dislocation  of  the  cervical 
spine.  Note  convenience  of  suspension  of  head  by  overhead  frame. 

he  is  not  completely  paralyzed  but  does  complain 
of  tingling  in  his  arms,  pain  and  stiffness  in  the 
neck,  difficulty  in  swallowing,  pain  in  the  pos- 
terior scalp,  etc.,  these  signs  and  symptoms  should 
warrant  a careful  roentgenologic  examination, 
since  a fracture  of  considerable  severitv  and  a 
sur|)rising  amount  of  displacement  can  occur  in 
this  area  without  either  complete  or  partial  paral- 
ysis immediately  su|K'rvening.  The  x-rav  ex- 
amination of  the  cervical  spine  should  be  com- 


plete, because  an  incomplete  x-ray  examination  is 
worse  than  none  at  all  since  it  engenders  a false 
sense  of  security.  Such  an  examination  must 
include  a lateral  x-ray  taken  with  the  patient  sit- 
ting if  he  is  able  to  sit,  with  the  hands  grasping 
the  rungs  of  a stool  below  him  to  throw  the 
shoulders  out  of  the  way,  or  if  this  is  impossible, 
the  picture  must  be  taken  with  him  K ing  on  a 
hard  table  with  a sling  around  either  wrist  and 
assistants  pulling  the  shoulders  down  out  of  the 
way.  The  treatment  of  fracture  dislocations  in 
the  cervical  spine  with  or  without  paralysis,  pro- 
viding there  is  reason  to  think  the  cord  has  not 
been  irreparably  damaged,  has  been  well  demon- 
strated by  Brookes^  of  St.  Louis,  and  consists 
essentially  of  manipulative  reduction  of  the  dis- 
placement by  traction  with  a head  halter  modi- 
fied slightly  by  your  essayist  to  include  the  use 
of  a head  sling  (Fig.  1)  which  holds  the  head 
and  greatly  facilitates  the  application  of  the  cast 
after  reduction  has  been  completed.  Reduction 
naturally  should  be  checked  with  the  x-ray  both 
laterally  and  anteroposteriorly  before  the  plaster 
is  applied.  A plaster  of  the  Calot  type  is  that 
usually  worn  and  should  be  worn  for  a number 
of  weeks  depending  on  the  position  and  extent 
of  the  fracture  dislocation,  the  exactness  of  the 
reduction  obtained,  and  the  patient’s  age.  This 
then  is  followed  by  some  sort  of  convalescent 
collar  which  is  worn  while  the  patient  is  up  and 
about  with  a cotton  collar  at  night.  A cotton 
collar  consists  essentially  of  a heavy  piece  of 
cpiilting  some  two  inches  wide  at  one  end  and 
six  inches  wide  at  the  other,  which  is  wrapped 
tightly  around  the  neck  starting  with  the  narrow 
end  at  the  Adam’s  apple  and  firmly  hound  with 
a bandage.  This  device  steadies  the  head  much 
more  than  one  would  think  and  is  extremely  use- 
ful also  as  a first  aid  transport  device  to  protect  the 
head  against  moving  until  the  permanent  dres- 
sing can  be  applied.  It  is  much  more  comfort- 
able and  efficient  than  any  type  of  sand  bagging. 

Injuries  to  the  lower  spine  from  the  eleventh 
dorsal  vertebra  down  are  usually  caused  by  the 
application  of  more  force  than  is  neces.sary  for 
fracture  dislocation  in  the  cervical  spine.  Auto 
accidents,  falls  from  a height,  and  crushing  in- 
juries of  various  ty])cs,  all  oftentimes  result  in 
fractures  or  fracture  dislocations  in  Uiis  area.  The 
most  constant  sign,  of  course,  as  in  other  injuries, 
is  pain.  This  pain  is  also  often  accompanied 
by  shock,  ileus,  inability  to  void  and  in  the  more 
severe  cases,  with  paralysis  either  motor  or  sen- 
sory or  both.  However,  here  again  as  in  the 
cervical  spine  the  fact  that  a patient  is  not  para- 
lyzed and  floes  not  have  retention,  or  even  does  not 
have  ileus  is  no  positive  proof  that  .serious  injurv 
to  the  spine  has  not  occurred.  In  fact,  fractures 
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of  the  compressed  type,  which  far  outnumber 
all  other  types  of  fracture  in  this  area,  are  sel- 
dom accompanied  by  paralysis  or  even  by  any 
evidence  of  nerve  involvement.  There  is,  how- 
ever, one  symptom  which  almost  invariably  oc- 
curs following  any  major  or  even  comparatively 
minor  trauma  to  the  low’er  spine  and  that  symp- 
tom is  muscle  spasm.  These  patients  when  asked 
to  bend  over  do  so  entirely  from  the  hip  joints, 
holding  the  back  perfectly  rigid  and  stiff. 

The  immediate  first  aid  for  all  injuries  to  the 
lower  back  is  of  considerable  importance  espe- 
cially as  regards  transport,  because  a great  deal 
of  harm  is  often  done  by  injudicious  handling  of 
these  patients.  The  axiom  of  the  Fracture  Com- 
mittee of  the  College  of  Surgeons  “Splint  them 
where  they  lie’’  applies  here  with  even  greater 
force  than  it  does  in  other  injuries.  The  lifting 
of  a patient  to  put  him  into  a car  may  increase 
the  deformity,  and  in  fact  may,  by  flexing  the 
spine,  cause  irreparable  damage  to  the  cord.  Pa- 
tients with  low  back  injuries  should  always  be 
transported  face  down,  for  by  this  method  of 
transport  no  further  harm  can  be  done.  As  far 
as  the  permanent  treatment  is  concerned  it  nat- 
urally has  to  vary  as  to  the  exact  nature  of  the 
injury,  and  the  nature  of  the  injury  again  must 
be  determined  by  accurate  x-ray  pictures,  pref- 
erably stereoscopic  anteroposterior  and  lateral. 
Permanent  treatment  must  also  vary  according 
to  the  severity  of  the  patient’s  reaction  to  the 
injury,  and  it  is  usually  unwise  to  effect  an  im- 
mediate reduction  or  attempted  reduction  of  these 
fractures.  Patients  nearly  always  have  some 
degree  of  shock,  they  also  nearly  always  have 
marked  ileus  and  the  tremendous  ballooning  of 
the  abdomen  is  in  itself  a dangerous  thing.  When 
the  initial  shock  and  initial  ileus  and  other  im- 
mediate complications  have  subsided,  then  reduc- 
tion must  be  considered  and  if  possible  effected. 

The  first  attempts  at  reduction  of  low  back  in- 
juries were  made  by  Arthur  Davis^  of  Erie  in 
1929  who  described  a decompression  of  com- 
pressed fractures  with  an  overhead  sling  on  the 
feet.  Following  this  original  work  other  meth- 
ods of  obtaining  the  same  result  have  been  de- 
vised. One  is  hyperextension  on  a hinged  Brad- 
ford frame  as  described  by  Herzmark.^  This 
method  has  the  advantage  of  being  extremely 
simple  but  the  disadvantages  of  making  it  im- 
possible to  turn  patients  over  to  care  for  the  back, 
and  of  ref|uiring  hospitalization.  Another  is  the 
method  first  described  by  myself^  in  1930 
of  reducing  these  fractures  with  the  patient  in 
the  dorsal  position  by  hyperextending  the  back 
with  an  automobile  jack  (Fig.  2),  followed  by 
the  application  of  a cast,  which  has  the  advan- 


tage of  a firm  fixation  of  the  fracture  while  still 
allowing  the  patient  to  be  up  and  about  and  re- 
quiring a minimum  hospital  stay.  All  of  these 
methods  work  very  well  in  jiroperly  selected 
cases.  In  the  last  year  or  two  further  attempts 
have  been  worked  out  to  reduce  various  types  of 
deformity  following  fractures  to  the  lower  back 
by  the  application  of  the  same  principles.  Lateral 
compression  with  scoliosis  can  often  be  readily 


Fiff.  2.  O’Donoghue  “Jack”  decompression. 


corrected  and  even  the  se\ere  fracture  disloca- 
tions with  paralysis  can  be  markedly  improved 
by  manipulation,  and  unless  one  has  every  reason 
to  think  the  cord  has  been  irreparably  damaged 
these  dislocations  should  be  so  improved.  One 
must  in  advising  treatment  for  this  condition  re- 
member that  the  cord  proper  terminates  at  about 
the  second  lumbar  segment  and  that  the  restora- 
tion of  some  degree  of  alignment  of  the  back  may 
result  in  a rather  remarkable  improvement  if  the 
injury  is  only  to  the  caudal  nerves  which  react 
the  same  as  other  peripheral  nerves.  This  patient, 
for  instance,  (Fig.  3)  in  spite  of  the  tremendous 
lateral  deformity  and  even  actual  overlapping  of 
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the  two  fractured  vertebrae,  and  although  his  in- 
jury is  only  of  five  months’  duration,  has,  follow- 
ing the  correction  obtained,  which  was  done  three 
days  after  injury,  made  a complete  recovery  of 
sensation,  regained  complete  control  of  the 
bladder  and  bowel,  and  at  the  present  time  is 
slowly  regaining  some  motor  control  in  the  thighs. 


Fig.  3.  Severe  fracture  dislocation  before  and  after  manipulation. 

although  his  immediate  paralysis  was  complete. 

There  is  one  complicating  injury  which  I wish 
to  call  to  your  attention  and  that  is  a rupture  of 
the  nucleus  pulposus  and  laceration  of  the  in- 
tervertebral disc,  the  so-called  Schmorl’s  disease. 
This  develops  after  injury  to  the  spine  more  often 
than  we  had  previously  thought  and  undoubtedly 
is  responsible  for  many  of  the  crippled  backs 


Fig.  4.  Schmorl’s  disease  with  fusion.  Also  note  that  all 
cervicals  and  first  and  second  dorsals  are  shown  with  x-ray 
technic  described. 

which  present  themselves  without  adequate  x-ray 
evidence  of  injury  to  the  bony  structures.  This 
complication  often  necessitates  a later  surgical 
fusion  of  the  involved  area  to  relieve  pain.  In 
the  case  shown  (big.  4)  the  disc  has  been  com- 
pletely destroyed  and  bony  fusion  has  taken  place 


between  the  adjacent  vertebrae.  This,  however, 
does  not  always  occur  and  if  the  disc  is  torn  and 
fusion  does  not  take  place  surgical  relief  is  in- 
dicated. Patients  with  low  back  injuries,  when 
first  allowed  up  after  being  in  a cast  or  a frame 
for  six  to  twelve  weeks,  depending  on  the  extent 
of  the  injury  and  the  age  of  the  patient,  should 
be  protected  for  several  additional  months  with 
a rigid  back  brace  of  the  hyperextension  type  with 
metal  crutch  arms  which  keep  the  back  at  least 
partly  hyperextended,  and  which  force  the  body 
weight  to  come  down  on  the  articular  processes 
rather  than  on  the  bodies  of  the  crushed  vertebrae. 
We  have  also  found  the  large  hydrotherapy  tanks 
of  inestimable  value  in  beginning  movements,  be- 
cause the  more  or  less  paralyzed  legs  and  weak- 
ened back  muscles  are  supported  by  the  water. 
Movements  are  made  easily  in  this  way,  and  not 
only  are  the  weakened  structures  benefited  by  it 
but  the  patient’s  confidence  is  remarkably  restored 
by  discovering  for  himself  that  movement  is  not 
impossible.  We  also  feel  when  partly  paralyzed 
patients  are  placed  on  their  feet  with  or  without 
braces  on  the  legs  that  they  are  safer  to  start 
walking  in  a walking  frame  of  some  type  rather 
than  with  crutches,  again  for  the  psychologic 
reason  that  patients  in  walking  frames  cannot  fall 
and  do  not  have  the  subconscious  fear  of  falling 
which  they  are  so  likely  to  have  with  crutches. 

I wish  to  mention  a few  of  the  immediate  com- 
plications of  serious  injuries  to  the  spine.  The 
first  of  these,  of  course,  is  shock,  the  treatment 
for  which  is  so  familiar  to  all  of  you  that  I will 
not  mention  it.  The  second  is  ileus,  which  almost 
invariably  follows  a major  injury  to  the  back  and 
which  often  follows  more  or  less  minor  injury  and 
which  may  be  an  extremely  troublesome  and  even 
fatal  complication.  Its  treatment  must  vary  as 
to  the  patient.  We  have  found  most  useful,  the 
inhibition  of  all  fluids  by  mouth  and  the  use  in- 
stead of  intravenous  glucose  with  continuous 
hypodermoclysis,  which  may  be  carried  out  with- 
out discomfort  if  an  ounce  of  one  per  cent  novo- 
caine  solution  is  added  to  each  liter  of  fluid.  The 
use  of  a high  enema  tube  and  occasionally  a small 
dose  of  eserine  or  infundin  with  the  tube  in  place 
is  valuable,  and  a simple  remedy  which  has  seemed 
to  me  to  give  a great  deal  of  comfort  in  the  con- 
tinuous application  of  hot  stupes  to  the  abdomen. 
.\nother  common  complication  is  the  inability  to 
void.  This  always  occurs  in  injuries  with  paral- 
ysis and  often  in  injuries  without  paralysis. 
Experience  has  taught  us  that  a permanent 
catheter  with  or  without  irrigation  of  the  bladder, 
is  better  borne  and  with  le.ss  likelihood  of  cystitis, 
than  the  two  or  three  times  daily  catheterizing  of 
these  people  with  it-  resulting  laceration  of  the 
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urethral  mucosa  and  almost  inevitable  contamina- 
tion of  the  urethra  and  bladder  with  organisms 
from  the  outside.  In  paralyzed  patients  or  those 
partially  paralyzed  another  source  of  grave  danger 
and  great  discomfort  both  to  the  patient,  the 
nurse,  and  the  doctor  is  the  development  of 
decubitus.  These  terriffic  trophic  ulcers  over  the 
buttocks,  over  the  sacrum,  and  under  the  heels 
will  oftentimes  develop  in  twenty- four  hours  in 
spite  of  one’s  best  efforts.  Patients  with  paralysis 
especially  should  be  guarded  in  every  possible 
means  against  this  catastrophe.  Probably  the 
best  means  at  out  disposal  is  the  air  mattress.  If 
this  is  not  available  most  rigid  attention  to  the 
smoothness  of  the  sheets,  most  careful  distribu- 
tion of  the  patient’s  weight  so  that  large  surfaces 
of  skin  take  the  weight  instead  of  smaller  ones, 
and  the  most  rigid  cleanliness,  oftentimes  will 
prevent  or  mitigate  the  development  of  these 
mutilations. 

In  summation,  I have  tried  briefly  to  review,  in 
a general  way,  the  diagnosis  and  the  treatment 
of  injuries  to  the  spine.  I could  not,  in  a paper 
of  this  length,  go  into  any  detail  about  the  many 
serious  accidents  which  present  themselves  in  so 
many  dift'erent  forms.  However,  the  principles 
of  diagnosis  and  treatment,  both  temporary  and 
permanent,  are  much  the  same  in  all  types  of  back 
injuries,  and  will  I think,  in  the  near  future,  be 
given  the  attention  that  their  adequate  handling 
requires. 

Discussion 

Dr.  Douglas  N.  Gibson,  Des  Moines:  I believe  that 
the  medical  profession  as  a whole  is  realizing  more 
and  more  that  there  is  such  a thing  as  a fractured 
spine.  As  a result,  we  are^  treating  this  condition 
earlier  and,  consequently,  are  getting  better  results. 
Most  men  treat  fractured  spine — I mean  those  who 
do  not  know  all  the  manipulative  procedures — by 
hyperextension.  I might  say  that  I believe  most  of 
their  hyperextension  is  inadequate,  probably  consist- 
ing, for  the  most  part,  of  two  or  three  pillows  under- 
neath the  back,  or  an  old-fashioned  frame.  It  takes 
a good  deal  of  angulation  really  to  reduce  your  com- 
pression on  an  hyperextension  frame.  I believe  the 
most  adaptable  one  is  that  which  can  have  its  degree 
of  angulation  modified  by  some  mechanical  arrange- 
ment without  removing  the  patient  from  the  frame. 

The  method  of  reduction,  of  course,  is  a personal 
equation.  Personally,  I like  the  hyperextension 
frame;  it  does  away  with  an  anesthetic,  and  you  can 
roll  the  patient  over  to  take  care  of  his  back,  if  it  is 
done  carefully.  I also  believe  that  traction  has  a 
place  in  certain  types  of  neck  injuries.  If  the  com- 
pression or  dislocation  is  not  severe,  correction  with 
traction  upon  the  head  can  be  accomplished. 

There  are  two  classes  of  back  injuries,  those  that 
are  suffered  in  industrial  accidents,  and  those  which 
are  plainly  the  patients’  personal  responsibilities.  I 


feel  that  those  which  are  associated  with  industrial 
work  give  supposed  symptoms  for  a much  longer 
period  than  those  suffered  in  civil  life.  That  has 
been  brought  out  more  and  more  this  winter  in  a 
small  series  of  broken  backs  that  I have  had.  Five 
of  them  had  no  compensation  connected  with  them 
at  all.  One  of  them  had  compensation  connection. 
The  five  that  did  not  are  getting  along  very  well. 
The  other  one  is  still  complaining,  and  he  had  the 
least  difficulty  to  begin  with. 
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INJURIES  TO  THE  HAND* 

Verl  a.  Ruth,  M.D.,  Des  Moines 

The  amount  of  available  time  is  too  short  to 
consider  all  injuries  to  the  hands,  and  my  informa- 
tion is  too  limited  to  cover  the  entire  subject.  Be- 
cause of  this,  the  injuries  here  considered  will  be 
limited  to  fractures  of  the  metacarpals  and 
phalanges,  and  still  further  limited  to  the  minute 
details  required  in  a satisfactory  ajiplication  of 
elastic  traction  for  the  treatment  of  these  fractures. 

Simple  transverse  fractures  of  these  bones 
usually  present  no  difficulty  in  the  matter  of  re- 
duction and  treatment.  When  reduced,  they  tend 
to  stay  in  jiosition,  and  show  only  an  angular  de- 
formity which  is  not  difficult  to  correct.  By 
proper  padding  of  the  splints,  if  board  splints 
are  used,  or  pressure  in  the  right  place  wFile  set- 
ting, if  the  injured  member  is  encased  in  plaster, 
such  fractures  are  usually  handled  with  ease,  and 
excellent  end  results  are  obtained.  Comminuted 
or  oblique  fractures  are  more  difficult.  Reduction 
and  maintenance  thereof  can  be  accomplished  by 
some  sort  of  traction,  more  conveniently  by  elastic 
traction  than  by  other  means  usually.  Ordi- 
nary splinting  or  the  placing  of  the  hand  over 
some  sort  of  roller,  either  of  prepared  metal  or 
a bandage  stick,  is  commonly  not  efficient  and  the 
result  is  shortening.  In  the  metacarpals  this 
leaves  the  hand  deformed  with  the  knuckles 
unevenly  placed,  sometimes  with  considerable  dis- 
ability. In  the  phalanges  it  is  not  uncommon  to 
see  a very  crooked  finger  as  the  result  of  shorten- 
ing. 

To  obtain  elastic  traction,  or  any  other  traction 
for  that  matter  with  only  the  fingers  to  pull  upon, 
presents  considerable  difficulty.  You  have  all 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9,  10,  1935. 
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tried  adhesive  tape  and  found  that  very  little  trac- 
tion causes  the  adhesive  plaster  to  creep.  Due  to 
this  creeping  replacement  must  sometimes  be  ac- 
complished several  times  before  the  callus  has 
sufficiently  formed  to  prevent  over-riding  and  de- 
formity. Some  years  ago  some  genius  advocated 
the  use  of  the  Japanese  finger  trap.  I remember 
this  tov  from  my  childhood,  and  in  the  school  yard 
it  arouses  considerable  interest  and  amusement. 
As  a means  of  traction,  the  interest  is  still  present 
but  the  amusement  is  lacking.  Theoretically  the 
finger  trap  looks  good,  but  my  experience  in  its 
use  in  one  case  was  quite  sufficient.  I can  recall 
no  method  of  obtaining  traction  that  is  quite  as 
unsatisfactory  as  these  same  finger  traps.  It  is 
true  that  the  trap  does  not  loosen.  One  can  apply 
as  much  traction  as  he  likes,  but  he  will  not  like 
it  long,  nor  will  his  patient.  They  are  very  un- 
comfortable and  produce  blisters  and  pressure 
sores.  The  lateral  pressure  in  these  traps  is  out 
of  all  proportion  to  the  longitudinal  traction  ex- 
erted. This  tends  to  produce  security  in  the  use 
of  the  trap  but  is  the  immediate  cause  of  the  dis- 
advantages in  its  use. 

At  one  period,  some  years  back,  I used  the  finger 
nail  for  traction.  The  flesh  under  the  nail  was 
pushed  downwards,  a hole  was  drilled  in  the  nail 
through  which  was  passed  a very  fine  wire  of 
stainless  steel.  This  is  an  excellent  method  of  ob- 
taining traction  if  the  nail  will  last  throughout 
the  required  jieriod  of  treatment.  In  those  cases 
in  which  I used  this  method,  the  nail  was  pulled 
out  about  the  time  it  was  no  longer  needed  for 
traction.  This  method  now  resides  with  others 
in  my  private  junk  heap  of  discarded  methods  of 
treatment.  I have  not  as  yet  tried  skeletal  traction 
with  calipers  to  the  distal  phalanx  nor  wires 
through  the  finger  pads.'  In  the  application  of 
elastic  traction,  I proceed  in  general  as  follows : 

Stockinet  of  the  proper  size  is  rolled  upon  itself 
and  carried  to  a point  upon  the  arm  close  to  the 
shoulder.  Sodium  silicate  is  applied  to  the  skin 
with  a brush  and  the  stockinet  rolled  downward 
as  the  sodium  silicate  is  applied.  The  elbow  is 
bent  to  a right  angle  and  care  taken  at  this  point 
to  prevent  undue  j)ressure  on  the  olecranon  and 
constricting  wrinkles  in  the  antecubital  fossa.  The 
gluing  with  the  .sodium  silicate  and  the  rolling 
downward  of  the  .stockinet  is  continued  to  the 
wrist.  When  this  is  completed,  plaster  of  paris 
bandages  are  applied  from  the  upjier  limit  to  the 
wrist,  the  stockinet  being  folded  at  each  end  to 
make  a smooth  edge.  No  padding  except  this 
stockinet  is  used.  This  plaster  of  paris  need  not 
be  very  thick.  When  it  has  completely  set,  a stiff 
steel  wire,  about  No.  9,  is  bent  to  form  the  banjo 
portion  of  this  splint.  This  should  project  beyond 


the  fingers  at  least  six  inches  and  be  about  eight 
or  ten  inches  wide.  The  entire  curved  portion 
should  be  bent  back  and  forth  in  saw  tooth  fashion 
to  provide  places  upon  which  to  hook  the  rubber 
bands  without  slipping.  The  ends  are  laid  along- 
side the  arm  over  the  plaster  of  paris  and  are 
securely  fastened  down  with  additional  turns  of 
plaster  of  paris  bandage.  While  this  is  hardening 
the  traction  means  may  be  attached  to  the  fingers. 
In  the  beginning  I purchased  thin  white  gloves 
from  the  ladies’  department  of  the  stores  and 
glued  these  on.  These  became  difficult  to  get  and 
were  also  somewhat  expensive.  At  the  present 
time  I use  narrow  gauze  bandages,  three-fourths 
of  an  inch  wide,  cut  in  short  lengths,  paint  the 
sodium  silicate  on  the  finger  and  lay  on  a strip  of 
gauze,  continuing  this  process  until  a sufficient 
number  of  strips  have  been  applied  to  surround 
the  finger.  In  order  not  to  pinch  the  end  of  the 
finger  one  can  use  a small  cork  at  the  ends  so 
that  when  the  pull  comes  it  will  pinch  down  on 
the  cork  instead  of  the  finger  ends.  When  these 
are  dried,  small  hooks  made  of  wire  are  sewed 
into  the  gauze  strips  beyond  the  little  cork.  These 
hooks  are  better  than  rings  which  I used  at  one 
time  because  it  is  much  easier  to  apply,  adjust  and 
readjust  the  rubber  bands.  The  band  can  be 
hooked,  carried  to  the  banjo  wire,  brought  back 
to  the  hook  and  snapped  on.  It  is  better  to  use 
one-eighth  or  one-fourth  inch  rubber  bands  quite 
long  rather  than  to  use  short  stout  bands.  Trac- 
tion can  be  more  easily  graduated  and  the  result- 
ing pull  will  be  much  more  even  and  satisfactory. 
As  many  bands  may  be  applied  to  each  hook  as 
the  requirement  for  tractive  force  demands.  It 
may  be  necessary  to  split  the  plaster  encasing  the 
arm  because  of  swelling.  It  may  be  necessary  in 
some  cases  to  remove  the  dressings  entirely,  re- 
placing them  when  the  swelling  has  gone  down. 
Depending  upon  the  degree  of  injury,  the  appli- 
cation of  this  traction  means  may  need  to  be  de- 
layed for  a week.  In  any  case,  where  this  piece 
of  apparatus  has  been  applied  and  traction  is  be- 
ing exerted,  that  part  of  the  hand  and  wrist  re- 
maining uncovered  by  jdaster  of  paris  or  sodium 
silicate  may  need  to  be  padded  with  cotton  and 
tightly  bandaged  in  order  to  prevent  swelling  and 
discomfort.  Blisters  not  uncommonlv  arise  at 
the  edge  of  the  dressings  glued  on  by  the  sodium 
silicate.  Snug  bandaging  tends  to  decrease  the 
formation  of  such  blisters. 

The  application  of  this  type  of  banjo  splint  per- 
mits great  flexibility  in  the  angles  at  which  the 
wrist,  hand  and  fingers  may  be  held.  The  wire 
may  be  bent  in  any  direction.  The  shape  of  the 
circular  portion  may  be  altered.  It  may  be  bent 
downward  to  provide  a different  angle  of  pull  for 
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the  thumb  than  the  fingers.  Although  it  is  not 
common,  fitting  closely  to  the  joints  as  they  do, 
now  and  then  the  dressings  become  loose  on  the 
finger.  When  this  occurs  they  may  be  replaced 
while  the  finger  is  kept  taut  by  some  other  means, 
the  elastic  traction  being  readjusted  after  the  re- 
pair. This  dressing  allows  almost  complete  free- 
dom for  roentgen  examination  without  the  neces- 
sity of  the  rays  passing  through  plaster  of  paris. 

Discussion 

Dr.  John  T.  Hanna,  Burlington:  Fractures  of  the 

metacarpals  usually  result  from  a blow  such  as  is 
administered  in  hitting  the  other  fellow  on  the  head. 
The  frequent  over-riding  may  be  corrected  in  the 
simpler  cases  by  traction  of  the  finger  attoched  to  the 
broken  bone  and  dressing  the  hand  over  a spindle 
with  immobilization  maintained  by  adhesive  plaster. 
The  thumb  need  not  be  included  unless  the  first 
metacarpal  is  involved.  If  the  over-riding  cannot  be 
corrected  by  simple  traction  or  dressed  over  a spindle 
then  some  form  of  traction  by  the  use  of  rubber  bands 
either  on  a flat  ventral  splint  extending  from  the 
middle  of  the  forearm  to  well  beyond  the  finder  tips, 
or  a banjo  splint,  should  be  applied.  Proper  align- 
ment of  the  fragments  may  be  maintained  by  apply- 
ing securely  soft  rubber  tubes  on  each  side  of  the 
fractured  bone.  Eai-ly  i-emoval  of  the  splint  because 
of  the  possibility  of  adherent  tendons  too  frequently 
results  in  bowing  of  the  metacarpal.  A better  coui*se 
of  procedure  is  to  obtain  a good  bony  union  and  then 
later  to  loosen  the  tendons  surgically. 

Fractures  of  the  phalanges  usually  result  from 
direct  trauma.  Slight  traction  is  required  for  re- 
duction. Retention  of  the  reduced  fracture  is  accom- 
plished by  a palmar  splint  to  which  the  finger  is  at- 
tached by  adhesive.  A fracture  in  the  proximal 
phalanx  may  do  better  if  dressed  over  a spindle. 
Compound  fractures  are  particularly  important  be- 
cause of  the  danger  of  infection  in  the  tendon  sheaths. 
Passive  motion  may  be  instituted  early  in  contra- 
distinction to  the  fractures  of  the  metacarpals.  The 
dropped  finger  tip  is  in  reality  a laceration  of  the 
extensor  tendons  where  they  fuse  to  the  joint  capsule. 
The  finger  tip  should  be  dressed  in  hyperextension  if 
the  injury  is  fresh.  Old  injuries  require  suturing. 
In  any  phalangeal  fracture  resulting  in  a stiffened 
finger,  arthroplasty  should  be  attempted  before  am- 
putation. The  writer  a few  years  ago  encountered  a 
spiral  fracture  of  the  proximal  phalanx  which  while 
uniting  persisted  in  unwinding  with  consequent 
marked  deformity  as  healing  progressed.  Several 
reductions  were  made  without  permanently  correct- 
ing the  deformity.  The  bone  was  then  permitted  to 
heal  with  the  deformity.  A dorsal  slit  in  the  skin 
was  made,  the  bone  sawed  in  two,  the  twisted  finger 
straightened  and  union  was  obtained  with  a normally 
functioning  finger. 


THE  DIAGNOSIS  OF  THE  MORE 
COMMON  FORMS  OF  PARALYSIS* 

F.  J.  Rohner,  M.D.,  Iowa  City 

At  the  request  of  Dr.  John  C.  Parsons,  chair- 
man of  this  section,  I am  attempting  to  give  some- 
thing which  may  be  of  practical  value  to  the  gen- 
eral practitioner. 

To  refresh  your  memory  I will  give  a brief  re- 
view of  the  anatomy  of  the  motor  nervous  system 
and  to  a lesser  degree  of  the  afferent  pathways  of 
the  spinal  cord.  The  motor  system  consists  of 
two  neurons,  the  upper  and  the  low^er.  The  upper 
has  its  origin  in  the  cortex,  the  fibers  passing  down 
the  internal  capsule,  through  the  midbrain  and 
pons  and  decussating  to  the  lateral  column  of  the 
opposite  side  in  the  pyramidal  tracts.  The  second 
motor  neuron  begins  at  the  anterior  horn  and  runs 
out  to  the  muscles  supplied.  The  anterior  roots 
and  the  posterior  roots  of  the  spinal  cord  join  to 
form  the  peripheral  nerve.  The  afferent  nerves 
enter  the  posterior  root  ganglion  and  have  various 
pathways  or  tracts  to  the  cerebral  cortex,  optic 
thalmus,  cerebellum,  etc.  The  deep  sensations, 
pallesthesia,  two  point  discrimination,  and  position 
sense,  and  also  part  of  tactile  sensation  travel  up 
the  posterior  columns.  The  lateral  columns  con- 
tain the  cerebellar  tracts,  part  of  tactile  sensation 
and  also  tracts  which  are  a part  of  the  extra  pyra- 
midal system.  (The  lateral  columns  also  contain 
the  efferent  pyramidal  tracts,  as  previously  men- 
tioned.) Pain,  and  thermal  sensations  are  carried 
up  close  to  the  central  canal  on  the  contralateral 
side. 

To  begin  with,  I might  say  that  paralysis  should 
be  differentiated  from  muscular  dysfunction  due 
to  myopathies,  dystrophies,  pain,  etc.  Paralysis 
is  usually  self-evident,  but  occasionally  has  to  be 
searched  for.  This  is  particularly  true  of  mild 
cases  of  anterior  poliomyelitis  and  in  hemiplegia 
associated  with  coma.  It  must  be  remembered 
that  paralysis  is  not  a disease  in  itself  but  is  evi- 
dence of  some  lesion  in  the  motor  pathways. 
Paralysis  may  be  slight,  often  spoken  of  as  pare- 
sis, or  it  may  be  complete.  Paralysis  unassociated 
with  any  evidence  of  involvement  of  other  parts 
of  the  nervous  system  will  be  referred  to  as  “pure 
paralysis.”  In  general,  one  may  say  that  paralysis 
which  comes  on  suddenly  or  rapidly  is  usually  due 
to  an  infectious  lesion  or  some  vascular  accident, 
while  paralysis  which  comes  on  chronically  or 
slowly  is  usually  due  to  a degenerative  or  sclerotic 
process,  or  to  new  growths.  This  paper  does  not 
include  paralysis  of  congenital  or  familial  types. 

I am  going  to  take  up  the  subject  in  the  follow- 
ing manner,  mentioning  many  and  discussing 
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briefly  only  the  more  common  types  of  paralysis. 
In  the  first  group  will  be  considered  those  purely 
motor  diseases,  which  are  further  divided  into 
three  sub-groups ; 

I.  Motor  Diseases. 

A.  The  upper  neuron 

B.  The  lower  neuron 

C.  A combination  of  upper  and  lower 

neuron  types 

A.  The  symptoms  of  an  upper  motor  neuron 
lesion  are  usually  spastic  paralysis,  increased  deep 
reflexes,  loss  of  abdominal  and  cremasteric  re- 
flexes, and  the  presence  of  Babinski’s  sign  and 
other  toe  phenomena.  There  is  no  atrophy  except 
that  of  a slight  degree  due  to  disuse,  and  there  is 
no  reaction  of  degeneration.  By  far  the  most  com- 
mon type  in  this  group  is  hemiplegia  or  paralysis 
of  one  side  of  the  body  opposite  the  lesion.  It  is 
often  difficult  to  determine  which  type  of  lesiomis 
responsible  for  the  hemiplegia.  The  lesion  is  most 
commonly  in  the  midcerebral  artery  and  may  be 
due  to  hemorrhage,  thrombosis,  or  embolism.  It  is 
often  difficult  to  determine  which  type  of  lesion  is 
responsible  for  the  condition.  Generally  speaking, 
in  hemorrhage  the  symptoms  occur  suddenly,  con- 
sciousness is  lost,  and  there  is  a history  of  a high 
blood  pressure.  In  thrombosis,  as  a rule,  the  onset 
is  more  gradual,  consciousness  is  not  lost,  and  this 
type  is  usually  associated  with  conditions  produc- 
ing low  blood  pressure.  In  embolus  the  onset  is 
sudden,  consciousness  is  lost  for  only  a brief  pe- 
riod, and  the  condition  is  usually  associated  with 
endocarditis  of  the  mitral  valve  or  may  be  due  to  a 
sterile  embolus  in  cases  with  auricular  fibrillation. 
Hemiplegia  in  an  old  person  is  usually  due  to 
hemorrhage  or  arteriosclerosis ; in  middle  age  it  is 
frequently  due  to  syphilis ; and  in  the  young  to  an 
embolus.  Spasticity  and  increased  tendon  reflexes 
are  usually  absent  for  the  first  two  or  three  days, 
but  are  soon  followed  by  typical  spasticity,  in- 
crea.sed  reflexes,  etc.  The  transient  paresis,  as 
often  .seen  in  high  blood  pressure,  should  be  men- 
tioned, and  is  best  explained  on  the  basis  of  either 
localized  cerebral  edema  or  vascular  spasms. 

B.  The  symjitoms  of  the  lower  neuron  group 
are  flaccid  paralysis,  decreased  or  ab.sent  tendon  or 
fleep  reflexes,  atrophy  and  reaction  of  degenera- 
tion. These  latter  take  time  to  develop.  This 
group  includes  Bell’s  paksy,  anterior  poliomyelitis, 
Landry’s  paralysis,  progressive  mn.scular  atrophy 
and  Bulbar  paralysis. 

Bell’s  Palsy,  as  you  know,  is  not  uncommon  and 
is  a jiaralysis  of  the  .seventh  cranial  or  facial 
nerve.  It  is  differentiated  from  supranuclear 
lesions  by  the  fact  that  the  entire  face,  including 
the  forehead,  is  involved  in  Bell’s  Palsy,  while  the 
forehead  escapes  in  supranuclear  lesions. 

/tnlerior  poliomyelitis  is  a disease  of  children 


and  young  adults,  occurring  in  the  summer  months 
in  epidemic,  occasionally  sporadic  form  and  asso- 
ciated with  or  preceded  by  a mild  degree  of  fever. 
Dana  says,  “The  diagnosis  can  easily  be  made  in 
almost  all  cases  by  remembering  these  facts ; the 
age  of  the  patient,  the  abrupt  onset,  the  rapid  de- 
velopment of  paralysis,  the  tendency  to  improve, 
and  the  absence  of  anesthesia  or  sphincter  involve- 
ment.” The  spinal  fluid  early  shows  a pleocytosis 
of  polymorphonuclear  leukocytes  and  later  of 
lymphocytes. 

Landry’s  paralysis  is  a rare,  rapidly  ascending 
paralysis,  associated  with  fever.  It  is  frequently 
fatal. 

Progressive  muscular  atrophy  is  a very  chronic 
disease  usually  beginning  in  the  small  muscles  of 
the  hand  and  gradually  spreading  to  the  arms  and 
shoulders.  Involved  muscles  show  fibrillary 
twitching,  which  phenomena  precede  the  atrophy. 

Bulbar  paralysis  is  considered  by  many  as  the 
.same  disease,  but  involving  the  lower  cranial 
nerves,  the  ninth,  tenth,  eleventh,  and  twelfth. 
Occasionally  the  disease  involves  the  eye  muscles, 
producing  chronic  ophthalmoplegia.  Bulbar  par- 
alysis and  chronic  ophthalmoplegia  may  be  part  of 
the  disease  about  to  be  described  under  the  next 
group. 

C.  The  only  disease  represented  in  the  combined 
upper  and  lower  neuron  group  is  amyotrophic  lat- 
eral sclerosis,  which  is  characterized  by  spasticity 
of  the  lower  extremities  and  flaccid,  atrophic  par- 
alysis of  the  upper  extremities.  Syringomyelia 
and  chronic  cervical  pachymeningitis,  two  diseases 
which  closely  simulate  amyotrophic  sclerosis  are 
considered  in  the  next  group. 

It  is  to  be  remembered  that  so  far  we  have 
considered  nothing  but  purely  motor  diseases. 

II.  Paralyses  Associated  With  Other  Lesions 
of  the  Central  Nervous  System. 

A.  Posterolateral  .sclerosis  is  a disease  in  which 
the  posterior  and  lateral  columns  of  the  spinal 
cord  are  involved.  Symptomatology  referable  to 
the  posterior  columns  would  consist  subjectively 
of  numbness  and  tingling  of  the  extremities,  and 
objectively  of  decrease  or  loss  of  the  deep  sensa- 
tions, pallesthesia,  position  sense,  and  two  point 
discrimination,  and  occasionally,  sphincter  involve- 
ment. Symptoms  referable  to  the  lateral  columns 
are  ataxia,  incoordination,  Rhomberg’s  signs,  and 
the  spastic  type  of  paralysis.  This  condition  is 
almost  invariably  associated  with  jiernicous  ane- 
mia. It  may  precede  or  follow  the  anemia.  The.se 
patients  often  have  the  atrophic  tongue  and  the 
achylia  found  in  pernicious  anemia.  I'he  condi- 
tion which  most  closely  simulates  the  disease  and 
is  most  frequently  mistaken  for  it  is  tabes  dorsalis. 
Tabes  rarely,  if  ever,  gives  a Babinski’s  sign,  while 
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this  condition  frequently  does.  Tabes  is  usually 
readily  ruled  out  by  a negative  Wassermann  reac- 
tion and  the  spinal  fluid. 

B.  Multiple  or  disseminated  sclerosis  is  a dis- 
ease usually  occurring  between  the  ages  of  20  and 
40,  caused  by  patches  of  sclerosis,  as  its  name  im- 
plies, scattered  throughout  the  central  nervous  sys- 
tem. It  is  characteristically  subject  to  relapses 
and  remissions.  Remissions  may  last  for  months, 
even  years,  during  which  time  the  patient  may 
seem  apparently  normal.  So  protean  is  its  symp- 
tomatology that  it  may  simulate  any  disease  of 
the  central  nervous  system.  Hemiplegias,  mono- 
plegias, paraplegias  often  associated  with  intention 
tremor,  ataxia,  nystagmus,  diplopia,  scanning 
speech,  pallor  of  the  optic  discs,  and  optic  atrophy 
are  not  uncommonl}’^  found.  These  cases,  sooner 
or  later,  terminate  in  complete  spastic  paralysis. 
The  condition  is  often  simulated  by  cerebrospinal 
syphilis,  but  the  lack  of  remissions  and  a positive 
Wassermann  reaction  solve  the  diagnosis.  It 
might  be  mentioned  here  that  during  a relapse 
there  may  be  a pleocytosis  of  the  spinal  fluid.  A 
paretic  gold  curve  is  not  uncommon.  These  cases 
when  seen  early  are  often  diagnosed  as  hysteria, 
because  of  their  youth  and  apparent  indifference 
to  the  seriousness  of  the  condition,  plus  a certain 
degree  of  euphoria.  However,  if  nystagmus  or  a 
]iositive  Babinski’s  sign  can  be  demonstrated  it 
])ractically  rules  out  hysteria.  Encephalitis  often 
simulates  multiple  sclerosis,  and  it  is  frequently 
difficult  to  differentiate  between  these  two  condi- 
tions. 

C.  IMyelitis  usually  occurs  in  association  with 
an  infection  of  some  type.  It  may  be  complete  or 
incomplete.  If  complete,  everything  is  lost  below 
the  level. 

D.  Syringomyelia  is  very  rare.  Usually  the 
lesion  is  in  the  cervical  region.  It  gives  a flaccid 
paralysis  of  the  upper  extremities  and  spasticity 
of  the  lower  extremities.  The  characteristic  find- 
ing is  loss  of  pain  and  thermal  sensations,  with 
retension  of  tactile  and  other  sensations. 

E.  Hematomyelia  gives  the  same  symptoma- 
tologv,  but  usually  follows  trauma  to  the  spine. 

F.  Chronic  cervical  pachymeningitis  is  usually 
due  to  syphilis  and  produces  symptomatology  sim- 
ilar to  that  of  syringomyelia  or  cord  tumor.  There 
is  usually  no  dissociation  of  sensation  as  in  syring- 
omyelia, however.  The  Wassermann  test  and  the 
examination  of  the  spinal  fluid  clear  up  the  diag- 
nosis. 

HI.  Paralysis  Associated  with  Neuritis. 

The  symptoms  are  those  of  a lower  neuron  par- 
alysis and  objective  sensory  disturbances.  The 
history  is  a great  aid  in  giving  a clue.  Sometimes 
it  is  difficult  to  differentiate  these  cases  from  those 
in  Group  II,  i.  e.,  paralyses  associated  with  sensory 


central  nervous  system  involvement.  It  is  impor- 
tant to  remember  that  in  central  nervous  system 
involvement  the  sphincters  are  frequently  affected, 
in  peripheral  neuritis,  never.  The  following  re- 
sume of  the  various  forms  of  neuritis  is  taken 
from  Blumer’s  Bedside  Diagnosis,  \"olume  HI, 
contributed  by  E.  Bates  Block. 

“It  is  important  to  determine  whether  the  neu- 
ritis is  mechanical,  chemical,  infective,  toxic  or 
nutritive. 

1.  Under  mechanical  or  traumatic  neuritis 
crutch  paralysis  is  not  uncommon.  Occupation 
neuritis  occurs  chiefly  in  artisans  from  constant 
trauma  of  the  nerves  in  using  tools,  sewing  ma- 
chines, etc. 

2.  Chemical  neuritis  is  rarely  due  to  copper, 
zinc,  mercury,  carbonic  oxide,  carbon  bisulphide 
(in  rubber  factories)  aniline,  phosphorus,  nico- 
tine, meat  or  sausage  poisoning.  It  is  quite  com- 
mon from  alcohol,  lead  and  arsenic. 

3.  Infective  neuritis  may  follow  acute  infectious 
diseases,  fevers,  syphilis,  malaria,  erysipelas,  tv- 
phoid  fever  (tender  toes),  influenza,  septicemia, 
focal  infections,  gonorrhea  (chiefly  lower  extremi- 
ties), tuberculosis,  sunstroke  and  the  puerperium. 
These  are  usually  of  the  polyneuritic  type. 

4.  Toxic  neuritis  occurs  not  infrequently  in 
diabetes  and  gout. 

5.  Nutritive  neuritis  includes  those  cases  due  to 
anemia,  cachexia,  or  senility  (arteriosclerosis)  and 
especially  beriberi  and  pellagra  (avitaminosis). 

“Bearing  in  mind  the  seat  of  the  lesion  in  mul- 
tiple neuritis,  from  different  causes,  may  prove 
helpful  in  the  diagnosis.  Generally  speaking,  the 
following  distribution  is  observed:  alcoholic, 

chiefly  feet ; lead,  chiefly  wrists ; arsenic,  all  four 
extremities;  beriberi,  all  four  extremities;  pella- 
gra, all  four  extremities;  diphtheria,  palate,  rarely 
all  four  extremities ; and  puerperal,  ulnar  and 
median,  sometimes  all  four  extremities.” 

IV.  Hysterical  Paralysis. 

This  condition  was  considered  somewhat  in  the 
diagnosis  of  multiple  sclerosis.  There  are  no  path- 
ologic reflexes  in  hysterical  paralysis.  Patients 
during  sleep  or  under  anesthesia  will  use  the  par- 
alyzed muscles.  The  paralysis  is  usually  asso- 
ciated with  anesthesias  which  cannot  be  explained 
on  an  anatomic  basis.  Occasionally  multiple  scler- 
osis and  hysteria  may  be  combined. 

V.  Paralysis  Agitans. 

This  is  not  a paralysis  at  all,  but  is  included  in 
this  paper  because  of  its  name.  It  is  a disturb- 
ance of  the  extrapyramidal  system  in  elderly  peo- 
ple, characterized  by  muscular  rigidity  and  tremor. 
Closely  simulating  it  but  occurring  in  younger 
people  and  involving  the  same  system  is  the  Park- 
insonian type  of  encephalitis.  Closely  allied  to  it 
also  is  the  senile  tremor  of  old  age. 
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NEW  THERAPEUTIC  AGENTS  AND 
THEIR  PRACTICAL  VALUE  IN 
OTOLARYNGOLOGY* 

John  A.  Thorson,  M.D.,  Dubuque 

I shall  try  to  present  in  this  paper  some  of  my 
recent  experiences  under  the  above  heading. 

Conservative  Treatment  of  Acute  Sinusitis 
in  Children 

You  will  recall  that  in  children  with  sinusitis, 
the  ethmoids,  or  the  ethmoids  and  antra,  are  usu- 
ally the  offenders.  Occasionally  a patient  is  re- 
ferred for  an  immediate  operation  because  of 
swelling  around  the  inner  canthus,  extending  to 
the  eyelids.  No  induration  of  the  orbital  tissue, 
and  no  interference  with  the  motility  of  the  eye- 
ball are  found.  The  swelling  is  due  to  pressure 
from  the  yielding  lamina  of  the  ethmoid,  and  not 
to  a supposed  orbital  extension  of  the  infection. 

Greenfield^  has  shown,  that  with  carefully  exe- 
cuted x-ray  pictures,  the  bulging  of  the  ethmoid 
cells  can  be  demonstrated  in  many  cases.  Con- 
servative treatment  is  indicated.  The  patient  is 
hospitalized,  if  possible,  and  immediately  five  to 
ten  minims  of  one  per  cent  ephedrine,  in  nor- 
mal saline,  is  instilled  into  the  nostril  of  the  af- 
fected side,  three  times  a day,  with  the  patient  in 
the  Parkinson^  lateral  head-low  position.  The 
patient  lies  on  his  side  with  the  head  over  the  edge 
of  the  bed ; or  sits  on  one  side  of  a stack  of  two  or 
three  pillows,  upon  the  crest  of  which  his  shoulder 
is  placed,  while  his  head  rests  along  the  other  side. 
The  lower  arm  with  the  elbow  flexed  rests  be- 
neath him : the  patient  breathes  through  his  mouth 
to  avoid  snuffing  fluid  into  the  pharynx.  In  either 
case,  with  the  body  in  a strictly  sidewise  position, 
the  head  is  downward  so  that  the  cribiform  plate 
is  nearly  parallel  with  the  floor.  A small  child  or 
infant  can  readily  be  held  in,  this  position,  and  the 
mouth  kept  open  while  the  drops  are  instilled. 
The  position  is  maintained  for  from  three  to  five 
minutes,  and  then  the  head  is  turned  face  down 
so  that  the  solution  may  run  out  and  not  be  swal- 
lowed. This  may  be  followed  by  gentle  mass  suc- 
tion; obstructing  secretion  in  the  nostrils  may  be 
removed  by  suction  with  a small  fenestrated  cathe- 
ter. Iced  compresses  over  the  affected  sinuses  are 
used. 

This  painless  treatment  is  certainly  most  accept- 
able to  a child.  All  instrumentation  is  avoided,  and 
with  care  none  of  the  solution  runs  into  the  throat. 
In  this  position  the  regions  of  the  ostia,  located 
in  the  upper  half  of  the  nares,  are  reached  by  the 
shrinking  solution ; it  is  at  once  useful  and  harm- 
less. Ephedrine  solution  does  not  disturb  ciliary 

• Pre;M»nl«l  before  the  Kierhty-fourth  Annual  Session,  Iowa 
State  Medical  Society.  Davenport.  May  8,  9,  10.  1936. 


activity  unlike  colloidal  solution  it  does  not  clog 
the  streams  of  mucus.'*  According  to  Gaul  and 
Stand*®,  “It  must  be  emphasized  that  within  the 
past  year,  following  intranasal  applications  with 
argyrol  and  neosilvol,  in  fifteen  children  under  ten 
years  of  age,  anargyrosis  developed.  Ten  of  the 
fifteen  children  were  girls.” 

The  same  method  promotes  ventilation  and 
drainage  in  acute  rhinitis  and  thereby  gives  the 
patient  maximum  comfort,  with  no  disturbances  of 
physiology.  In  the  observation  of  fifteen  infants 
and  run-a-bouts,  over  a three  and  one-half  year 
period,  Davis®  used  the  following  kinds  of  nasal 
drops  for  colds ; argyrol  and  neosilvol,  ten  per 
cent;  camphor  and  menthol  in  albolene;  two  per 
cent  mercurochrome ; and  1:7500  potassium  per- 
manganate. She  found  that  all  caused  discom- 
fort, increased  and  prolonged  nasal  discharge  and 
pharyngeal  irritation. 

Suggestions  in  Management  of  Chronic 
Sinusitis 

The  majority  of  children  with  a constant,  or  in- 
termittent mucopurulent  nasal  secretion,  are  not 
relieyed  by  the  rfemoval  of  tonsils  and  adenoids. 
I have  realized  my  own  mistake  in  several  of  these 
cases,  and  consequently  now  make  a thorough 
x-ray  study  of  the  sinuses  before  proceeding  with 
any  surgical  treatment.  Tonsillectomies  and  ad- 
noidectomies  are  performed  as  usual,  but  at  the 
completion  thereof,  the  cloudy  antra  are  punc- 
tured, and  irrigated  with  normal  saline  solution. 
In  many  cases  this  is  sufficient  treatment. 

An  illustration  is  a patient,  a girl,  four  years  of 
age,  who  was  operated  upon  in  1932  for  acute 
mastoiditis.  Before  and  after  the  operation  she 
had  frequent  colds  and  exacerbations  of  colored 
discharge  from  the  nose.  In  the  spring  of  1934, 
I removed  her  tonsils  and  adenoids.  Her  symp- 
toms persisted,  and  in  December  she  developed  an 
abcess  in  the  previously  operated  mastoid.  Prior 
to  reoperation,  an  x-ray  showed  complete  blocking 
out  of  the  antra.  At  the  time  of  reopening  the 
mastoid,  both  antra  were  punctured  and  irrigated 
with  normal  saline.  Large  clumps  of  mucopus 
were  removed.  Two  months  later  an  x-ray  of  the 
antra  showed  them  well  aerated.  Her  nose  was 
“dry”  for  the  first  time  since  1932. 

Intratracheal  Anesthesia 

In  intranasal  operations  performed  under  a 
general  anesthetic,  the  intratracheal  inhalation 
method  is  the  one  of  choice.  Personally  I find  it 
verv  desirable,  safe,  convenient,  and  time-saving 
in  all  head  operations  requiring  general  anesthe- 
sia. Chevalier  Jackson”  states  that  this  method  is 
by  far  the  safest  way  for  the  administration  of 
ether  for  any  purpose : that  it  i^  indicated  in  opera 


96 


Journal  of  Iowa  State  Medical  Society 


February,  1936 


tions  in  which  there  is  a possibility  of  excessive 
bleeding,  and  aspiration  of  blood  or  secretions,  and 
in  which  it  is  desired  to  keep  the  anesthetist  away 
from  the  operating  field.  I have  found  it  espe- 
cially useful  in  sinus  surgery  on  cases  of  bron- 
chiectasis, or  chronic  bronchitis  where  pulmonary 
secretions  can  be  periodically  aspirated  during  the 
operation.  Clean,  careful  work  may  be  done  with- 
out haste  or  interference.  The  children  are  read- 
ily carried  on  nitrous  oxide,  with  only  a trace  of 
ether  at  the  start  to  facilitate  introduction  of  the 
catheter.  Temporary  bleeding  may  be  disre- 
garded, because  the  pharynx  is  packed  with  gauze 
lightly  impregnated  with  albolene.  \\'hen  a gen- 
eral anesthetic  is  desired,  the  same  method  may 
be  used  in  adults.  It  is  again  especially  useful  in 
lung  suppuration.  When  gas  anesthesia  is  pre- 
ferred, the  intratracheal  catheter  is  introduced 
first  under  local  anesthesia,  as  in  bronchoscop}'. 
If  complete  absence  of  straining  and  coughing  is 
desired,  a supplementary  anesthetic  is  necessary. 
Rectal  instillation  of  avertin,  80  milligrams  per 
kilo  body  weight,  is  very  effective,  decidedly  so 
where  the  operation  is  of  long  duration. 

Uses  of  Bacteriophage  in  Otolaryngology 

Excluding  allergic  cases,  children  having  a per- 
sistent mucoid  or  mucoserous  nasal  secretion  for 
more  than  two  weeks,  but  not  having  repeated 
severe  colds,  with  exacerbations  of  yellowish  nasal 
outflow,  are  arbitrarily  considered  cases  of  chronic 
rhinopharyngitis.  On  examination  they  have  a 
“wet  nose,”  swollen,  sodden  mucosa,  often  of  a 
purple-grayish  color.  They  may  have  congested 
tonsils,  and  usually  have  enlarged  adenoids.  Many 
of  them  have  a well-balanced  diet.  They  have 
usually  been  the  victims  of  various  nasal  drops. 
Those  that  do  not  improve,  when  all  nasal  medi- 
cation is  discontinued,  are  given  catarrhal  lysate, 
seven  or  eight  drops  into  each  nostril,  twice  daily, 
for  a period  of  ten  days.  These  drops  are  instilled 
with  the  patient  in  the  Proetz  (head  extended) 
position,  so  that  the  medication  will  cover  a large 
intranasal  area,  and  also  the  surface  of  the  naso- 
pharynx. The  results  have  been  very  encouraging, 
and  in  a few  cases  spectacular.  If  the  treatment  is 
effective,  the  patient  will  have  a dry  nose  in  a week. 
The  action  is  probably  one  of  local  vaccination. 
Walsh  and  Cannon'^  found  that,  by  repeated  intra- 
nasal instillation  of  typhoid-paratyphoid  vaccine, 
they  were  able  to  develop  specific  agglutinins  in 
rabbits.  The  highest  content  was  demonstrated  in 
the  blood,  next  in  the  nasal  mucosa,  wherein  there 
followed  a high  titer  after  six  days.  Accumula- 
tions of  leukocytes,  macrophages,  mononuclears, 
and  hyperplasia  of  lymphoid  tissue,  were  changes 
appearing  in  the  subepithelial  tissue.  In  two  hun- 
dred human  subjects,  Larkum®  found  that  persons 


receiving  one  dose  of  lysate  (bacteriophage), 
showed  agglutinin  titers  equal  to  those  receiving  an 
equivalent  dose  of  vaccine,  but  that  the  bacterici- 
dal power  of  the  blood  and  the  opsonic  index  were 
higher  in  those  receiving  bacteriophage. 

In  staphylococcus  abscess  of  the  face,  where 
surgery  is  contraindicated,  specific  lysate  injected 
frequently  into  the  unyielding  fibrotic  process 
often  produces  a rapid  (twenty-four  to  forty- 
eight  hours)  liquefaction,  and  permits  drainage. 

In  membranous  pneumococcal  pharyngitis, 
where  the  process  is  limited  to  the  nasopharynx, 
specific  lysate  has  been  the  most  effective  form  of 
treatment.  All  nasal  medication  is  discontinued, 
and  two  cubic  centimeters  of  pneumococcus  lysate 
are  instilled  through  the  nostrils  every  three  hours, 
with  the  patient’s  head  held  in  an  exaggerated  ex- 
tension, so  that  the  fluid  will  be  pooled  in  the  naso- 
pharynx for  ten  minutes.  In  twenty-four  hours 
the  membrane  becomes  translucent  and  dislodged 
over  the  central  portion  of  the  nasopharynx.  In 
the  more  extensive  type,  involving  the  tonsils  and 
entire  pharynx,  polyvalent  antipneumococcic  se- 
rum should  be  given  intravenously  in  substantial 
doses  regardless  of  the  type  of  the  causative  or- 
ganism. If  the  serum  is  ineffective  the  patient 
will  die.  Henderson®  reports  on  eleven  patients, 
ten  of  whom  dieil.  The  one  that  survived  had  a 
positive  blood  culture  of  Type  I,  and  was  given 
Type  I serum.  All  the  others  were  Types  III  and 
IV  and  were  not  given  serum. 

I saw  a railroad  conductor,  forty-seven  years 
of  age,  who  had,  two  days  previously,  suddenly 
developed  a very  sore  throat,  chills,  and  marked 
prostration.  On  the  following  day  he  was  unable 
to  swallow  water,  and  a physician  gave  him  10,000 
units  of  diphtheria  antitoxin.  There  was  a dirtv 
grey  membrane  surrounded  by  marked  congestion, 
and  edema  of  both  tonsils,  posterior  pillars,  and 
pharynx;  the  left  tonsillar  area  was  bulging,  and 
a smear  showed  pneumococci.  A typing  was  or- 
dered but  never  reported.  As  soon  as  fluid 
reached  his  throat  he  gagged  violently.  On  the 
fourth  day  his  temperature  was  103.5  degrees, 
pulse  102,  and  white  blood  count,  19,000.  The  fol- 
lowing treatment  was  given : mouth  wash ; ice  col- 
lar; 1,000  C.C.,  2.5  per  cent  glucose  by  hypodermo- 
clysis  every  six  hours,  M.  S.  gr.  1/4  every  three 
hours.  He  grew  gradually  worse,  and  became 
delirious  at  midnight.  At  4 ;00  a.  m.  his  tempera- 
ture was  104.5  degrees,  pulse  150,  and  respirations 
35.  His  breathing  was  noisy,  but  there  was  no 
cyanosis.  As  a last  resort  he  was  given  10,000 
units  of  Felton’s  polyvalent  antipneumococcic 
serum  intravenously.  His  temperature  and  pulse 
dropped  abruptly  to  101.5  and  100  degrees  re- 
spectively in  twelve  hours.  He  gradually  im- 
proved and  went  home  on  the  sixth  hospital  dav. 
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DIET 

The  following  three  points  deserve  emphasis ; 

1.  History  taking  is  our  only  safe  method  of 
arriving  at  a proper  plan  of  dietary  treatment,  and 
in  many  cases,  as  Moose^“  has  shown,  is  the  only 
means  of  making  a proper  diagnosis. 

2.  Intranasal  or  oral  signs  cannot  be  relied  upon 
for  a diagnosis  of  nutritional  disturbance ; they 
must  not  be  used  as  a short  cut  to  replace  tedious, 
but  reliable  history  taking. 

3.  Vitamin  A is  not  the  anti-infection  vitamin. 

A boy,  nine  years  of  age,  with  marked  obstruc- 
tive dyspnea,  had  been  bleeding  from  the  gums, 
tonsils,  and  trachea,  for  twenty-four  hours  fol- 
lowing a slight  contusion  of  the  lip.  Subepithelial 
hemorrhages  covered  his  body,  oral  cavity,  and 
pharynx;  a few  were  found  in  the  conjunctival 
sac.  Eye  grounds,  ears,  and  nose  were  negative 
except  for  moderate  pallor  of  the  nasal  mucosa. 
The  blood  count  showed  a fairly  marked  second- 
ary anemia  (hemoglobin,  65  per  cent)  and  a 
marked  depression  in  the  number  of  platelets 
(40,000).  The  oozing  persisted  in  spite  of  various 
treatments  for  seventy-two  hours.  Finally  he  was 
given  extract  of  blood  platelets  in  large  doses  by 
mouth,  intramuscularly,  and  topically  applied  to 
the  gums.  In  fifteen  minutes  the  oozing  had  com- 
pletely ceased.  On  the  following  day  his  platelets 
numbered  194,000.  He  recovered  rapidly  and  now 
after  two  months,  is  playing  and  working  hard. 
The  family  and  past  histories  were  decidedly  good. 
His  only  other  illness  was  measles  at  two  years  of 
age.  A survey  of  his  diet  revealed  that  he  ate 
no  vegetables  and  no  fruit,  except  an  occasional 
apple.  To  date,  I believe  that  this  was  a nutritional 
disaster,  probably  due  to  a lack  of  minerals  and 
Vitamin  C.  Forty-eight  hours  of  distress  and  anx- 
iety, to  say  nothing  of  the  time  for  convales- 
cence, would  probably  have  been  saved  the  patient, 
the  parents,  and  four  doctors,  if  an  immediate  in- 
vestigation of  the  patient’s  food  intake  had  been 
made.  Presnell^^  has  very  recently  discovered  that 
in  experimental  animals  receiving  insufficient 
quantities  of  Vitamin  C,  the  number  of  platelets 
decreases  and  anemia  occurs.  This  suggests  that 
the  bleeding  in  avitaminosis  C may  be  caused  not 
only  by  changes  in  the  vessels,  but  by  alterations 
in  the  blood. 

You  are  well  aware  that  much  has  been  written 
concerning  the  color  of  septal  mucosa  as  an  in- 
dex to  the  acid  alkali  balance  of  the  body.  Bern- 
heimcr  and  Cohn’*  found  no  correlation  between 
the  color  of  the  nasal  mucosa  and  symptoms  of 
acidosis,  in  fifty  patients  with  hyperpnea,  dehy- 
dration, and  acetonuria.  They  found  in  one  hun- 
dred normal  persons,  and  in  twenty  patients  with 
various  diseases,  but  normal  hydrogen  ion  concen- 


tration in  the  blood,  all  three  types  of  septal 
mucosa — pale,  normal  pink,  and  scarlet.  They 
found  that  the  color  of  the  septal  mucosa  was  in- 
fluenced by  age,  atmosphere,  complexion,  alcohol- 
ism and  body  temperature.  Diets  with  drugs,  both 
alkali  and  acid  ash  producing  had  no  effect  on  the 
color  of  the  mucosa. 

Great  stress  has  been  placed  on  the  importance 
of  Vitamin  A as  a cure  for  respiratory  infection. 

It  has  been  named  the  anti-infection  vitamin.  In 
the  study  of  self-selection  diet  in  fifteen  children 
from  infancy  to  five  years  of  age,  during  three  and 
one-half  years,  Davis’^  found  that  large  amounts 
of  Vitamin  A rich  foods  failed  to  have  any  • 
influence  on  the  incidence  of  colds ; that  a positive 
alkaline  dietary  balance  of  two  to  one  was  the 
rule,  and  that  those  with  the  greatest  intake  of 
alkali-ash  foods  throughout  the  period,  fared  no 
better.  In  a recent  case  of  nutritional  zerophthal- 
mia’'^  (Vitamin  A deficiency)  protracted  over  a 
period  of  six  years,  the  patient  gave  an  absolutely 
negative  history  for  respiratory  tract  infections. 
Examination  revealed  no  oral,  nasal  or  postnasal 
signs,  such  as  the  so-called  characteristic  lymphoid 
hypertrophy,  that  could  be  called  diagnostic.  There 
were  a few  whitish  plaques  on  the  inner  surface 
of  the  lower  lips,  together  with  a slight  grayish 
pallor  of  the  mouth,  nose,  and  pharynx.  Every 
winter  for  six  years,  during  a seasonal  exacerba- 
tion, he  had  sought  medical  aid.  If  some  one  had 
thought  of  the  simple  matter  of  diet  history',  he 
could  have  been  saved  a great  deal  of  expense, 
suffering,  and  sight. 
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Discussion 

Dr.  S.  A.  O’Brien,  Mason  City:  Swelling  and  red- 
ness around  the  inner  canthus  and  lids  do  not  bear 
the  significance  in  young  children  that  they  do  in 
adults,  and  I agree  with  Dr.  Thorson  that  we  are 
safe  in  carrying  out  conservative  treatment  for  a 
longer  period  of  time  in  children.  With  the  younger 
children  however,  I pi-efer  heat  to  cold.  We  have  all 
had  the  experience  of  a nasal  discharge  continuing 
after  removal  of  tonsils  and  adenoids.  While  I do 
not  like  to  open  acute  antra  at  the  same  time  I 
remove  the  tonsils  and  adenoids,  I do  not  hesitate  to 
do  so  where  the  discharge  has  persisted  for  some 
time;  at  least  I puncture  and  irrigate  the  antra. 

I am  in  accord  with  inti-atracheal  anesthesia  but  I 
do  not  like  avertin  in  any  cases  where  there  is  dan- 
ger of  bleeding.  The  anesthesia  lasts  several  hours 
and  the  fact  that  the  patient  is  swallowing  blood 
will  not  be  noticed  by  the  nurse. 

I have  not  used  vaccines  locally  in  the  nose  and 
nasopharynx  as  Dr.  Thorson  has,  but  I cannot  see 
what  action  would  take  place  which  would  have  any 
influence  on  the  discharge.  In  the  few  cases  in  which 
we  have  used  Felton’s  polyvalent  serum  we  have 
not  been  overly  pleased  with  the  results.  In  the 
Type  I serum  the  results  have  influenced  us  to  use 
it  again.  If  serums  are  to  be  of  any  benefit  they 
must  be  given  early  before  an  extensive  septicemia 
has  developed. 

Dr.  Thorson  speaks  also  of  using  specific  lysate 
injections  of  staphylococcus  infections  of  the  face. 
While  the  x-ray  is  not  considered  a new  therapeutic 
agent,  the  different  methods  and  improvements  in 
its  use  can  be  so  considered.  In  these  infections  of 
the  face  and  neck,  x-ray  treatments  intensify  the 
pain  and  elevation  of  temperature  for  two  or  three 
houi’s,  but  this  is  followed  by  marked  relief  of  pain 
within  a few  hours,  the  induration  disappears,  and 
in  twenty-four  to  forty-eight  hours  the  lesion  ap- 
pears to  be  sharply  localized.  It  drains  through  a 
single  opening,  and  there  is  a minimum  scar  forma- 
tion. We  have  found  the  same  to  be  true  in  the 
treatment  of  erysipelas.  One  treatment  daily  for 
three  days  will  usually  show  a temperature  fall  to 
normal  at  the  end  of  the  third  day,  and  it  is  ex- 
ceptional for  a high  temperature  to  extend  over 
eight  days.  In  using  the  x-ray  small  doses  are  as 
effective  as  large  ones  so  that  they  can  be  given 
in  the  homes  with  a portable  machine. 

Dr.  Cecil  C.  Jones,  Des  Moines:  First  let  me  say 

that  I agree  thoroughly  with  everything  covered  in 
Dr.  Thorson’s  paper.  There  is  no  need  of  rehearsing 
his  conclusions  in  order  to  emphasize  them.  There- 
fore, I shall  mention  a few  therapeutic  aids  he  has 
not  discussed,  which  have  proved  effective  in  my 
experience. 

What  are  the  most  common  causes  of  delayed  heal- 
ing, postoperatively,  of  uncomplicated  mastoids? 
First,  too  much  curetting  in  the  region  of  the  antrum, 
particularly  the  inner  plate  of  the  outer  wall  of  the 
aditus.  If  necessary  to  follow  the  zygomatic  cells 
forward  do  not  remove  the  inner  table.  Second,  be 


careful  not  to  overlook  deep  digastric  fossa  cells 
behind  and  mesial  to  the  sigmoid  sinus.  Third,  take 
the  stitches  out  early,  on  the  third  or  fourth  day, 
to  avoid  stitch  abscesses.  On  removal  of  the  drain- 
age tube  do  not  pack  with  gauze  nor  pi’obe  the  wound, 
but  remove  the  retained  secretions  by  massaging 
with  the  auricle  against  the  wound. 

In  children  large  quantities  of  Hartman’s  solution 
subcutaneously  pre  and  postoperatively  are  effective 
in  sustaining  their  combative  forces. 

Almour  has  demonstrated  that  it  is  not  necessary 
to  chisel  out  an  ebornated  tip  but  only  necessary  to 
eradicate  thoroughly  the  diseased  bone.  If  a chole- 
steatoma exists,  remove  it  by  irrigating  with  carbon 
tetrachloride  in  order  not  to  disturb  the  epithelial 
matrix.  It  is  most  important  that  a very  large 
meatal  opening  be  made. 

Now  about  nasal  surgery.  Since  it  has  been  proved 
that  normal  ciliated  epithelium  regenerates  follow- 
ing a Caldwell-Luc,  and  that  this  regeneration  takes 
place  from  the  tissue  about  the  ostium,  it  follows 
that  this  tissue  should  not  be  removed  nor  curetted. 
Moreover,  it  is  not  necessary  to  make  a mucosal 
flap  for  the  antero-inferior  nasal  window.  It  is  not 
necessary  to  pack  the  sinus  nor  to  suture  the  gingival 
incision.  The  less  done  postoperatively,  the  better 
it  will  heal. 

Nothing  has  been  said  by  the  essayist  about  elec- 
trocoagulation. I feel  that  it  is  the  procedure  of 
choice  in  the  removal  of  small  lymphoid  masses  in 
the  tonsillar  fossae  or  on  the  pharyngeal  wall.  Like- 
wise it  is  the  superior  method  of  removing  polypoid 
degenerations  of  the  posterior  tip  of  the  inferior 
turbinate.  It  cannot  be  recommended  as  a mode  of 
removing  tonsils. 

At  present  allergy  is  such  an  important  factor  in 
the  differential  diagnosis  of  our  nasal  cases  that  it  is 
worthwhile  to  emphasize  the  fact  that  eosinophils 
occur  in  the  nasal  smears  of  some  chronic  nasal  in- 
fections as  well  as  in  allergic  cases.  Therefore  the 
presence  of  a nasal  eosinophilia  does  not  necessarily 
make  a diagnosis  of  allergy  with  nasal  manifesta- 
tions. In  some  quarters  ionization  is  being  heralded 
as  a mode  of  treating  allergic  nasal  conditions.  I 
have  used  it  in  a few  instances  but  have  not  reached 
any  definite  conclusions. 


CLINICAL  NOTES  FROM  THE 
COLLEGE  OF  MEDICINE 


IDIOPATHIC  AMYLOIDOSIS 
W.  M.  Fowler,  M.D.,  Iowa  City 
From  the  Department  of  Internal  Medicine 
Amyloid  is  deposited  in  certain  organs  of  the 
body  during  the  course  of  many  diseases.  It  oc- 
curs most  commonly  as  a complication  of  long 
.standing  pyogenic  infections  and  of  tuberculosis, 
especially  when  these  involve  bone,  joints,  lung 
or  pleura,  so  that  it  is  frequently  associated  with 
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chronic  osteomyelitis,  empyema  and  tuberculous 
cavitation  of  the  lung.  In  addition  to  the  above 
infections,  it  has  been  found  with  tertiary  syph- 
ilis, chronic  malaria  and  with  delayed  convales- 
cence from  infectious  fevers.  Amyloidosis  may 
occur  with  non-infectious  diseases  such  as  carci- 
noma, multiple  myeloma,  Hodgkin’s  disease,  cir- 
rhosis of  the  liver  and  chronic  nephritis,  but  these 
are  less  frequent  etiologic  agents  than  infection. 
That  amyloidosis  may  be  present  in  the  absence  of 
any  recognizable  cause,  occurring  as  an  idiopathic 
or  primary  disease,  is  not  generally  recognized. 

CASE  REPORT 

A white  male,  fifty-seven  years  of  age,  was  ad- 
mitted to  the  University  Hospital  in  March,  1933, 
because  of  weakness  wbich  had  begun  rather  sud- 
denly five  months  previously.  Two  months  later 
a distinct  pallor  was  noted  and  one  month  before 
admission  the  abdomen  became  distended.  The 
weakness  and  pallor  progressed  steadily  and  the 
feet  and  ankles  became  swollen  two  weeks  before 
admission.  There  had  been  nocturia  three  times 
a night  for  the  preceding  two  years  and  more 
recently  he  had  been  troubled  with  urgency  and 
some  foss  of  bladder  control.  For  about  five 
}-ears  be  bad  been  troubled  by  hemorrhoids  which 
bled  profusely  at  times.  He  had  been  addicted 
to  the  use  of  moderately  large  amounts  of  alcohol 
for  many  years.  There  was  no  history  of  a 
svphilitic  infection  although  he  had  had  acute 
gonorrheal  urethritis  twenty  years  previously. 

Physical  e.xamination  revealed  a dry  skin  and 
marked  pallor  but  no  icterus.  The  pupils  were 
normal,  the  nasal  septum  intact,  and  no  clinical 
evidence  of  syphilis  could  be  found.  There  was 
no  Ivmphadenopathy.  The  heart  and  lungs  were 
normal  in  all  respects  and  the  blood  pressure  was 
125/70.  The  abdomen  was  distended  but  no  defi- 
nite evidence  of  fluid  could  be  elicited.  The  spleen 
was  palpable  and  the  liver  extended  five  centi- 
meters below  the  costal  margin.  There  was  no 
edema  of  the  ankles.  Rectal  examination  revealed 
internal  hemorrhoids  and  a slightly  enlarged  pros- 
tate. An  urethral  stricture  was  present,  and  after 
dilatation  a periurethral  abscess  formed  and  was 
drained  externally. 

The  blood  Wassermann  reaction  was  negative. 
Free  hydrochloric  acid  was  present  in  small 
amounts  in  the  gastric  contents.  Roentgenograms 
of  the  stomach,  duodenum,  colon  and  kidneys 
were  entirely  normal.  The  indirect  van  den  Rergh 
reaction  was  very  slightly  increased  and  the  blood 
urea,  uric  acid  and  creatinine  were  normal.  Tbe 
blood  hemoglobin  was  26  per  cent  of  normal ; there 
were  2,200,000  erythrocytes  and  8,300  leukocytes 
with  a normal  differential  count.  The  specific 
gravity  of  the  urine  varied  from  1.004  to  1.019, 


there  were  occasional  granular  casts,  and  one  to 
four  plus  albumin  was  constantly  present. 

A definite  diagnosis  was  not  established  and 
after  several  blood  transfusions  the  patient  re- 
turned home.  Edema  of  the  legs  appeared  and 
he  was  confined  to  bed  most  of  the  time  because 
of  weakness  and  edema.  In  October,  1933,  the 
edema  became  extensive,  the  urinary  output  di- 
minished, and  on  readmission  to  the  hospital  in 
December,  1933,  there  was  generalized  edema  and 
ascites.  The  heart  and  lungs  were  normal  and  the 
blood  pressure  was  156/80.  The  liver  extended 
fourteen  centimeters  below  the  right  costal  margin 
but  the  spleen  could  not  be  felt.  The  patient  had 
a cerebral  accident  three  days  after  readmission 
with  a resultant  right  hemiplegia.  By  abdominal 
paracentesis  1,200  cubic  centimeters  of  a milky 
fluid  were  removed  and  although  drainage  through 
the  incision  persisted  for  several  days  the  ascites 
reaccumulated.  The  edema  of  the  extremities  sub- 
sided but  did  not  completely  disappear  from  the 
paralyzed  leg.  The  patient  died  of  bronchopneu- 
monia. 

During  the  last  admission  to  the  hospital  the 
blood  bemoglobin  was  60  per  cent  and  the  erythro- 
cyte count  4,420,000.  The  urine  showed  three 
plus  albumin  and  a few  casts,  but  no  red  blood 
cells.  The  nonprotein  nitrogen  of  the  blood  in- 
creased until  there  were  6.5  grams  of  uric  acid  per 
100  cubic  centimeters,  35.7  grams  of  urea  and  two 
grams  of  creatinine.  The  total  serum  protein  was 
5.47  grams  per  100  cubic  centimeters  with  1.98 
grams  of  serum  albumin,  2.95  grams  of  serum  glo- 
bulin and  0.54  grams  of  fibrinogen,  representing 
a lowering  of  the  albumin  globulin  ratio.  There 
was  no  free  hydrochloric  acid  in  the  gastric  con- 
tents even  after  histamine  stimulation. 

N^ecropsy  examination  revealed  a diffuse  amy- 
loid deposition  in  the  splegn,  liver,  kidneys  and 
adrenal  glands.  The  spleen  weighed  420  grams, 
was  purplish-red  in  color  and  the  cut  surface  was 
glistening  in  appearance.  Microscopic  sections 
showed  the  reticular  cells  compressed  and  infil- 
trated by  the  amyloid  material.  The  liver  weighed 
4,000  grams  and  was  yellowish  in  color.  The  cut 
surface  had  a greasy,  glistening  appearance  and 
microscopic  examination  revealed  a heavy  deposit 
of  amyloid  between  tbe  liver  cells  and  sinusoids, 
compressing  and  replacing  tbe  cells  in  some  areas. 
Each  kidney  weighed  260  grams  and  on  cut  sec- 
tion had  a yellowish  appearance.  The  deposit  of 
amyloid  within  the  glomeruli  was  the  most  striking 
feature.  The  medullary  portion  of  the  adrenal 
glands  showed  a diffuse  amyloid  deposit  with  com- 
pression of  the  cells,  and  in  the  cortical  portion  it 
was  deposited  between  the  rows  of  cells.  The 
pancreas  was  infiltrated  with  the  same  material. 
The  iodinc-sul])huric  acid  test  for  amyloid  was 
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positive  in  all  of  these  organs.  The  heart  and 
coronary  vessels  were  normal  and  the  bone  marrow 
was  hyperplastic.  The  lungs  showed  an  extensive 
patchy  pneumonia. 

The  periurethral  abscess  was  completely  healed 
and  no  infection,  suppuration,  or  malignancy  could 
be  found  to  account  for  the  amyloidosis. 

DISCUSSION 

Amyloid  is  apparently  a transformation  prod- 
uct of  tissue  protein  which  is  deposited  in  a solu- 
ble form.  It  is  always  extracellular  and  is  trans- 
ported to  the  organ  or  tissue  rather  than  being  syn- 
thesized in  situ.  Although  amyloidosis  can  be 
reproduced  experimentally  in  animals  by  the  in- 
jection of  various  substances  (proteins,  casein, 
turpentine)  as  well  as  by  bacteria  and  toxins,  the 
actual  cause  of  the  deposition  is  unknown.^  ^ 
The  composition  of  the  material  has  not  been  ac- 
curately determined  although  it  is  known  that 
starch  and  cellulose,  from  which  the  term  amyloid 
is  derived,  are  not  present. 

This  substance  may  be  deposited  in  almost  any 
organ  or  tissue  of  the  body,  although  certain  struc- 
tures are  more  prone  to  involvement.  As  a rule, 
the  deposition  is  widespread,  but  certain  cases 
may  show  either  strictly  localized  accumulations 
or  an  involvement  of  one  organ  which  is  out  of 
all  proportion  to  the  deposition  elsewhere.  The 
spleen  is  usually  involved  and  becomes  enlarged 
to  a varying  degree.  The  organ  is  firm,  not  ten- 
der, and  preserves  its  normal  configuration.  Al- 
though splenomegaly  is  usually  considered  to  be 
one  of  the  cardinal  features  of  amyloidosis,  there 
are  many  cases  in  which  the  enlargement  is  not 
sufficient  to  render  the  organ  palpable.  Liver  in- 
volvement is  usually  present  but  seldom  leads  to 
jaundice  or  ascites.  Infiltration  into  the  walls  of 
the  gastro-intestinal  tract  is  frequent  and  may 
cause  diarrhea  and  occasionally  ulceration  and 
hemorrhage.  The  adrenal  glands  are  commonly 
involved  giving  rise  to  many  of  the  symptoms  of 
Addison’s  disease,  although  the  pigmentary 
changes  in  the  skin  are  not  likely  to  occur.  The 
extreme  weakness,  emaciation,  hypotension  and 
asthenia  which  are  common  in  amyloidosis  may 
be  partly  explained  on  this  basis.®  One  case  of 
generalized  amyloidosis  of  the  muscular  system 
has  been  reported'*  in  which  the  muscles  of  the 
heart,  diaphragm,  tongue,  and  gastro-intestinal 
tract,  as  well  as  the  skeletal  muscles,  were  the 
site  of  marked  amyloidosis  while  the  parenchy- 
matous organs  were  uninvolved. 

Renal  involvement®  ® of  some  degree  is  usu- 
ally found  and  in  certain  instances  the  kidney 
may  be  the  only  organ  involved.  The  clinical 
manifestations  of  the  amyloid  kidney  will  varj', 
but  albuminuria  is  universally  present.  Therefore, 


its  absence  is  conclusive  evidence  that  little  or  no 
amyloid  is  present  in  the  kidney.  A depletion  of 
the  plasma  protein  occurs  with  marked  albumi- 
nuria and  a consequent  generalized  edema,  so  that 
the  clinical  picture  is  similar  to  that  of  chronic 
nephrosis.  In  other  cases,  in  which  amyloid  pro- 
duces severe  glomerular  damage,  evidences  of 
renal  insufficiency,  nitrogen  retention,  uremia 
and  an  elevated  blood  pressure  appear.  Such 
patients  present  a picture  similar  to  the  terminal 
stage  of  chronic  glomerular  nephritis. 

Intravenous  injection  of  Congo  red’  and  a de- 
termination of  the  rapidity  of  its  excretion  has 
been  advocated  as  a diagnostic  procedure  in  sus- 
pected cases  of  amyloid  disease.  Although  this 
procedure  is  helpful,  it  is  not  a specific  test  for 
amyloidosis,  since  there  is  considerable  variation 
in  the  amount  of  dye  excreted  and  other  diseases 
may  cause  its  rapid  disapjiearance  from  the  blood 
stream. 

The  clinical  manifestations  of  idiopathic  amy- 
loidosis are  similar  to  those  of  the  more  common 
secondary  form.  The  incidence  is  low  but  the 
condition  should  be  considered  in  the  differential 
diagnosis  of  unusual  types  of  splenomegaly,  hepa- 
tomegaly and  albuminuria. 
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PATHOLOGIC  CONFERENCES 


A REVIEW  OF  THE  MODERN  PROBLEM 
OF  BURNS 

Anthony  C.  Pfohl,  M.D.,  Dubuque 

The  prognosis  of  a burn  depends  on  many  fac- 
tors. The  type  of  burn,  the  extent  of  the  burn, 
the  site  of  the  burn  and  the  age  of  the  patient 
are  among  the  more  important  factors.  It  makes 
a great  deal  of  difference,  of  course,  whether  we 
are  dealing  with  a first,  second,  third,  or  fourth 
degree  burn.  A fatal  accident  is  likely  to  follow 
a burn  of  the  first  degree  involving  two-thirds  of 
the  body,  or  a second  degree  involving  one-third 
of  the  body  surface  in  an  adult  or  one-seventh  of 
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the  body  surface  in  a child.  All  burns  involving 
one-third  of  the  surface  of  the  body  are  serious. 
Burns  of  tbe  face,  mucous  membranes,  or  geni- 
talia are  of  more  serious  moment.  Patients  at 
the  extremes  of  life  do  not  tolerate  burns  well. 

PATHOGENESIS 

A consideration  of  the  clinical  course  and  pa- 
tholoefv  of  the  condition  is  essential  to  a discussion 
of  treatment.  Here  we  may  consider  first,  pri- 
mary shock ; second,  acute  toxemia ; third,  septic 
toxemia;  and  fourth,  healing. 

1.  Primary  Shock.  The  immediate  effect  of  a 
burn  is  to  produce  shock  and  this  may  be  the 
direct  cause  of  death.  The  answer  to  primary 
shock  is  still  a debatable  question.  It  is  probably 
due  to  nervous  origin.  The  patient  at  this  time 
may  be  in  great  pain,  he  may  be  restless,  he  may 
have  a subnormal  temperature,  the  pulse  may  be 
rapid,  and  the  respiration  may  be  rapid.  In  a 
child  vomiting  and  convulsions  are  common.  If 
shock  is  controlled  early  and  adequately  it  can 
usually  be  overcome. 

2.  Acute  Toxemia.  After  the  patient  has  re- 
covered from  shock  he  may  be  comfortable  for  a 
few  hours.  Ten  to  twenty  hours  later  he  may 
show  signs  of  toxicity.  He  becomes  restless  and 
at  times  a bit  stuporous,  the  temperature  rises,  he 
complains  of  pain,  and  nausea  and  vomiting  set  in. 
The  amount  of  blood  plasma  poured  out  at  tbe 
site  of  a burn  is  enormous  and  therefore  there  is 
great  need  for  fluid  at  this  time.  As  recent  work 
has  also  shown  a disturbance  in  the  chlorine  meta- 
bolism, this  factor  also  has  to  be  taken  into  con- 
sideration. Two  main  theories  have  been  ad- 
vanced as  an  explanation  for  the  toxemia. 

a.  That  there  is  a toxic  product  absorbed  by  the 
blood  from  tbe  burned  area  and  that  this  may  be 
eliminated  at  least  in  part  through  the  kidneys. 

b.  The  second  theory  deals  with  changes  in  the 
comixisition  of  the  blood. 

Recently  Aldrich  has  advanced  the  theory  of  the 
importance  of  bacterial  invasion  as  the  principal 
cause  of  symptoms  formerly  attributed  to  toxins 
produced  in  tlie  burned  skin. 

3 and  4.  Septic  toxemia  and  healing  are  well 
understood  and  need  no  discussion. 

GENERAL  TREATMENT 

First  degree  burns  often  require  only  local 
treatment  unless  the  involved  area  is  very  large 
or  the  patient  is  very  young.  In  ordinary  cases 
it  is  necessary  only  to  allay  pain  and  protect  the 
part  from  injury.  Chemical  burns  are  treated  by 
washing  first  with  copious  amounts  of  water. 


Neutralizing  solutions  may  be  used  but  these  are 
not  essential.  If  one  wishes  to  use  a neutral- 
izing solution  he  may  use  a weak  sodium  bicar- 
bonate or  acetic  acid  solution,  depending  on 
whether  he  is  dealing  with  a caustic  acid  or  alkali. 
Tetanus  antitoxin  is  often  indicated  and  neces- 
sary. Extensive  second  and  third  degree  burns 
present  tbe  greatest  difficulty  and  we'  will  confine 
our  discussion  from  now  on  to  these  types.  The 
immediate  treatment  of  a serious  burn  or  scald 
is  the  general  condition  of  the  patient. 

1.  Morphine  must  be  given  for  pain. 

2.  Warmth  must  be  provided. 

3.  At  times  stimulation  is  necessary. 

4.  Fluids  are  most  important. 

a.  If  possible  they  should  be  forced  by  mouth. 

b.  N^ormal  saline  may  be  given  per  rectum  in 
the  amount  of  250  c.c.  every  four  hours. 

c.  Subcutaneous  fluid  may  be  given  but  this 
route  causes  the  patient  considerable  pain  and  rest- 
lessness. 

d.  The  intravenous  route  is  the  best,  either  in- 
termittent or  continuous.  In  the  continuous  type 
a cannula  is  placed  in  the  vein  and  normal  salt,  plus 
five  per  cent  glucose,  is  given  slowly  over  long 
periods  of  time,  sometimes  five  or  six  days.  In 
the  intermittent  type,  500  to  700  c.c.  of  a solution 
containing  nine  per  cent  sodium  chloride  and  five 
per  cent  glucose  is  given  two  or  three  times  a 
day. 

e.  At  times  transfusions  are  indicated. 

5.  A daily  hemoglobin  examination  should  be 
the  rule.  The  rise  of  hemoglobin  is  the  best  clin- 
ical method  for  estimating  the  concentration  of  the 
blood.  This  is  of  practical  value  and  will  show 
whether  the  patient  is  getting  the  fluid  which  he 
badly  needs. 

LOCAL  TREATMENT 

There  are  three  main  types  of  local  treatment 
that  I wish  to  discuss ; first,  the  ambrine  treat- 
ment ; .second,  the  tannic  acid  treatment ; and  third, 
the  gentian  violet  treatment. 

1.  The  Ambrine  treatment  had  its  origin  during 
and  after  the  late  war  and  is  very  efficient  on  tar 
and  gas  burns.  Tbe  original  compound  called  am- 
brine consists  of  a mixture  of  resorcin,  oil  of 
eucalyptus,  olive  oil,  soft  wax  and  hard  wax.  In 
this  type  of  treatment  the  burn  is  w’ashcd  with 
sterile  water  or  warm  normal  saline  and  dried. 
Blisters  are  not  opened.  The  ambrine  is  warmed 
and  sprayed  over  the  entire  surface  of  the  burned 
area.  A thin  layer  of  cotton  wool  is  placed  over 
this.  The  wound  is  dressed  every  day  and  later 
the  blisters  can  be  opened.  The  principle  under- 
lying this  type  of  treatment  is  that  of  protecting 
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and  splinting  injured  tissue,  and  controlling  the 
pain.  Ambrine  contains  no  specific  curative  in- 
gredients but  acts  entirely  on  a mechanical  basis. 
While  this  type  of  treatment  is  still  useful  at 
times  it  has  been  more  or  less  replaced  by  the 
tannic  acid  and  gentian  violet  types  of  treatment. 

2.  The  Tannic  Acid  treatment  was  originated 
by  Davidson  of  the  Ford  Hospital  in  1925.  It 
marks  an  important  step  forward.  Tannic  acid 
coagulates  the  damaged  proteins  and  prevents 
their  absorption  into  the  circulatory  system.  In 
consequence,  the  constitutional  disturbances  are 
minimized,  pain  is  strikingly  lessened  and  scar- 
ring is  generally  slight.  Most  important  of  all 
the  mortality  is  reduced.  The  technic  is  as  fol- 
lows : 

a.  The  patient  is  put  to  bed  and  the  burned 
area  is  exposed. 

b.  If  shock  is  present  the  foot  of  the  bed  is  ele- 
vated and  heat  applied.  If  severe  shock  is  pres- 
ent saline  infusions  are  started  at  once. 

c.  Morphine  or  heroin  is  given  for  pain. 

d.  Under  light  anesthesia  the  burned  area  is 
cleaned,  blisters  are  evacuated  and  all  loose  epi- 
thelium is  removed.  The  area  is  rapidly  cleaned 
with  ether  which  exerts  a drying  effect.  If  oil 
or  grease  is  present  it  will  prevent  the  tannic  acid 
from  coming  into  contact  with  the  tissue. 

e.  A warm  aqueous  solution  of  6.0  per  cent 
fresh  tannic  acid  is  applied  in  the  form  of  a 
spray.  If  it  is  not  fresh,  gallic  acid  will  be  pres- 
ent and  this  will  be  inactive  in  precipitating  or 
coagulating  the  protein.  Drying  is  done  by  elec- 
tric light  bulbs  arranged  in  a bed  cradle.  Spray- 
ing is  done  at  intervals  of  one  hour  and  is  stopped 
when  a thin  coagulum  is  obtained.  A light  brown 
color  is  desired  and  usually  appears  in  from  eight 
to  twelve  applications.  The  tannic  acid  coagulum 
relieves  the  pain  in  a short  time.  The  application 
is  painless  and  the  entire  area  is  covered  by  a thin 
brown  leathery  coagulum.  The  production  of  in- 
fection is  minimized.  Also  the  coagulum  acts  as 
a splint  and  increases  the  healing  of  the  tissue 
beneath. 

f.  The  bed  clothes  are  supported  and  the  area  is 
exposed  directly  to  the  air.  If  fluid  accumulates 
under  the  coagulum  it  should  be  evacuated  by 
producing  openings  in  the  coagulum.  If  sepsis 
does  take  place  it  is  difffcult  to  treat  in  the  tannic 
acid  method.  Fortunately  gross  infections  are 
rare,  and  if  present  usually  cause  sloughing  and 
removal  of  the  coagulum,  or  the  coagulum  can  be 
softened  with  vaseline  and  removed.  Never 
shoidd  wet  dressings  be  ajiplied  over  the  coagulum 
for  the  presence  of  moisture  tends  to  produce 
svmptoms  of  toxemia.  In  cases  which  are  not 


complicated  healing  slowly  occurs  under  the  co- 
agulum. In  superficial  burns  healing  occurs  in 
eight  to  fourteen  days.  In  third  degree  burns  the 
formation  of  granulation  tissue  loosens  the  coag- 
ulum. This  is  left  undisturbed  until  easilv  pulled 
off. 

Recently  Dr.  F.  W.  Hartmann  of  the  Henry 
Ford  Hospital  has  recommended  the  use  of  hex- 
ylresorcinol  1/2000  in  ten  per  cent  tannic  acid, 
and  with  four  per  cent  glycerin. 

3.  The  Purple  Dye  Treatment  or  Gentian  Vio- 
let. This  type  of  treatment  was  pioneered  by  Dr. 
Henry  Aldrich  of  the  Boston  City  Hospital  in 
1933.  In  investigating  the  bacteriology  of  burned 
areas  he  found  that  for  the  first  twelve  hours 
the  burned  areas  were  practically  sterile.  After 
the  first  twelve  hours  it  was  found  that  in  one 
hundred  per  cent  of  the  severely  burned  patients 
and  in  the  large  majority  of  the  minor  burns  there 
could  be  grown  from  repeated  cultures  the  beta 
hemolytic  or  the  gamma  streptococcus.  The  con- 
centration of  these  organisms  increased  with  the 
signs  of  sepsis  until  after  forty-eight  to  fifty-six 
hours  pure  cultures  of  the  streptococcus  could  be 
obtained.  Positive  blood  cultures  were  found. 
He  then  decided  that  perhaps  the  best  form  of 
treatment  would  be  one  aimed  at  killing  the  or- 
ganism thus  sterilizing  the  burn.  It  has  been 
shown  that  the  aniline  dye,  gentian  violet,  is  highly 
bactericidal  against  the  gram  positive  organisms. 
It  is  readily  soluble  and  the  solution  is  sterile  at 
all  times.  It  is  a specific  antiseptic  for  the  invad- 
ing organism  and  it  reacts  with  the  burned  flesh 
to  form  a thin,  light  eschar,  tough  but  flexible. 
The  technic  is  as  follows : 

a.  When  a patient  is  admitted  with  a fresh  burn, 
unless  it  is  covered  with  oil  or  grease,  there  is  no 
need  for  preliminary  cleaning.  The  dye  in  a one 
per  cent  solution  is  sprayed  on  the  burned  area 
immediately. 

b.  The  usual  procedures  to  combat  shock  are 
carried  out. 

c.  The  patient  is  put  to  bed  and  placed  so  that 
the  burned  area  is  uppermost.  The  burn  is  not 
covered  with  a dressing.  The  bed  clothes  are  sup- 
ported by  a cradle  and  in  the  cradle  light  bulbs  are 
placed. 

d.  For  the  first  few  hours  gentian  violet  is 
sprayed  on  the  burned  areas  every  two  hours.  A 
light  eschar  is  formed  very  rapidly.  After  the 
eschar  is  formed  the  patient  is  sprayed  every  four 
to  six  hours  during  the  day.  Any  blebs 'that  form 
are  opened  and  the  unstained  portions  then  pre- 
sented are  stained.  This  treatment  continues  un- 
til healing  is  complete.  If  the  burn  is  so  deep  and 
so  extensive  that  skin  grafting  is  going  to  be  nec- 


VoL.  XXVI,  No.  2] 


Journal  of  Iowa  State  Medical  Society 


1C3 


essary,  the  eschar  is  allowed  to  remain  on  the  body 
for  about  three  weeks,  after  which  time  it  can  he 
softened  and  removed  by  warm  compresses  of  ster- 
ile salt  solution.  By  this  time  the  granulations 
have  built  up  enough  to  graft,  and,  being  sterile, 
they  accept  new  skin  readily. 

prevention  of  contractures 

Contractures,  of  course,  most  commonly  occur 
at  the  various  joint  sites,  especially  the  axilla,  the 
groin,  the  popliteal  space,  the  antecubital  fossa, 
the  hand  and  foot.  Therefore  in  the  treatment  of 
burns  involving  the  extremities  it  is  necessary  that 
the  joints  be  held  in  such  a position  that  if  scarring 
occurs  it  will  not  hinder  joint  motion. 

The  following  points  should  be  kept  in  mind ; 

1.  If  the  axilla  is  involved  the  arm  should  be 
held  in  a position  of  ninety  degrees  or  more  ab- 
duction and  in  more  or  less  external  rotation.  A 
good  method  is  to  fasten  the  hand  to  the  head  of 
the  bed. 

2.  If  the  burn  lies  in  the  antecubital  fossa  the 
arm  should  be  held  in  complete  extension.  If  the 
burn  lies  on  the  posterior  surface  of  the  elbow, 
that  joint  should  be  kept  in  ninety  degrees  flexion. 

3.  If  the  burn  is  on  the  palmar  surface  of  the 
wrist,  the  wrist  should  be  kept  dorsally  flexed  and 
the  fingers  fully  extended.  If  the  burn  is  on  the 
dorsum  of  the  hand  or  finger  the  reverse  may  be 
true. 

4.  If  a burn  occurs  in  front  of  the  hip  joint  or 
groin  the  joint  is  held  in  a position  of  abduction 
and  as  much  extension  as  is  obtainable  with  the 
patient  lying  on  the  back. 

5.  If  the  face  is  involved  early  movements  are 
encouraged  such  as  wrinkling  forehead,  blowing 
out  cheeks,  etc. 

SKIN  grafting 

Skin  grafting  is  often  necessary.  If  the  case 
has  progressed  to  a point  where  the  affected  areas 
have  been  converted  into  granulating  surfaces, 
treatment  consists  in  aiding  the  healing  of  these 
lesions.  The  sooner  healing  is  obtained  the  better 
the  final  result,  for  the  ultimate  scar  is  in  propor- 
tion to  the  time  granulations  persist.  Blence  graft- 
ing is  indicated  in  all  burns  which  are  too  exten- 
sive for  early  epithelization  for  the  remaining 
skin.  Even  if  one  can  predjct  an  unsatisfactory 
cosmetic  result  after  grafting,  a graft  .should  be 
used  because  our  chief  object  is  to  produce  epi- 
thelization with  a minimum  scar.  The  remaining 
deformity  can  be  corrected  later  by  appro]>riate 
plastic  procedures.  The  small  deep  graft  is,  in 
the  "majority  of  the  cases,  the  type  best  suited. 
Thiersch  grafts  are  useful  occasionally. 


AMERICAN  COLLEGE  OF  SURGEONS 
SECTIONAL  MEETING  AT  OMAHA,  NEBRASKA, 
MARCH  11,  12,  13,  1936 

The  American  College  of  Surgeons  1936  sec- 
tional meeting  in  Omaha,  Nebraska,  will  be  held 
on  Wednesday,  Thursday  and  Friday,  March  11, 
12,  and  13,  with  headquarters  at  the  Hotel  Paxton. 
Participating  states  include  Nebraska,  Iowa, 
Wyoming,  North  Dakota,  South  Dakota,  Min- 
nesota, Kansas  and  Colorado.  Some  of  the  dis- 
tinguished visitors  who  will  be  present  on  this 
occasion  are : Dr.  George  Crile,  Cleveland,  chair- 
man, Board  of  Regents,  American  College  of 
Surgeons ; Dr.  A.  W.  Adson,  Rochester,  neuro- 
surgeon, Mayo  Clinic:  Dr.  Frank  E.  Adair,  Flew 
York : Dr.  Charles  L.  .Scudder,  Boston ; Dr. 
Robert  H.  Kennedy,  New  York  and  Robert  Jolly, 
Houston,  superintendent.  Memorial  Hospital  and 
past  president,  American  Hospital  Association. 
A cordial  invitation  to  attend  this  most  interesting 
meeting  is  extended  not  only  to  the  Fellows  and 
hospitals  of  the  various  states  included,  but  to  the 
entire  medical  profession  at  large. 


THE  AMERICAN  COLLEGE  OF  PHYSICIANS 
TO  MEET  IN  DETROIT  MARCH  2-6,  1936 

The  twentieth  annual  session  of  the  American 
College  of  Physicians  will  be  held  in  Detroit  with 
headquarters  at  the  Book-Cadillac  Hotel,  March 
2-6,  1936. 

Dr.  James  Alex.  Miller,  of  N"ew  York  City,  is 
president  of  the  College,  and  has  arranged  a pro- 
gram of  general  scientific  sessions  of  great  in- 
terest to  those  engaged  in  the  practice  of  internal 
medicine  and  associated  specialties.  Dr.  Charles 
G.  Jennings  of  Detroit  is  the  general  chairman 
of  the  session,  and  is  in  charge  of  the  program 
of  clinics  and  demonstrations  in  the  hospitals, 
medical  schools  and  other  Detroit  in.stitutions. 
Dr.  James  D.  Bruce,  vice  president,  in  charge  of 
university  relations.  University  of  Michigan,  is 
vice  chairman  of  the  committee  on  arrangements, 
and  has  in  charge  the  preparation  of  an  all-day 
jM'ogram  to  be  conducted  at  the  University  of 
IMichigan  on  Wednesday,  IMarch  4.  Dr.  Walter 
B.  Cannon,  Professor  of  Physiology  at  Harvard 
University  Medical  School,  will  deliver  the  an- 
nual Convrication  Oration  on  “The  Role  of  Emo- 
tion in  Disease.”  Dr.  Miller’s  jircsidential  ad- 
dress will  be  on  “The  Changing  Order  in  Medi- 
cine.” About  fifty  eminent  authorities  will  iire- 
.sent  ])a|)crs  at  the  general  scientific  sessions, 
while  clinics  and  demonstrations  will  be  conducted 
at  the  Harper,  Receiving,  l-'ord,  Grace,  Herman 
Kiefer  and  Children's  Hospitals,  of  Detroit. 
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During-  1935,  cases  of  scarlet  fever  reported  to 
the  State  Department  of  Health  totaled  3,771. 
This  is  the  largest  nnmher  since  1929,  when  re- 
ported cases  were  4,315.  Recorded  deaths  from 
scarlet  fever  for  the  first  eleven  months  of  1935 
total  59,  more  fatalities  for  the  same  period  than 
have  occurred  since  1930.  Of  ten  deaths  due  to 
this  cause  during  November,  1935,  four  were  in 
preschool  children  and  eight  in  children  under 
fourteen  years  of  age.  Among  factors  mentioned 
as  leading  to  fatal  outcome  in  this  group  of  No- 
vember deaths  are : severe  adenitis  with  cardiac 
weakness,  acute  myocarditis,  endocarditis,  bron- 
chopneumonia (two)  and  toxemia. 

The  number  of  reported  cases  in  December, 
1935  (694)  and  in  January,  1936  (817)  was  more 
than  double  the  exj^ected  number.  Past  experi- 
ence, based  on  communicable  disease  reports  for 
the  period  1924-1934,  indicates  that  the  prevalence 
of  scarlet  fever  will  continue  at  about  the  same 
level  in  February  as  in  January,  reaching  the  high 
point  during  the  month  of  March. 

Cotivalesceut  Scarlet  Fever  Serum  in 
Prophylaxis  and  Therapy 

The  value  of  convalescent  scarlet  fever  serum 
in  the  prevention  of  scarlet  fever  and  its  compli- 
cations is  brought  out  in  numerous  articles  in  med- 
ical literature.  In  the  January  (1935)  number  of 
the  Journal,  page  52,  reference  was  made  to  two 
articles  printed  in  recent  numbers  of  the  Journal 
of  the  American  Medical  Associ-ationJ^"^^  The 
first  of  these  articles  deals  with  convalescent  scar- 
let fever  serum ; its  prophylactic  and  therapeutic 
value : a review  of  2,875  cases.  The  second  arti- 
cle discusses  the  pooled  convalescent  scarlet  fever 
serum  treatment  of  diverse  streptococcic  infec- 
tions. Most  of  the  results  reported  in  these  arti- 
cles were  made  possible  by  a liberal  supply  of 
pooled  convalescent  scarlet  fever  serum  processed 
at  the  Samuel  Deutsch  Serum  Center  in  Chicago 
and  distributed  to  private  physicians  and  conta- 
gious disease  hospitals  in  the  Chicago  area. 


1.  Human  Convalescent  Serum  in  Prophylaxis. 

The  first  of  the  above  articles’^  states  that  “con- 
\-alescent  scarlet  fever  serum  has  been  employed 
for  many  years  in  the  protection  of  individuals 
exposed  to  scarlet  fever.  Its  efficiency  has  been 
uniformly  favorable.”  Summary  is  made  of  the 
work  of  Degkwitz  in  the  passive  immunization  of 
.scarlet  fever  contacts  and  reported  in  1922 ; of 
similar  work  carried  out  by  Meader  and  reported 
in  1930,  by  the  Dicks  in  1924  and  by  Gordon  on 
a group  of  student  nurses  in  1934.  The  usual 
procedure  in  prophylaxis  is  to  administer  ten 
cubic  centimeters  to  children  under  ten  years  of 
age,  and  twent}'  cubic  centimeters  to  older  per- 
sons. The  accompanying  bar  diagram  (Fig.  1)  is 
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Fig.  1. 

Bar  diagram  showing  effect  of  convalescent  scarlet  fever  serum 
in  862  contacts  in  homes  with  scarlet  fever. 


based  on  Table  1 in  the  previously  mentioned  arti- 
cle. It  will  be  noted  that  in  a group  of  862  home 
contacts  giving  no  history  of  having  had  scarlet 
fever,  838,  or  97.2  per  cent,  escaped  an  attack  of 
this  disease  through  the  prophylactic  use  of  con- 
valescent scarlet  fever  serum.  The  authors  stress 
the  fact  that  the  duration  of  passive  immunity  is 
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only  “ten  to  fourteen  days”  and  that  further 
prophylactic  treatment  is  indicated  in  case  of  pro- 
longed exposure.  “Since  there  is  no  sensitization 
produced  by  human  serum,  repeated  inoculations 
may  be  given  without  fear  of  serious  reactions  or 
development  of  unpleasant  consequences.” 

2.  Human  Convalescent  Serum  in  Therapy. 

“The  consensus  in  the  literature  is  that  the 
pooled  convalescent  scarlet  fever  serum  has  a 
beneficial  influence  on  the  early  toxemia,  angina, 
temperature  and  rash  of  scarlet  fever,  although 
different  views  are  held  as  to  the  degree  of  such 
beneficial  action.”^  Reference  is  made  to  the  work 
of  Gordon,  Bernbaum  and  Sheffield;  of  Toomey, 
Birkhaug,  Bode,  Bahov,  Prinzing  and  others. 
Prinzing’s  article  published  in  German  in  1918, 
compares  the  incidence  of  complications  in  257  un- 
treated scarlet  fever  cases  and  in  97  patients 
treated  with  convalescent  serum.  The  bar  dia- 
gram (Fig.  2),  based  on  Table  2 in  the  article  by 


Fig.  2. 

Bar  dia^^^am  to  show  percentage  of  complications  in  257  un- 
treated cases  and  97  cases  of  scarlet  fever  treated  with  conva- 
lescent serum. 


Hoyne,  et  al,^  illustrates  the  favorable  results  at- 
tending serotherapy,  as  reported  by  Prinzing  eight- 
een years  ago.  The  main  portion  of  the  article  by 
Hoyne,  Levinson  and  Thalhimer  deals  with  the 
experiences  of  these  authors  and  data  gathered  by 
them  in  recent  years.  They  rejK>rt  favorable  re- 
sults attending  the  use  of  convalescent  scarlet  fever 
serum  in  lowering  the  incidence  of  complications 
in  a group  of  947  hospital  patients  with  severe  or 
critical  illness,  and  of  983  home  patients  with  mild, 
moderately  severe  or  .severe  illness.  Figure  3, 
based  on  Table  5 in  the  same  article,'  is  a bar  dia- 
gram showing  the  |>ercentage  of  complications  in 
6,282  untreated  .scarlet  fever  patients  and  in  446 
hospital  j)atients  “critically  ill  but  free  from  com- 
plications at  the  time  of  serum  administration.” 


The  amount  of  convalescent  scarlet  fever  serum 
used  in  therapy  usually  ranges  from  40  to  80  cubic 
centimeters  depending  upon  the  age  of  the  patient 
and  the  severity  of  the  disease.  The  most  favor- 


Fig.  3. 

Diagram  showing  percentage  of  complications  from  scarlet 
fever  in  6,282  untreated  hospital  patients  and  in  446  patients 
treated  with  convalescent  scarlet  fever  serum. 


able  results  in  “reducing  the  incidence  of  compli- 
cations as  well  as  lowering  the  mortality  rate” 
may  be  exj^ected  when  the  serum  is  administered 
in  the  first  three  days  of  illness. 

Many  readers  of  the  Journal  will  want  to  give 
further  study  to  the  articles  to  which  reference 
has  been  made. 
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CONVALESCENT  SERUM  AVAILABLE 
As  announced  in  the  January  (1936)  number  of 
the  Journal,  page  49,  the  State  Department  of 
Health  has  available  for  distribution  to  attending 
physicians  and  hospitals,  a limited  amount  of 
pooled  convalescent  scarlet  fever  serum  for  use  in 
therapy  or  prophylaxis  of  scarlet  fever  and  re- 
lated streptococcic  infections. 

The  department  has  cooperated  in  this  work 
with  the  .Samuel  Deutsch  Serum  Center  of  Chi- 
cago. Sidney  O.  Levinson,  M.D.,  Medical  Direc 
tor  of  the  Chicago  Serum  Center,  made  a second 
trip  to  Iowa  in  January  of  this  year.  On  January 
16,  a group  of  scarlet  fever  convalescents  contrib- 
uted blood  at  the  County  Hospital  in  Boone.  Nec- 
essary preliminary  arrangements  were  carried  out 
by  William  Woodburn,  iM.D.,  city  health  officer, 
wdth  the  aid  of  attending  physicians  of  Boone  and 
the  school  nurse.  This  work  was  done  at  the  City 
Hall  in  Des  Moines  on  January  17,  under  the 
supervision  of  II.  E.  Ransom,  M.D.,  City  Health 
Commissioner.  Thirty-five  persons  from  Boone, 
Des  Moines,  X'orwalk  and  Perry  volunteered  for 
(Continued  on  page  119-) 
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THE  RURAL  PHYSICIAN 

Time  was  when  a small  town  or  country  practice 
was  considered  a requisite  and  frequently  the 
stepping-stone  toward  specialization  or  an  urban 
practice.  Times  and  customs  change,  and  it  would 
appear  that  this  cu-Stom  is  disappearing  in  these 
modern  times.  A general  agent  for  a large  in- 
surance company  commenting  upon  his  ever- 
increasing  jirohlem  of  obtaining  properly  (jualified 
examiners  in  rural  territories,  made  the  follow- 
ing statement : 

"More  and  more  it  seems  almost  inqiossihle  to 
locate  doctors  within  the  age  limit  (sixty-five 
years)  in  some  of  these  rural  communities.  Young 
doctors  do  not  seem  to  be  heading  for  the  small 
towns  as  they  did  some  years  back,  and  the  propo- 
sition of  rural  examinations  is  going  to  be  an  ex- 
tremely difficult  one  to  meet  as  this  condition 
jirogresses. 

"h'rankly,  it  looks  to  me  like  there  are  some  out- 
standing opportunities  for  young  men  in  some 
of  the  smaller  towns,  Init  they  all  seem  to  have  the 
idea  they  want  to  get  in  the  city  and  be  specialists. 
As  you  and  I both  perhaps  are  aware,  a hig  ]ier- 
centage  of  the  folks  who  set  up  in  a city  to  practice 
are  destined  never  to  be  particularly  outstanding 
in  their  field,  and  who  could  achieve  a comfortable 
standing  and  income  in  some  of  the  smaller  com- 
munities. I have  been  told  that  there  are  literally 
thousands  of  doctors  in  the  Chicago  area  that  are 
not  self-sustaining  on  the  basis  of  their  practice. 
The  American  Aledical  Journal  can  do  a great 
service  to  the  country  at  large  by  carrying  a series 
of  editorials  and  articles  on  the  opportunities  to 
the  medical  profession  in  small  towns,  and  then 
in  the  future  we  may  not  have  so  much  difficulty 
in  finding  proper  examiners  in  the  smaller  com- 
munities.” 

Is  this  protest  by  a general  agent  for  an  in- 
surance company  based  upon  fact,  or  is  it  a protest 


against  the  rules  of  his  company?  If  his  observa- 
tions are  correct  and  unbiased,  it  would  appear 
that  some  steps  should  be  taken  to  correct  the 
situation  and  provide  the  small  town  and  rural 
communities  with  adequate  medical  service.  Long 
recognized  is  the  principle  that  adequate  medical 
care  can  be  rendered  only  through  an  adequate 
supjily  of  properly  trained  physicians,  and  that 
these  physicians  must  be  adequately  distributed 
in  relation  to  medical  needs. 

In  the  last  comprehensive  survey,  it  was  de- 
termined that  in  the  United  States  there  was  ap- 
jiroximately  one  physician  for  every  780  jiersons 
in  the  general  population.  This  means  that  there 
is  a greater  number  of  physicians  per  cajiita  in  this 
country  than  is  found  in  most  European  countries, 
including  France,  Germany  and  the  British  Isles. 
Inasmuch  as  morbidity  and  mortality  records  of 
this  country  are  quite  comparable  to  those  in 
Europe,  it  would  seem  that  an  adequate  or  even 
an  excess  number  of  physicians  is  now  practicing 
in  this  country.  In  justice  to  this  comparison, 
however,  one  must  consider  the  area  and  topog- 
raphy of  the  country  served,  since  long  distances 
or  difficulty  in  transportation  definitely  limit  the 
territory  serviced  by  a physician.  Even  with  due 
allowance  for  these  factors,  it  still  appears  that 
the  total  number  of  physicians  (156,440)  is  en- 
tirely adequate  for  the  needs  of  the  American 
people.  Perhaps,  however,  the  distribution  of 
these  jihysicians  in  regard  to  urban  and  rural  com- 
munities demands  further  analysis. 

A study,  made  among  recent  graduates  from 
medical  schools,  and  reported  in  1932,  indicates 
that  slightly  more  than  50  per  cent  of  recent  grad- 
uates locate  in  communities  of  over  100,000  popu- 
lation, although  these  communities  represent  onl\' 
about  30  per  cent  of  the  total  population.  Un- 
fortunately for  this  discussion,  the  statistic?  ob- 
tained were  not  presented  in  sufficient  detail  to 
permit  a determination  of  the  conditions  existing 
in  the  strictl\-  rural  sections  or  small  communities. 
An  independent  study  made  in  1928  predicted  a 
dearth  of  physicians  in  these  less  populous  areas, 
and  indicated  that  about  60  per  cent  of  the  com- 
munities without  the  sendee  of  any  jiliysician  were 
within  fifteen  miles  of  a physician  and  received 
their  medical  services  from  this  source.  This  re- 
port suggests  that  oflfsetting  the  dearth  of  physi- 
cians in  the  smaller  towns,  are  to  he  considered 
those  advances  in  transportation  and  communica- 
tion so  largely  developed  in  this  mechanical  age. 
The  telephone,  good  roads  and  the  automobile  have 
diminished  distances  and  permit  a wider  service 
area  for  the  practicing  physician.  It  should 
further  be  recognized  that  while  man}'  rural  com- 
munities formerly  attracted  physicians,  these  same 
communities  now  fail  to  attract  because  of  their 
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proximity  to  urban  centers,  whose  hospitals  and 
outstanding  specialists  divert  practice  from  the 
local  physician. 

From  the  standpoint  of  service,  particularly 
where  personal  vigor  and  strength  is  required,  the 
age  of  the  practicing  physician  is  significant.  Most 
insurance  companies  automatically  retire  their 
medical  examiners  from  active  service  when  they 
reach  sixty  or  sixty-five  years  of  age.  It  would 
seem,  therefore,  worthwhile  to  study  current 
medical  practice  in  terms  of  age  of  the  physician 
in  the  several  localities.  Since  1890,  when  the  per- 
centage of  physicians  over  forty-five  years  of  age 
was  estimated  at  42.2  per  cent  the  age  incidence 
has  crept  upward  until  in  1925  it  was  estimated 
that  61.4  per  cent  plwsicians  were  over  forty-five 
years  of  age.  In  still  another  study  more  recently 
made,  it  was  estimated  that  59  per  cent  of  all 
physicians  were  over  forty-five  years  of  age,  and 
that,  of  this  number,  18.6  per  cent  were  over  si.xty- 
five  years  of  age.  While  these  figures  ajijiear 
significant,  it  is  unfortunate  for  this  discussion 
that  we  are  not  able  to  carry  this  comparison 
farther  and  determine  the  percentage  of  physicians 
over  and  under  these  respective  ages  in  urban 
])ractice,  and  again  in  rural  practice.  We  believe, 
however,  from  our  ]>ersonal  observation,  that  the 
percentage  of  men  over  forty-five  years  of  age, 
and  again  over  sixty-five,  would  be  greater  in  the 
small  community  than  that  quoted  above,  which  is 
an  average  among  all  physicians  investigated. 

It  would  seem  from  this  brief  study  that  the 
layman  whose  comments  were  quoted  earlv  in 
this  article  jiossesses  a very  intelligent  insight  into 
the  problem,  and  we  feel  that  his  suggestion  of 
activity  through  the  central  medical  organization 
and  active  discussion  of  these  problems  through 
medical  journals,  may  constitute  a very  sane  ap- 
proach to  the  solution  of  this  problem. 


STATE  MEDICINE 

To  the  .student  of  medical  economics,  it  seems 
ap])arent  that  a future  plan  of  medical  practice 
may  require  certain  changes  and  modifications  of 
our  present  practice  to  fit  changes  already  becom- 
ing effected  in  other  professions.  The  form  which 
may  be  taken  by  this  newer  practice  of  medicine 
has  not  been  determined.  In  fact,  it  wtnild  ap]>ear 
that  neither  the  fdiysician  nor  the  i)ublic  which  he 
serves,  has  as  yet  decided  on  the  form  of  practice 
which  would  be  most  advantageous  and  acceptable 
to  each.  The  voluminous  and  widely-heralded 
report  of  The  Committee  on  the  Costs  of  Medical 
Care  brought  the  jiroblem  acutely  to  general  at- 
tention. It  was  not  surprising,  then,  that  medical 
aiul  non-medical  debates,  alike,  should  center 
about  this  subject. 


Particularly  noteworthy  because  of  the  number 
of  persons  concerned,  is  the  debate  which  is  now 
being  conducted  in  universities,  colleges,  and  high 
schools  on  the  subject,  “Resolved:  That  the 

several  states  should  enact  legislation  providing 
for  a system  of  complete  medical  service  available 
to  all  citizens  at  public  expense.”  This  subject 
was  chosen  by  the  Committee  on  Inter-state  Co- 
operation of  the  X'ational  Universities  Extension 
Association,  and  this  body  has  announced  that  the 
debate  of  the  some  one  hundred  thousand  students 
participating  should  reach  the  attention  of  several 
million  laymen. 

There  is  scarcely  a society — county,  state  or  na- 
tional— which  has  not  manifested  conspicuous  in- 
terest in  this  problem  of  medical  economics  and 
entertained  constructive  analyses  of  the  many 
factors  involved  through  essays  and  debates  of 
their  own  members  and  distinguished  guests. 
During  the  past  months,  two  significant  publica- 
tions have  come  to  our  attention.  The  one^  en- 
titled, “Complete  Handbook  on  State  Medicine,” 
has  been  published  by  the  Debaters  Information 
Bureau  for  use  both  by  physicians  and  laymen. 
It  covers  in  study  outline  those  fundamental  con- 
siderations which  require  thorough  understanding 
and  analysis  before  intelligent  debate  is  permis- 
sible. In  subsequent  sections,  major  arguments 
in  affirmation  of  the  thesis  are  advanced  and  later 
a complete  review  of  factors  negating  the  thesis. 
The  form  of  this  handbook  provides  the  lay  de- 
bater condensed  briefs  and  is  more  suitable  to  his 
needs  than  that  of  the  average  medical  essayist. 

The  second  publication-  is  a Handbook  of  the 
Minnesota  State  iMedical  Association,  dealing 
with  the  same  resolutions  but  presenting  the 
factual  evidence  and  reasoning  largely  from  the 
physician's  jxiint  of  view.  iMore  than  twenty-five 
outstanding  physicians  are  quoted — each,  because 
of  his  eminence  in  the  profession,  an  authority 
who.se  o])inion  must  be  respected  and  valued.  Of 
particular  interest  to  the  medical  essayist  is  the 
section  devoted  to  “Summary  of  a Doctor's 
\’iewpoint.”  Because  of  the  signal  interest  shown 
in  grou])  practice,  particularly  in  the  mid-west,  an 
article  written  by  Dr.  Richard  E.  Scammon, 
former  dean  of  Medical  Sciences  of  the  University 
of  Minnesota  and  of  the  Ehiivcrsity  of  Chicago, 
will  be  of  jiarticular  interest. 

Since  it  is  obviously  the  duty  of  the  medical 
jn-ofession  to  be  informed  on  these  timely  topics, 
we  feel  that  knowledge  concerning  these  valuable 
publications  will  be  gratefully  received. 
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Recent  Advances  in  Tuberculosis 

Lee  Forrest  Hill,  M.D.,  Des  Moines 


Outstanding  among  the  changing  conceptions  in  the  last  decade  of  the  way  in  which  tuberculosis 
affects  the  human  being,  has  been  the  gradually  acquired  but  now  generally  accepted  idea  that  two 
remarkably  dissimilar,  but  closely  related  forms  of  the  disease  occur  in  man.  First  infection  or  pri- 
mary tuberculosis  results  from  the  successful  implantation  of  virulent  tubercle  bacilli  upon  tissues 
before  they  are  sensitive  to  tuberculoprotein.  Reinfection  or  superinfection  type  of  tuberculosis  re- 
sults from  the  successful  implantation  of  virulent  tubercle  bacilli  upon  tissues  which  are  sensitive  to 
tuberculoprotein.  The  striking  differences  between  these  two  types  of  tuberculosis  are  clearly  shown 
in  the  following  comparison  prepared  by  Stewart; 


First  Infection  Type 

1.  A benign  rarely  fatal  condition  produced  by  a 
first  infection  deposited  in  tissue  with  normal  im- 
munologic properties. 

2.  Lesions  usually  resolve  to  leave  trivial  fibrosed 
or  calcified  scars. 

3.  Tendency  of  lesions  to  cause  tissue  necrosis  is 
very  limited  as  well  as  non-progressive. 

4.  Lymph  nodes  are  grossly  involved  as  a rule. 

5.  Symptoms  usually  are  absent,  trivial  or  over- 
looked. If  present,  they  usually  are  transitory. 

6.  Therapy  is  seldom  required. 

7.  Therapy  does  not  modify  the  course  of  primary 
tuberculosis  to  an  appreciable  degree. 

8.  Illness,  disability,  and  death  rates  are  relatively 
low. 

9.  Primary  tuberculosis  is  a relatively  unimportant 
public  health  problem. 

10.  Institutions  are  of  very  limited  value  in  the  treat- 
ment of  primary  tuberculosis. 

11.  The  clinical  subvarieties  recognized  are:  primary 
intrathoracic,  primary  intra-abdominal,  primary 
cervical;  and  primary  tuberculosis  of  other  re- 
gions of  the  body. 

Attention  of  clinicians  should  be  drawn  to  the 
fact  that  primary  pulmonary  tuberculosis  is  a defi- 
nite clinical  entity  capable  of  diagnosis,  providing 
one  has  its  essential  features  in  mind.  An  incu- 
bation period  of  two  to  three  weeks  follows  the 
tuberculous  infection,  during  which  time  diagnosis 
is  impossible  except  by  recovery  of  tubercle  bacilli 
from  the  gastric  contents.  The  development  of 
allergy  or  sensitivity  of  tissues  to  tuberculopro- 
tein marks  the  end  of  the  incubation  period  and 
the  presence  of  the  disease  may  now  be  ascertained 
by  applying  the  tuberculin  test.  Accompanying 
the  development  of  allergy  there  may  be  a marked 
collateral  inflammatory  reaction  about  the  primary 
focus  in  the  lung,  which  varies  in  extent  but  some- 
times occupies  a whole  lobe.  The  x-ray  readily 
localizes  the  site  of  the  lesion.  Hyperemia  and 
swelling  also  occur  in  the  associated  infected 
lymph  nodes. 

The  most  imjxirtant  symptom  occurring  in  pri- 
mary pulmonary  tuberculosis  is  fever.  The  fever 
is  of  the  type  seen  in  ordinary  respiratory  tract 
infections  of  children,  and  lasts  from  a week  to 
three  or  four  weeks.  It  is  usually  erroneously 
attributed  to  an  attack  of  influenza  or  som'e  similar 


Reinfection  Type 

1.  A serious  and  often  fatal  condition  produced  by  a 
reinfection  deposited  in  tissues  with  abnormal  im- 
munologic properties  induced  by  an  antecedent 
infection. 

2.  Lesions  resolve  less  consistently.  May  become 
fibrotic  but  usually  do  not  calcify. 

3.  Tendency  of  lesions  to  cause  progressive  tissue 
necrosis'  is  marked. 

4.  Lymph  nodes  are  not  grossly  involved  as  a rule. 

5.  Symptoms  are  often  conspicuous  and  tend  fre- 
quently to  increase  in  severity. 

6.  Therapy  is  often  required. 

7.  Therapy  often  does  modify  the  course  of  reinfec- 
tion tuberculosis  to  a very  appreciable  degree. 

8.  Illness,  disability  and  death  rates  are  relatively 
high. 

9.  Reinfection  tuberculosis  (especially  of  the  lungs) 
is  a relatively  important  health  problem. 

10.  Institutions  are  of  great  value  in  the  treatment 
of  secondary  tuberculosis. 

11.  The  clinical  subvarieties  recognized  are:  rein- 
fection tuberculosis  of  the  lungs ; of  various  other 
viscera;  of  serous  membranes;  of  bones  and 
joints,  et  cetera. 

affliction.  Another  symptom  sometimes  mani- 
fested is  cough,  which  is  of  a peculiar  bitonal  qual- 
ity, and  is  due  to  the  swollen  tracheobronchial 
glands.  If  pressure  from  these  swollen  glands 
becomes  great  enough  to  compress  the  trachea  or 
bronchi,  stridor  may  be  present.  It  is  at  this  time 
also  that  erythema  nodosum  occurs.  Wallgren 
says  he  has  seldom  seen  it  at  any  other  time  than 
at  this  period  immediately  following  the  develop- 
ment of  allergy.  * 

Physical  findings  are  strikingly  meager  or  ab- 
sent altogether  even  in  those  cases  in  which  the 
x-ray  demonstrates  a rather  extensive  pulmonary 
shadow.  The  degree  of  toxemia  in  the  acute  phase 
of  primary  pulmonary  tuberculosis  is,  as  a rule, 
rather  mild,  so  that  the  infected  individual  does 
not  have  the  appearance  of  being  very  ill.  It  is 
apparent  therefore  that  patients  with  this  form  of 
tuberculosis  present  very  little  clinical  evidence  ; 
which  might  lead  one  to  suspect  the  presence  of  . 
such  an  infection.  If  tuberculin  is  used  routinely  j 
as  part  of  a general  physical  examination  one  may  ( 
occasionally  uncover  the  condition.  Most  of  the  | 
cases,  however,  will  be  found  where  there  is  a j 
history  of  known  exposure  to  an  open  case  of 
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tuberculosis,  and  such  a history  should  always  call 
for  the  application  of  the  diagnostic  tuberculin 
test  to  the  exposed  individual.  Not  long  ago  the 
author  had  occasion  to  examine  five  children  in  a 
family  where  the  mother  had  died  a year  pre- 
viously from  tuberculosis.  All  five  of  the  children 
reacted  strongly  to  tuberculin.  There  was  no 
clinical  evidence  of  tuberculosis  in  any  of  them, 
and  yet  the  x-ray  revealed  a pulmonai'y  lesion  in 
the  inflammatory  stage  in  the  two  youngest,  three 
and  four  years  of  age,  and  calcified  lesions  in  the 
three  oldest,  six,  seven,  and  nine  years  of  age. 

While  primary  pulmonary  tuberculosis  in  the 
acute  stage  may  occur  at  any  age,  it  is  most  fre- 
quently encountered  in  young  children  between  the 
ages  of  one  and  four  or  five  years  It  must  be 
differentiated  from  other  pulmonary  conditions, 
notably  the  acute  pneumonias,  atelectasis,  and  for- 
eign bodies.  A period  of  observation  on  the 
course  of  the  process  may  be  necessary  before  a 
definite  conclusion  can  be  reached. 

Following  the  subsidence  of  the  febrile  stage  is 
a period  of  slow  resolution  of  the  collateral  in- 
flammation about  the  primar}-  focus  in  the  lung 
and  in  the  regional  lymph  nodes,  and  the  gradual 
deposit  of  calcium  in  the  central  foci  in  both  of 
these  areas.  The  time  required  for  the  completion 
of  this  process  varies  from  one  to  three  years.  In 
the  past  these  calcified  foci  have  been  regarded  as 
evidence  of  a healed  tuberculous  lesion,  but  the 
present  belief  is  that  healing  seldom  if  ever  occurs 
in  the  lifetime  of  the  individual.  Complete  heal- 
ing would  imply  that  the  tubercle  bacilli,  had  been 
killed,  in  which  case  the  tuberculin  reaction  should 
become  negative.  That  this  is  not  the  true  situa- 
tion has  been  demonstrated  by  Robertson  of  the 
Mayo  Clinic,  who  has  found  living  tubercle  bacilli 
in  the  centers  of  these  calcifications  at  different 
age  periods  throughout  life,  and  also  it  is  a well 
known  fact  that  the  tuberculoprotein  sensitive  in- 
dividual seldom  loses  his  ability  to  react  to  tuber- 
culin. The  live  bacilli  in  the  centers  of  the  calci- 
fied foci  maintain  the  allergic  state  of  the  tissues 
during  the  life  of  the  individual.  Myers  believes 
this  is  a double  liability,  and  refers  to  it  as  a bomb 
planted  in  the  body  which  may  go  off  at  any  time 
with  disastrous  consequences.  It  is  a double  lia- 
bility because  nature  eventually  attempts  to  ab- 
sorb the  calcium  about  the  bacilli,  thus  permitting 
their  escape  to  seed  themselves  this  time  upon 
allergic  soil  with  the  resultant  risk  of  a progressive 
destructive  form  of  reinfection  tuberculosis. 

In  concluding  this  discussion  of  primary  tuber- 
culosis certain  qualifying  statements  must  be  made 
to  broaden  one’s  conception  of  primary  tuberculo- 
sis. Not  always  does  the  primary  infection  occur 
in  the  lung.  It  may  occur  in  the  cervical  region. 


in  the  abdomen  or  elsewhere.  In  fact,  Stewart 
feels  that  tubercle  bacilli,  from  wherever  they  are 
first  seeded,  enter  the  blood  stream  and  are  dis- 
tributed like  particulate  matter  to  set  up  numer- 
ous foci  in  the  various  organs  of  the  body,  and 
that  these  foci  may  serve  as  sources  for  later  en- 
dogenous reinfections.  Not  always  does  a pri- 
mary pulmonary  infection  give  rise  to  fever  and 
to  demonstrable  collateral  inflammation  in  the 
x-ray  plate.  It  is  probable  that  the  majority  of 
such  infections  occur  silently,  without  clinical  or 
x-ray  evidence,  but  are  revealed  unmistakably  by 
a positive  tuberculin  test.  Finally  it  must  be 
pointed  out  that  not  all  manifest  primary  pulmo- 
nary lesions  resolve  to  calcified  foci.  Many  disap- 
pear altogether,  while  others  leave  only  fibrous 
strands.  Not  infrequently  calcium  ma}"  be  dem- 
onstrable in  the  lymph  nodes  but  not  in  the  lung. 

An  important  question  which  is  receiving  much 
attention  in  the  literature,  is  the  relation  of  pri- 
mary infections  to  secondary  reinfection  forms  of 
tuberculosis.  Does  a primary  infection  protect 
the  individual  against  the  danger  of  developing 
secondary  tuberculous  disease,  or  is  it  au  essential 
antecedent  to  the  appearance  in  the  human  body  of 
such  serious  forms  of  tuberculosis  as  meningitis, 
miliary  tuberculosis,  bone  and  joint  tuberculosis, 
and  phthisis?  At  present  opinion  is  divided. 
Many  hold  the  viewpoint  that  a successfully  with- 
stood primary  infection  imparts  an  immunity 
which  enables  the  individual’s  tissues  to  cope  with 
mild  or  moderate  exposures,  but  which  fails  when 
the  exposure  is  too  heavy  or  too  frequently  re- 
peated. 

The  Lymanhurst  physicians  on  the  contrary, 
from  their  experiences  in  examination  for  tuber- 
culosis of  some  12,000  children  in  the  last  fourteen 
years,  feel  that  jjrimary  infections  are  a distinct 
liability ; that  no  form  of  tuberculosis  to  which 
man  is  susceptible  is  prevented  by  a first  infection  ; 
and  that  the  primary  infection  is  the  first  .step 
along  the  path  which  leads  not  infrequently  to  the 
development  of  serious  reinfection  varieties  of 
tuberculosis.  They  point  out  that  miliary  tuber- 
culosis and  tuberculous  meningitis  develop  fre- 
quently as  complications  of  a freshly  acquired  pri- 
mary tuberculosis.  They  further  show  that  over 
70  per  cent  of  the  1 15  ca,ses  of  phthisis  which  have 
been  observed  at  Lymanhurst  between  January, 
1922,  and  July,  1934,  have  occurred  in  children  in 
whom  there  was  a known  pre-existing  primary 
tuberculosis.  Of  the  children  who  entered  Ly- 
manhurst with  negative  tuberculin  tests  930  were 
traced  to  see  what  form  of  tuberculosis  they  might 
subsequently  have  developed : 82  had  primary 
tuberculosis,  whereas  only  seven  had  phthisis. 

(Continued  on  paije  119) 


110 


Journal  of  Iowa  State  Medical  Society 


NORTHWEST  MEDICAL  CONFERENCE 

The  1936  annual  meeting  of  the  Northwest 
Medical  Conference  will  be  held  at  the  Palmer 
House  in  Chicago  on  Sunday,  February  16.  This 
is  the  first  time  that  this  meeting  has  been  held 
outside  of  IMinneapolis  and  St.  Paul  since  its  con- 
ception. 

Several  years  ago,  following  the  regular  annual 
conference  of  the  county  society  officers  of  the 
Minnesota  State  Medical  Society,  Dr.  E.  A. 
Meyerding,  secretary,  arranged  a meeting  for 
the  officers  and  representative  memliers  of  the 
medical  associations  of  neighboring  states.  The 
purpose  of  the  meeting  was  to  provide  an  oppor- 
tunity for  these  physicians  to  meet  ami  discuss 
problems  of  mutual  interest  to  the  profession  and 
the  medical  associations  in  this  northwest  region, 
particularly  those  dealing  with  medical  economics. 
The  conference  was  called  the  Northwest  Regional 
Conference  and  those  attending  were  so  enthusi- 
astic about  the  possibilities  of  this  type  of  meeting 
that  they  unanimously  approved  the  idea  of  mak- 
ing it  an  annual  conference.  The  Northwest  Re- 
gional Conference  grew  in  attendance  and  popular- 
ity from  year  to  year,  gradually  covering  more  and 
more  of  the  northwest.  In  1934  thirteen  states 
were  represented,  and  the  title  was  changed  to  the 
Northwest  Medical  Conference.  In  1935  the  phy- 
sicians of  the  sixteen  states  voted  to  hold  the  1936 
session  in  Chicago  in  order  to  jirovide  a more  cen- 
tral meeting  place  for  the  territory  which  the 
conference  now  represents. 

Dr.  E.  S.  Hamilton  of  Kankakee,  Illinois,  sec- 
retary of  the  conference  for  1936,  and  the  other 
officers  have  arranged  a most  interesting  and  per- 
tinent program  as  follows: 

Red  Lacquer  Room,  Palmer  House 
Chicago 

Sunday,  February  16.  1936 
8 :30  a.m. — Breakfast. 

10:00  a.m. — Morning  Session. 

1.  “The  Social  Security  Act  and  its  Relation 
to  the  Medical  Profession.”  T.  V.  McDavitt, 
American  Medical  Association,  Chicago. 

Discussion  opened  by  A.  D.  AIcCannel,  M.D., 
Minot.  North  Dakota,  and  Chas.  B.  Reed, 
M.D.,  Chicago. 

2.  “Reciprocal  Relations  Between  State 
Medical  Societies.”  Harold  IM.  Camp,  M.D., 
Monmouth,  Illinois. 

Discussion  opened  by  A.  S.  Rider,  M.D., 


February,  1936  1' 

Flandreau,  South  Dakota  and  F.  S.  Crockett,  | 
M.D.,  La  Fayette,  Indiana. 

12:30  p.m. — Luncheon  (with  the  compliments  of  j: 
the  Illinois  State  Medical  Society.) 

k 

President's  Address.  Oliver  J.  Fay,  M.D.,  ^ 

Des  Moines,  Iowa. 

Business  Session 

2 :00  p.m. — Afternoon  Session. 

1.  “Standardization  of  the  Activities  of  the 
Committees  on  IMedical  Economics  of  the  Mid- 
West  and  North-West.”  F.  L.  Loveland, 
M.D.,  Topeka,  Kansas. 

IDiscussion  opened  by  E.  A.  Meyerding, 
M.D.,  St.  Paul,  Minnesota,  and  W.  H.  Mar- 
shall, M.D.,  Flint,  Michigan. 

2.  “Interprofessional  Relations  in  the  Conn-  i 
ty,”  Fred  Moore,  M.D.,  Des  Moines,  Iowa. 

Discussion  opened  by  L.  W.  Larson,  M.D., 
Bismarck,  North  Dakota,  and  J.  M.  Hayes, 
IM.D.,  Minneapolis,  Minnesota. 

A cordial  invitation  is  extended  to  all  members 
of  the  Iowa  State  Medical  Society.  All  who  can 
arrange  to  attend  are  urged  to  do  so.  The  discus-  ■ 
sion  of  these  vital  subjects  will  make  the  trip  j 
worthwhile.  ; 


NEW  SERIES  OF  MEDICAL  BROADCASTS 

A new  and  active  committee  of  the  Des  Moines 
Academy  of  Medicine  and  Polk  County  Medical 
Society  is  the  educational  committee,  whose  chief 
function  since  November  6 has  been  the  sponsor- 
ing of  weekly  radio  programs  designed  to  bring  | 
the  subject  of  health  before  the  public  in  an  inter-  i 
esting  and  instructive  fashion. 

Inasmuch  as  the  dramatized  type  of  program  ,j 
has  become  increasingly  popular,  the  committee  i, 
decided  to  employ  this  means  of  presenting  impor-  '| 
tant  health  facts  to  the  radio  audience.  With  the  | 
very  efficient  assistance  of  Mr.  Edwin  Barrett  of  i 
the  Drake  School  of  Radio  and  his  students,  a 

. I 

series  of  programs  was  delivered  over  station  j 
KSO  at  2:15,  each  Wednesday  afternoon  during  | 
November,  December  and  January.  The  series  j 
opened  with  a program  on  the  immunization  of  1 
diphtheria  in  conjunction  with  the  medical  so- 
ciety’s attempt  to  immunize  children  of  preschool 
age.  Various  topics  were  used  during  this  series, 
and  we  have  been  told  that  the  programs  have  been 
very  well  received  by  the  listening  public ; so  well 
in  fact  that  the  medical  society  was  asked  to  con-  ! 
tinue  the  programs  at  the  close  of  the  first  series.  | 
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Because  of  the  popularity  of  the  “Drama  of 
Health”  programs,  a more  favorable  time  was  ob- 
tained, and  the  new  series  of  programs  will  be 
heard  each  Wednesday  afternoon  at  5 ;00  o’clock 
during  the  months  of  February,  March  and  April. 
Topics  are  as  follows:  February  5,  “Preventive 
Medicine”  ; February  12,  “Mental  Hygiene”  ; Feb- 
ruarv  19,  “Posture”  ; and  February  26,  “Dental 
Hygiene.” 

iMuch  credit  is  due  the  members  of  the  Des 
Moines  Academy  of  Medicine  and  Polk  County 
Medical  Society,  who  through  their  education 
committee,  have  assisted  in  writing  these  “Dramas 
of  Health,”  and  also  to  Mr.  Barrett  for  the  effi- 
cient and  professional  manner  in  which  the  pro- 
grams have  been  presented.  No  local  doctor’s 
name  is  mentioned  in  any  of  these  broadcasts,  and 
in  fact,  only  occasionally  has  any  doctor  partici- 
pated in  the  actual  presentation  of  the  program. 
This  manner  of  dispensing  health  information  is 
unique,  but  the  educational  committee  believes  the 
experiment  has  proved  worthwhile,  and  that  this 
method  has  created  more  interest  among  the  lis- 
tening public  than  was  possible  by  lectures  or  talks 
given  by  individual  physicians. 

L.  K.  Meredith.  M.D.,  Chairman. 


MEMBERSHIP  FOR  1936 

If  the  rate  at  which  dues  are  being  sent  in  to 
the  State  Society  office  is  any  prophesy  of  events 
for  the  year,  1936  should  be  a record  one  in  the 
Society’s  history.  As  our  membership  goes,  so 
goes  the  Society.  A large  membership  indicates 
an  interested  one ; activities  are  extensive,  and 
good  results  are  accomplished,  both  for  the  pro- 
fession and  for  the  general  public.  At  the  time 
of  going  to  press,  there  are  1352  members  in  good 
standing  for  1936,  an  unusually  good  record  for 
this  early  in  the  year,  nearly  600  more  than  for 
the  same  date  in  1935.  Several  counties — Cerro 
Gordo,  Chickasaw,  Clay,  Decatur,  Franklin,  Har- 
din, Madison,  Marshall,  Palo  Alto  and  Shelby^ — - 
have  sent  in  dues  for  every  physician  who  was  a 
member  in  1935.  Many  more  counties  are  pre- 
vented from  having  this  record  by  only  one  or 
two  delinquent  members.  There  are  twelve  one 
hundred  per  cent  counties,  i.  e.,  in  which  all 
eligible  physicians  are  members  in  good  standing: 
Adair,  Adams,  Audubon,  Emmet,  Floyd,  How- 
ard, Poweshiek,  Ringgold,  Tama,  Van  Buren, 
Washington  and  Wright.  The  county  society 
secretaries  and  the  members  in  general  are  most 
highly  commended  for  this  splendid  example  of 
cooperation,  harmony  and  interest  in  their  pro- 
fessional organization. 


IOWA  STATE  MEDICAL  SOCIETY 

WOI  Wednesdays  at  4:30  p.  m. 

WSUI  Mondays  at  8:00  p.  m. 

(No  broadcast  over  WSUI  February  3,  10,  and  17 
because  of  basket  ball  games) 

Feb.  5 Cancer  Control — 

Joseph  B.  Priestley,  M.D. 

Feb.  12  Pneumonia — 

S.  W.  Barnett,  M.D. 

Feb.  19  Backache  and  Sciatica — 

Karl  R.  Werndorff,  M.D. 

Feb.  26  The  Invisible  Handicap — 

Harry  H.  Lamb,  M.D. 

Mar.  4 What’s  Behind  a Prescription — • 

J.  Earle  Galloway,  Ph.C. 


AMERICAN  MEDICAL  ASSOCIATION 

Broadcast  over  Red  Network  each  Tuesday  at 
3:00  p.  m.,  through  stations  WEAF,  WEEI,  WTIC, 
WJAR,  WTAG,  WCSH,  KYW,  WFBR,  WRC,  WGY, 
WBEN,  WCAE,  WTAM,  WWJ,  WMAQ,  KSD,  WHO, 
WOW,  WDAF. 

Feb.  4 Pneumonia — 

W.  W.  Bauer,  M.D. 

Feb.  11  Little  Tips  on  Home  Hygiene — 

W.  W.  Bauer,  M.D. 

Feb.  18  Heart  Disease- 

Morris  Fishbein,  M.D. 


DES  MOINES  ACADEMY  OF  MEDICINE  AND 
POLK  COUNTY  MEDICAL  SOCIETY 

KSO  Wednesdays  at  5:00  p.  m. 

Feb.  5 Preventive  Medicine. 

Feb.  12  Mental  Hygiene. 

Feb.  19  Posture. 

Feb.  26  Dental  Hygiene. 

The  Speakers  Bureau  Committee  will  be  glad  to 
publish  the  radio  schedule  of  any  county  medical  so- 
ciety in  Iowa  if  the  prograjn  for  the  coming  month 
is  mailed  to  this  office  before  the  first  of  the  month. 
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SPEAKERS  BUREAU  ACTIVITIES 


SPRING  POSTGRADUATE  COURSES 

The  Speakers  Bureau  Coiumittee  will  ]>reseut  ]K)Sl”'ra(luate  courses  at  Booue,  Sheldon,  Creston 
and  Fairfield.  The  proorani  and  dates  for  the  courses  at  Boone  and  Sheldon  are  «iveu  helow.  The 
fee  for  both  of  these  is  $10.00.  and  enrolhnent  may  he  made  with  Dr.  B.  T.  \\diitaker  at  Boone, 
and  Dr.  W'.  R.  Brock  at  Sheldon.  'Phe  sjieakers  ha\’e  been  cho.sen  for  their  knowledge  of  the  sub- 
ject and  their  ability  to  transmit  that  knowledge. 

The  laboratory  course  which  was  given  at  Independence,  Hamjiton,  and  hhnmetshnrg  last  year 
will  he  presented  at  Creston.  starting  Fehruarv  10.  Dr.  John  C.  Bar.sons  is  in  charge  of  the 
course,  and  anyone  interested  in  the  course  may  enroll  with  him.  The  fee  will  he  $7.50. 

A course  in  medicine  and  surgery  will  he  conducted  at  Fairfield,  .starting  about  the  first  of 
March.  Information  concerning  it  will  he  mailed  to  all  physicians  in  the  adjoining  counties.  Dr. 
Ludwig  Gittler  is  in  charge  of  local  arrangements. 

It  is  the  hojie  of  the  committee  that  everv  physician  within  driving  distance  of  these  centers 
will  avail  himself  of  the  ojijiortnnity  of  attending  the  courses.  'Phey  jirovide  an  easy  and  inex- 
pensive method  of  learning  the  new  develojiments  in  medical  science,  and  should  he  valuable. 


DIAGNOSIS  AND  THERAPEUTICS 
Hotel  Holst 
Boone,  Iowa 

Feb.  13  Recent  Advances  in  Therapeutics — 0.  H. 

Plant,  M.D.,  Professor  of  Pharmacology, 
Univ'ersity  of  Iowa. 

Feh.  20  Treatment  of  Infections  of  the  Genito- 
urinary Tract — C.  D.  Creevy,  M.D.,  Assist- 
ant Professor  of  Surgery  and  Assistant  Di- 
rector of  Urology,  University  of  Minnesota. 

Feh.  27  Irradiation  Therapy — A.  W.  Erskine,  M.D., 
Cedar  Rapids. 

Mar.  5 Modern  Treatment  of  Anemia* — C.  J.  Wat- 
son, M.D.,  Assistant  Professor  of  Clinical 
Medicine,  University  of  Minnesota. 

Mar.  12  Therapeutics  in  Neurology  — Percival 
Baile.v,  M.D.,  Professor  of  Surgery  and 
Neurology,  University  of  Chicago. 

Mar.  19  Diagnosis  and  Treatment  of  Common  Skin 
Disorders — P.  A.  O’Leary,  M.D.,  Professor 
of  Dermatology  and  Syphilology,  University 
of  Minnesota,  Graduate  School  of  Medicine. 

Mar.  26  Treatment  of  Gastro-intestinal  Disorders — 
Walter  L.  Palmer,  M.D.,  Associate  Profes- 
sor of  Medicine,  University  of  Chicago. 

April  2 Treatment  of  Diseases  of  the  Gallbladder — 
Erwin  R.  Schmidt,  M.D.,  Professor  of  Surg- 
ery, University  of  Wisconsin. 


* Has  not  definitely  accepted  this  date. 

Hours:  6:00-7:00  Lecture 
7:00-8:00  Dinner 
8:00-9:00  Lecture 


DIAGNOSIS  AND  THERAPEUTICS 
Arlington  Hotel 
Sheldon,  Iowa 

Feb.  14  Recent  Advances  in  Therapeutics — 0.  H. 

Plant,  M.D.,  Professor  of  Pharmacology, 
State  University  of  Iowa. 

Feb.  21  Treatment  of  Infections  of  the  Genito-uri- 
nary  Tract — C.  D.  Creevy,  M.D.,  Assistant 
Professor  of  Surgery  and  Assistant  Direc- 
tor of  Urology,  University  of  Minnesota. 

Feb.  28  Irradiation  Therapy — K.  W.  Stenstrom, 
M.D.,  Professor  of  Biophysics,  University  of 
Minnesota. 

Mar.  6 Modern  Treatment  of  Anemia* — C.  J.  Wat- 
son, M.D.,  Assistant  Professor  of  Clinical 
Medicine,  University  of  Minnesota. 

Mar.  13  Therapeutics  i n Neurology  — Percival 
Bailey,  M.D.,  Professor  of  Surgery  and 
Neurology,  University  of  Chicago. 

Mar.  20  Diagnosis  and  Treatment  of  Common  Skin 
Disorders — Paul  A.  O’Leary.  M.D.,  Profes- 
sor of  Dermatology  and  Syphilology,  Uni- 
versity of  Minnesota,  Graduate  School  of 
Medicine. 

Mar.  27  Treatment  of  Gastro-intestinal  Disorders — 
Walter  L.  Palmer,  M.D.,  Associate  Profes- 
sor of  Medicine,  University  of  Chicago. 

April  3 Treatment  of  Diseases  of  the  Gallbladder — 
Erwin  R.  Schmidt,  M.D.,  Professor  of  Surg- 
ery, University  of  Wisconsin. 


* Has  not  definitely  accepted  this  date. 

Hours:  5:00-6:00  Lecture 
6:00-7:00  Dinner 
7:00-8:00  Lecture 
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DALLAS-GUTHRIE  MEETING 

The  Dallas-Guthrie  Medical  Auxiliary  met  Jan- 
uary 16,  1936,  at  the  Arlington  Hotel  in  Adel,  Iowa. 
Thirteen  members  and  one  guest  were  present.  After 
a one  o’clock  luncheon,  a business  meeting  was  held, 
and  the  following  officers  were  elected  for  the  coming 
year:  President,  Mrs.  E.  T.  Warren  of  Stuart;  presi- 
dent-elect, Mrs.  George  McMahon  of  Waukee;  first 
vice  president,  Mrs.  H.  F.  Clark  of  Stuart;  second 
vice  president,  Mrs.  M.  J.  Donovan  of  Perry;  secre- 
tary, Mrs.  C.  E.  Mershon  of  Adel;  and  treasurer,  Mrs. 
M.  H.  Brinker  of  Yale.  At  the  close  of  the  business 
session.  Dr.  John  H.  Peck  of  Des  Moines  gave  a talk 
on  the  advisability  of  conducting  tuberculin  tests 
through  the  schools.  For  the  purposes  of  becoming 
better  acquainted  this  auxiliary  has  had  several  so- 
cial gatherings  at  various  places,  and  proposes  to 
continue  doing  so  each  month. 


AN  AUXILIARY  MEMBER  SHOULD  KNOW 
THAT: 

A medical  auxiliary  serves  the  medical  profession, 
and  through  it,  the  public.  Such  service  is  satisfac- 
tory, because  it  is  unselfish.  An  auxiliary  is  always 
organized  with  the  permission  of  the  medical  society 
and  should  have  an  advisor  or  advisory  committee 
to  direct  it.  The  auxiliary  should  make  an  annual 
report  to  its  society  and  undertake  no  new  pi-oject 
without  its  approval.  The  principal  functions  of  an 
auxiliary  are:  health  education,  public  relations, 
legislation  (reserve  force),  philanthropy,  and  social 
contacts. 

The  laity  requires  education,  but  it  should  be  given 
through  the  medical  profession,  so  there  may  be 
rational  control  of  what  the  public  thinks  and  doevs 
in  health  activities.  Most  important  objectives  of 
an  auxiliary  are  to  direct  public  thinking  and  actions 
in  channels  the  medical  profession  desires,  and  to 
extend  authentic  information  on  health.  We  support 
an  organization  only  when  we  are  members  and 
understand  the  tasks  and  objectives  and  how’  to  ac- 
complish them.  An  auxiliary  member,  therefore, 
should  attend  as  many  meetings  as  possible,  so  that 
she  may: 

1.  Understand  the  purposes  and  objectives  of  ber 

auxiliary. 

2.  Receive  the  particular  charge  given  by  local,  state, 

and  national. 

3.  Receive  instructions  in  how  to  fulfill  that  charge. 
■1.  Become  informed  about: 

a.  Personal  and  community  hygiene. 

b.  Administration  of  local,  state,  national  health. 

c.  Medical  and  health  laws,  liKal,  state,  national. 


d.  The  health  of  her  community. 

e.  Communicable  diseases;  their  prevention  and 
control. 

f.  Her  health  in  relation  to  her  community. 

g.  General  problems  of  health  all  should  know. 

h.  Approved  educational  material;  where  to  ob- 
tain it. 

i.  The  development  of  the  medical  arts. 

j.  Why  the  American  Medical  Association  urges 
the  promotion  of  Hygeia;  how  done. 

k.  What  legislation  the  medical  society  sponsors; 
why ; how  the  auxiliary  acts  as'  a reserve  force, 
what  the  individuals  may  do. 

l.  Philanthropic  work  related  to  the  medical  pro- 
fession; service  by  her  auxiliary;  what  her  aux- 
iliary is  doing;  why. 

m.  What  lay  organizations  are  doing  in  her  com- 
munity. 


WAYS  IN  tVHICH  A MEMBER  CAN  SUPPORT 
HER  AUXILIARY 

1.  Pay  dues. 

2.  Attend  meetings. 

3.  Accept  offices,  chairmanships,  in  other  organiza- 
tions, especially  those  related  to  health,  so  that 

a.  Informed  speakers  may  address  them. 

b.  Approved  material  may  be  given. 

c.  Programs  and  projects  are  undertaken  which 
are  scientifically  sound. 

d.  So  she  may  keep  informed  about  medical  mat- 
ters and  activities  in  other  organizations. 

e.  Report  to  her  president  and  society,  programs 
and  projects  which  are  unwise  and  unaccept- 
able; report  to  be  made  through  advisors. 

4.  Promote  good  fellowship  by  affability  at  meet- 
ings; attend  entertainments  and  conventions;  and 
assist  as  requested. 

5.  Fulfill  the  charges  given  through  the  advisors. 
The  busy  wife  is  an  asset  to  the  auxiliary,  if  she 

is  an  informed  member,  because  she  has  many  oppor- 
tunities to  carry  the  aims  and  decisions  of  the  medi- 
cal profession  and  keep  health  leadership  where  it 
belongs — with  the  profession.  As  a member,  she 
may  speak  with  authority,  and  receive  respect  and 
attention  that  will  be  missing  as  an  unattached  doc- 
tor’s wife.  It  is  not  necessary  to  partake  of  every 
phase  of  auxiliary  work  to  be  a good  member.  She 
should  know  when  to  keep  quiet,  when  to  report  to 
advisors;  when  to  answer  and  what  to  say. 

If  for  no  reason  but  to  assemble  regularly  and 
study  the  history  of  the  medical  arts  and  the  medical 
heroes,  an  auxiliary  would  be  worthwhile,  because 
it  would  giv'e  wives  an  understanding  of  the  supreme 
unselfishness  and  the  greatness  of  the  profession. 

The  time  has  come  when  the  Auxiliary  has  so 
proved  its  worth  that  the  question  is  not,  “Are  you 
an  auxiliary  member?’’  but  “Why  are  you  not  a 
member  ? ’’ 
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SOCIETY  PROCEEDINGS 

Cass  County  Annual  Meeting 
Dr.  Earl  C.  Montgomery  of  Atlantic  was  elected 
president  of  the  Cass  County  Medical  Society  at  the 
annual  meeting  of  that  organization  held  Friday, 
January  ,10,  at  the  Hotel  Whitney  in  Atlantic.  Dr. 
Agnes  V.  Wilder  of  Atlantic  was  named  vice  presi- 
dent, and  Dr.  R.  L.  Barnett,  also  of  Atlantic,  secre- 
tary and  treasurer.  Dr.  Montgomery  was  also  se- 
lected as  the  delegate.  The  scientific  program  con- 
sisted of  The  Present  Day  Theory  of  the  Conception 
Period,  C.  V.  Edwards,  M.D.,  of  Council  Bluffs;  Ob- 
stetric Problems,  R.  A.  Jacobsen,  M.D.,  of  Exira; 
and  The  Social  Security  Act  as  it  Affects  the  Medi- 
cal Profession,  M.  C.  Hennessy,  M.D.,  of  Council 
Bluffs. 


Cerro  Gordo  County 

John  F.  Noble,  M.D.,  pathologist  at  the  Ancker 
Hospital  in  St.  Paul,  was  the  speaker  of  the  evening 
for  the  meeting  of  the  Cerro  Gordo  County  Medical 
Society  held  in  Mason  City,  Tuesday,  January  21. 
Dr.  Noble  spoke  on  Heterophile  Antipneumococcus 
Serum  Therapy  in  Lobar  Pneumonia. 


Clayton  County  Annual  Meeting 
The  Clayton  County  Medical  Society  held  its  an- 
nual meeting  Tuesday,  January  7,  at  the  Bayless 
Hotel  in  Elkader,  with  the  following  results:  Dr. 
E.  G.  Kettlekamp  of  Monona,  president;  Dr.  T.  W. 
Lichter  of  Edgewood,  vice  president;  and  Dr.  J.  W. 
Hudek  of  Garnavillo,  secretary  and  treasurer.  The 
following  program  was  presented  by  three  Dubuque 
physicians:  Some  Cardiac  Problems,  L.  E.  Cooley, 
M.D.;  Burns,  A.  C.  Pfohl,  M.D.;  and  The  Manage- 
ment of  Sinusitis  in  Childi’en,  J.  A.  Thorson,  M.D. 

J.  W.  Hudek,  M.D.,  Secretary. 

Crawford  County  Annual  Meeting 
Members  of  the  Crawford  County  Medical  So- 
ciety held  their  first  meeting  of  the  year  in  Denison, 
Tuesday,  January  14.  After  a six-thirty  steak  din- 
ner, the  election  of  officers  for  the  ensuing  year 
was  held  with  the  following  results:  Dr.  H.  W.  Clasen 
of  Denison,  president;  Dr.  R.  C.  Scannell  of  Vail, 
vice  president;  Dr.  J.  James  Duffy  of  Denison,  sec- 
retary and  treasurer;  Dr.  C.  L.  Sievers  of  Denison, 
delegate;  and  Dr.  E.  M.  Mark  of  Manilla,  alternate 
delegate.  Anton  L.  Fink,  M.D.,  of  Carroll,  pre- 
sented an  illustrated  lecture  on  The  Ambulatory 
Treatment  of  Diseases  of  the  Rectum;  and  R.  C. 
Scannell,  M.D.,  spoke  on  Peptic  Ulcer  and  Its  Treat- 
ment. 

Dallas-Guthrie  Society 

The  following  progi-am  was  presented  before  the 
Dallas-Guthrie  Medical  Society  at  its  meeting  held 


in  Adel,  Thursday,  January  16:  The  Economic  Side 
of  Medicine,  P.  W.  Beckman,  M.D.,  of  Perry;  The 
Use  of  the  Oxygen  Tent  in  Pneumonia  (and  demon- 
stration), C.  B.  Luginbuhl,  M.D.,  of  Des  Moines; 
The  Ascheim-Zondek  Test,  J.  W.  McCann  of  Perry; 
and  The  County-Wide  Tuberculosis  Case-Finding 
Program,  John  H.  Peck,  M.D.,  of  Des  Moines. 


Dubuque  County 

The  regular  meeting  of  the  Dubuque  County  Med- 
ical Society  was  held  Tuesday,  January  14,  in  the 
Indian  Room  of  Diamond’s  Cafeteria  in  Dubuque. 
Dinner  was  served  at  six-thirty,  after  which  the 
following  interesting  and  instructive  program  was 
presented:  Symposium  on  Arteriosclerosis  and  the 
Cardiovascular  Renal  Disease  Problem — Classifica- 
tion, Etiology,  and  Pathology,  F.  P.  McNamara, 
M.D.;  The  Effect  on  Special  Eye  Organs,  H.  G.  Lang- 
worthy, M.D.;  Symptoms  and  Diagnosis,  L.  E. 
Cooley,  M.D.;  and  Treatment  and  Prognosis,  Walter 
Cary,  M.D.  The  general  discussion  was  headed  by 
H.  A.  Stribley,  M.D.,  and  H.  M.  Pahlas,  M.D. 

A.  C.  Pfohl,  M.D.,  Secretary. 

Floyd  County  Annual  Meeting 
Recently  elected  officers  for  the  Floyd  County 
Medical  Society  include:  Dr.  C.  W.  McQuillen,  presi- 
dent; Dr.  J.  B.  Miner,  Sr.,  vice  president;  and  Dr. 
H.  A.  Tolliver,  secretary  and  treasurer.  All  officers 
are  of  Charles  City. 


Hardin  County 

The  Hardin  County  Medical  Society  held  its  regu- 
lar monthly  meeting  at  the  Winchester  Hotel  in 
Eldora,  Tuesday,  January  21.  Following  dinner  at 
six-thirty,  the  society  was  addressed  by  L.  R.  Wood- 
ward, M.D.,  of  Mason  City,  on  The  Anemias. 

W.  E.  Marsh,  M.D.,  Secretary. 

Harrison  County  Annual  Meeting 
Officers  elected  at  the  annual  meeting  of  the  Har- 
rison County  Medical  Society  held  in  Logan,  Tues- 
day, January  14,  are:  Dr.  H.  W.  Mathiasen  of  Per- 
sia, president;  Dr.  S.  M.  Clark  of  Woodbine,  vice 
president;  Dr.  F.  H.  Hanson  of  Magnolia,  secretary 
and  treasurer;  and  Dr.  C.  S.  Kennedy  of  Logan,  dele- 
gate. David  Williams,  M.D.,  of  Logan,  read  a paper 
on  Anthrax,  and  C.  S.  Kennedy,  M.D.,  also  of  Logan, 
spoke  on  Rocky  Mountain  Spotted  Fever. 


Jasper  County 

Walter  D.  Abbott,  M.D.,  of  Des  Moines,  furnished 
the  scientific  program  for  the  Jasper  County  Med- 
ical Society  when  that  group  met  in  Newton,  Tues- 
day, January  7.  Dr.  Abbott  spoke  on  Treatment 
of  Head  Injuries. 
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Linn  County  Meetings 

Thursday,  January  9,  the  Linn  County  Medical 
Society  entertained  Albert  M.  Snell,  M.D.,  of  Roches- 
ter, as  its  guest  speaker.  Dr.  Snell’s  address  on 
The  Differential  Diagnosis  of  Conditions  Associated 
with  Jaundice,  was  discussed  by  H.  M.  Korns,  M.D., 
of  Iowa  City;  F.  N.  Cole,  M.D.,  of  Iowa  Falls;  and 
J.  Stuart  McQuiston  of  Cedar  Rapids.  Another  fea- 
ture of  the  scientific  program  was  a paper  on 
Syphilis,  presented  by  Ernest  G.  Kieck,  M.D.,  of 
Cedar  Rapids. 

Edward  A.  Schumann,  M.D.,  professor  of  obstet- 
rics, University  of  Pennsylvania,  addressed  the  mem- 
bers oi  the  society  Thursday,  February  6,  on  Leaves 
from  the  Notebook  of  an  Obstetrician  and  Gyne- 
cologist. 

The  next  meeting  of  the  group  will  be  held  in 
Cedar  Rapids,  Thursday,  March  12,  with  the  follow- 
ing program  presented  by  local  physicians:  The 

Physiology  of  the  Uterus  in  Labor,  W.  E.  Brown, 
M.D.;  The  Pathology  of  the  Uterus  in  Labor, 
Charles  S.  Day,  M.D.;  Movement  Disorders  and 
Various  Types  of  Gaits,  J.  Stuart  McQuiston,  M.D.; 
and  The  Practical  Application  of  Electrocardiog- 
raphy, B.  F.  Wolverton,  M.D. 

T.  F.  Hersch,  M.D.,  Secretary. 


Monona  County  Annual  Meeting 
Dr.  Stanley  N.  Anderson  of  Onawa  was  elected 
president  of  the  Monona  County  Medical  Society, 
at  the  annual  meeting  held  Tuesday,  January  14. 
Dr.  L.  A.  Gaukel  of  Onawa  was  re-elected  secretary 
and  treasurer. 


Osceola  County  Annual  Meeting 
Officers  named  at  the  annual  election  of  the 
Osceola  County  Medical  Society  held  Monday,  Jan- 
uary 6,  at  the  court  house  in  Sibley,  are:  Dr.  Frank 
S.  Hough  of  Sibley,  president;  Dr.  L.  H.  Heetland 
of  Sibley,  vice  president;  Dr.  F.  P.  Winkler  of 
Sibley,  secretary  and  treasurer;  Dr.  E.  P.  Farnum 
of  Sibley,  delegate;  and  Dr.  Frank  Reinsch  of  Ash- 
ton, alternate  delegate. 


Polk  County  Annual  Meeting 
New  officers  for  the  Polk  County  Medical  So- 
ciety, elected  Tuesday,  January  28,  include:  Dr. 

Walter  E.  Baker,  president-elect;  and  Dr.  N.  Boyd 
•Anderson,  secretary  and  treasurer.  The  following 
delegates  were  elected  last  year  for  two-year  terms: 
Drs.  Walter  E.  Baker,  James  A.  Downing,  Fred 
Moore,  and  William  E.  Sanders;  alternates  are  Drs. 
Harry  A.  Collins,  C.  W.  Losh,  John  Russell  and  John 
B.  Synhorst.  Dr.  Clifford  W.  Losh  was  inducted  as 
president  of  the  organization  to  serve  during  1936. 


Pottawattamie  County 

Members  of  the  staff  of  the  Jennie  Edmundson 
Memorial  Hospital  presented  the  following  program 
for  the  Pottawattamie  County  Medical  Society  at 
a meeting  held  in  Council  Bluffs,  Monday,  January 
27:  Bilateral  Empyema  in  a Child,  Arnold  L.  Jen- 


sen, M.D.;  Chronic  Labyrinthitis,  Jack  V.  Treynor, 
M.D.;  and  Diverticultis,  A.  A.  Johnson,  M.D.  Guest 
speaker  for  the  occasion  was  Howard  L.  Beye,  M.D., 
of  Iowa  City,  who  addressed  the  group  on  Some 
Conditions  Requiring  Surgery  Following  Cholecys- 
tectomy. Fred  H.  Beaumont,  M.D.,  Secretary. 

Sac  County  Annual  Meeting 
The  Sac  County  Medical  Society  met  at  Sac  City, 
Monday,  January  6,  and  named  the  following  offi- 
cers to  serve  during  1936:  Dr.  J.  R.  Dewey  of 

Schaller,  president;  Dr.  W.  E.  Hart  of  Odebolt,  sec- 
retary and  treasurer.  In  addition  to  the  election, 
the  business  session  was  devoted  to  a discussion  of 
fees  for  immunization  work,  both  group  and  private, 
and  a uniform  price  was  adopted  for  this  work.  Some 
revision  of  the  general  fee  bill  was  authorized. 

W,  E.  Hart,  M.D.,  Secretary, 


Scott  County 

Carlo  S.  Scuderi,  M.D.,  associate  professor  of  sur- 
gery, University  of  Illinois,  was  guest  speaker  for 
the  Scott  County  Medical  Society,  at  the  regular 
meeting  held  in  Davenport,  Tuesday,  January  7.  Dr. 
Scuderi  spoke  on  Injuries  of  the  Vertebral  Column. 


Van  Buren  County  Annual  Meeting 
At  the  annual  meeting  of  the  Van  Buren  County 
Medical  Society  held  in  Keosauqua,  Thursday,  De- 
cember 26,  the  following  officers  were  elected  for 
1936:  Dr.  L.  A.  Coffin  of  Farmington,  president; 
Dr.  H.  E.  Woods  of  Birmingham,  vice  president;  Dr. 
C.  R.  Russell  of  Keosauqua,  secretary  and  treasurer; 
Dr.  E.  E.  Sherman  of  Keosauqua,  delegate;  and  Dr. 
Coffin,  alternate  delegate. 

C.  R.  Russell,  M.D.,  Secretary. 


Woodbury  County  Annual  Meeting 
Charles  A.  Elliott,  M.D.,  professor  of  medicine. 
Northwestern  University,  Chicago,  addi'essed  the 
Woodbury  County  Medical  Society  at  its  annual 
meeting  held  in  Sioux  City,  Wednesday,  January  8. 
Dr.  Elliott  spoke  on  The  Management  of  Hepatic 
Disease.  The  annual  election  resulted  as  follows: 
Dr.  Charles  T.  Maxwell,  president;  Dr.  A.  H.  Hen- 
drickson, vice  president;  and  Dr.  R.  N.  Larimer, 
secretary  and  treasurer. 

R.  N.  Larimer,  M.U.,  Secretary. 


Sioux  Valley  Medical  Association 
The  forty-fii'st  annual  session  of  the  Sioux  Valley 
Medical  Association  was  held  at  the  Martin  Hotel 
in  Sioux  City,  January  21  and  22.  Clinics  in  pediat- 
rics, obstetrics,  medicine,  surgery,  urology,  and  or- 
thopedics were  presented  by  prominent  clinicians 
from  many  sections  of  the  country.  In  addition  to 
the  clinics  the  following  prepared  addresses  were 
])resented  by  the  guest  speakers  of  the  organization: 
Psychotherapy,  William  Malamud,  M.D.,  of  Iowa 
City;  Childhood  Tuberculosis,  Lee  Forrest  Hill,  M.D., 
of  Des  Moines;  Some  Observations  on  the  Anemias 
of  Pregnancy,  E.  D.  Plass,  M.D.,  of  Iowa  City;  In- 
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ternal  Derangement  of  the  Joints,  R.  K.  Ghormley, 
M.D.,  of  Rochester;  Surgery  of  the  Colon,  C.  F.  Dix- 
on, M.D.,  of  Rochester;  and  Ancient  and  Modern 
Considerations  of  the  Problem  of  Urinary  Calculus, 
Nels  Ockerblad,  M.D.,  of  Lawrence,  Kansas. 

Officers  elected  at  the  annual  business  session  in- 
clude: Dr.  F.  P.  Winkler  of  Sibley,  president;  Dr. 
I.  L.  Sogge  of  Windom,  Minnesota,  first  vice  presi- 
dent; Dr.  W.  F.  Bushnell  of  Elk  Point,  South  Da- 
kota, second  vice  president;  Dr.  Howard  I.  Down 
of  Sioux  City,  secretary;  and  Dr.  W.  R.  Brock  of 
Sheldon,  treasurer. 


Upper  Des  Moines  Medical  Society 
The  winter  meeting  of  the  Upper  Des  Moines 
Medical  Society  was  held  at  the  Gardston  Hotel  in 
Estherville,  Thursday,  January  16.  The  scientific 
program  consisted  of:  Practical  Aspects  of  Cysto- 
scopic  Examinations  in  Relation  to  the  General  Prac- 
titioner, Philip  A.  Scott,  M.D.,  of  Emmetsburg;  A 
General  Discussion  of  Scarlet  Fever  and  Its  Com- 
plications, M.  T.  Morton,  M.D.,  of  Estherville;  Treat- 
ment of  Arthritis,  Thomas  L.  Ward,  M.D.,  Arnold’s 
Park;  and  Twilight  Sleep,  Dean  H.  King,  M.D.,  of 
Spencer.  Dr.  George  H.  Keeney  of  Mallard  was 
named  president  of  the  organization  for  1936,  and 
Dr.  Don'Rodawig  of  Spirit  Lake  was  re-elected  secre- 
tary and  treasurer. 


PERSONAL  MENTION 

Dr.  George  B.  Crow  of  Burlington,  was  guest 
speaker  for  the  Davenport  Woman’s  Club,  at  a meet- 
ing held  Monday,  January  20.  Dr.  Crow’s  address 
was  on  “The  Prolongation  of  Life.’’ 


Dr.  D.  C.  Mathews  of  Vandalia,  Missouri,  formerly 
a physician  at  Cantril  and  Mt.  Sterling,  has  located  in 
Milton,  where  he  will  occupy  the  offices  of  the  late 
Dr.  C.  N.  Stephenson. 


Dr.  Calvin  Bosch,  who  was  graduated  from  the 
University  of  Iowa,  College  of  Medicine  in  1928,  has 
located  in  Melvin  for  the  practice  of  medicine.  Dr. 
Bosch  interned  at  the  New  York  City  Hospital,  and 
has  practiced  in  New  Orange,  New  Jersey,  and  Mit- 
chell, South  Dakota. 


Dr.  Leo  J.  Homan,  formerly  of  Yutan,  Nebraska, 
has  established  his  offices  and  residence  in  Marion, 
where  he  will  continue  his  practice  of  medicine  and 
surgery. 


Dr.  W.  W.  Bowen  of  Fort  Dodge,  spoke  before  the 
Sheldon  Junior  College,  Wednesday,  January  15.  His 
talk  was  the  first  of  a series  of  addresses  on  health 
and  medicine  sponsored  by  the  Speakers  Bureau.  His 
subject  was  “The  Magic  in  Medicine.’’ 

Dr.  Seth  G.  Walton,  a recent  graduate  of  the  Uni- 
versity of  Iowa,  College  of  Medicine,  has  associated 
himself  with  Dr.  J.  S.  Terrill  at  Bedford.  Dr.  Walton 
interned  at  the  University  of  Iowa  Hospitals,  and  at 
the  Marine  Hospital  in  Chicago. 


Dr.  H.  F.  Hartje,  who  has  practiced  at  Adair  for 
eleven  years,  has  moved  to  Atlantic,  where  he  will 
continue  his  practice  of  medicine. 


Dr.  D.  J.  Glomset  of  Des  Moines,  spoke  before  the 
Fairfield  Rotary  Club,  Friday,  January  17,  on  “Germs 
vs.  Man.” 


Dr.  H.  C.  Kluever  has  located  in  Fort  Dodge,  where 
he  will  specialize  in  the  treatment  of  eye,  ear,  nose 
and  throat  diseases.  Dr.  Kluever  was  graduated  in 
19'27  from  Rush  Medical  College,  Chicago,  interned 
at  the  Charity  Hospital  in  New  Orleans,  and  prac- 
ticed in  Greenwood,  Mississippi.  For  the  past  five 
years  he  has  been  taking  postgraduate  work  with 
Dr.  Lierle  and  Dr.  O’Brien  at  the  University  of  Iowa, 
College  of  Medicine. 


MARRIAGES 

The  marriage  of  Miss  Bernice  Nelson,  daughter 
of  Mr.  and  Mrs.  A.  T.  Nelson,  of  Wilton,  and  Dr. 
A.  D.  James  of  Des  Moines,  took  place  Sunday, 
January  12,  at  the  home  of  the  bride’s  parents. 
After  a short  wedding  trip.  Dr.  and  Mrs.  James 
will  be  at  home  in  Des  Moines,  where  Dr.  James 
has  been  engaged  in  the  practice  of  medicine  for  the 
past  several  years. 

Saturday,  January  25,  Miss  Constance  Lamar, 
daughter  of  Mrs.  L.  H.  Lamar  of  Sioux  City,  and 
Dr.  Carl  V.  Bisgard  of  Harlan,  were  married  at  the 
home  of  the  bride’s  mother.  Following  a wedding 
trip  through  the  southern  states,  the  young  couple 
will  return  to  Harlan,  where  Dr.  Bisgard  has  been 
practicing  for  the  past  few  years. 


DEATH  NOTICES 

Feeney,  Francis  Sylvester,  of  New  Hampton,  aged 
sixty,  died  January  18,  as  the  result  of  heart  failure. 
He  was  graduated  in  1898  from  the  University  of 
Illinois,  College  of  Medicine,  Chicago,  and  at  the  time 
of  his  death  was  a member  of  the  Chickasaw  County 
Medical  Society. 

Gorman,  Thomas  Conner,  of  Cedar  Rapids,  aged 
sixty-two,  died  suddenly  January  24,  as  the  result 
of  cerebral  hemorrhage.  He  was  graduated  in  1897 
from  Rush  Medical  College,  Chicago,  and  at  the  time 
of  his  death  was  a member  of  the  Linn  County 
Medical  Society. 


Gratiot,  Harvey  Bradley,  of  Dubuque,  aged  sixty- 
two,  died  January  13,  following  a short  illness  of 
pneumonia.  He  was  graduated  in  1896  from  Jeffer- 
son Medical  College,  Philadelphia,  and  at  the  time 
of  his  death  was  a member  of  the  Dubuque  County 
Medical  Society. 


Mills,  Daniel  Guy,  of  McCallsburg,  aged  seventy- 
five,  died  January  28.  He  was  graduated  in  1896 
from  the  State  University  of  Iowa,  College  of  Med- 
icine, and  at  the  time  of  his  death  was  a member 
of  the  Story  County  Medical  Society. 
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Milestones  in  Public  Health 

1880-4934 

J.  FI.  Kinnaman,  AI.D. 

Director  Division  Child  Health  and  Health  Education 
State  Department  of  Health 


The  first  meeting  of  the  .State  Board  of  Health 
was  held  at  the  State  House  in  Des  Moines  on 
May  5.  1<S80.  Prior  to  1889,  that  hoard  acted 
sole!}'  in  an  advisor}-  and  regulatory  capacity  to 
state  and  local  governmental  units.  From  that 
year  until  Ptl.i.  whenever  an  epidemic  of  ‘‘catch- 
ing" disea.se  was  reported  to  its  .secretary,  a mem- 
ber of  the  hoard  visited  the  community  to  investi- 
gate the  cause  of  the  outhrcak  and  to  cooperate 
with  local  hoards  of  health  in  bringing  the  di.sease 
under  control. 

d'he  .State  Board  of  Health  Bacteriological  Lab- 
oratory was  established  in  1904.  An  appro])ria- 
tion  to  be  expended  only  for  vital  statistics  was 
made  hv  the  Thirtv-hrst  General  Assemblv  in 
1906. 

By  1912,  the  board  and  its  secretary  fully  ap- 
preciated the  need  for  an  extension  of  executive 
functions.  Dr.  .Sumner,  who  was  then  .Secretary 
of  the  .State  Board  of  Health,  said,  “The  legisla- 
ture .should  make  provisions  for  the  employment 
of  an  epidemiologi.st  so  that  epidemics  may  be 
preventefl  instead  of  being  inve.stigated  after  they 
are  fully  under  headway  and  the  jieople  are  be- 
ginning to  die.”  In  that  .same  year  mention  is 
first  made  of  disea.se  carriers. 

The  make-up  of  the  .State  Board  of  Health  was 
changed  in  1914  and  the  .Secretary  was  made 
Executive  Officer  of  the  board.  Prior  to  this  time 
the  members  of  the  board  were  all  jjhysicians.  Its 
niembershi|)  umler  the  tiew  .set-up  comprised  four 
l)hysicians  and  one  civil  engineer. 


In  1915,  a division  of  epidemiology  was  created 
and  consolidated  with  the  laboratories  for  the  State 
Board  of  Health.  The  .services  of  a trained  in- 
vestigator of  disease  were  thus  made  available  to 
local  boards  of  health  provided  such  boards  ]>aid 
the  travel  expenses  of  that  worker. 

By  1916,  the  influence  of  the  engineer’s  view'- 
])oint  is  evidenced  hy  repeated  references  to  the 
necessity  for  sanitary  inspections  of  school  build- 
ings and  their  environs.  The  Schick  test,  to  deter- 
mine susce])tibility  to  diphtheria,  is  first  mentioned 
in  that  same  year. 

Beginning  in  1918.  a federal  grant  ])ermitted  the 
laboratories  to  run  W’a.s.sermann  te.sts  on  blond 
s])ecimens  taken  from  individuals  suspected  of 
having  syidnlis.  A year  later,  the  Iowa  legislature 
enacted  a \Anereal  Disease  Control  Law  and  ap- 
proi)riated  funds  toe.stablish  a Bureau  of  Wnereal 
Disea.se  Control,  .so  that  work  in  that  field  initiated 
as  a war-time  mea.sure  by  the  federal  government 
could  be  continued.  A Housing  Department  was 
added  to  the  board  in  1919.  In  that  .same  year,  the 
merits  of  toxin-antitoxin,  a diiditheria  preventive 
agent,  are  cited. 

The  Model  Registration  Law  for  collecting  and 
registering  births  and  deaths  became  effective  in 
1921.  A Bureau  of  Public  Healtb  N^ursing, 
financed  by  funds  from  the  Iowa  'ruberculosis 
Association,  was  added  to  the  organization  of  the 
board  in  that  same  year. 

During  192.1,  Iowa  was  admitted  to  the  Regis- 
tration .\rea  for  deaths,  fine  vear  later  the  state 
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became  a part  of  the  Registration  Area  for  births. 
Federal  aid  for  venereal  disease  control  was  dis- 
continued in  1924.  The  need  for  the  establish- 
ment and  maintenance  of  local  health  supervision 
and  service  on  a whole-time  basis  in  districts  and 
counties  is  first  emphasized  in  the  reports  of  that 
year.  The  Secretary  Executive  Officer  of  the 
State  Board  of  Health  recommended  the  addition 
of  a Bureau  of  Tuberculosis  Control  and  a Divi- 
sion of  Sanitar}-  Engineering  in  1924.  The  board, 
by  statute,  was  made  responsible  for  the  prevention 
of  stream  pollution  in  that  year. 

Title  VII,  chapter  105,  Code  of  Iowa,  1924, 
provided  for  consolidation  of  the  State  Board  of 
Health,  State  Hotel  Inspector,  Boards  of  Medi- 
cal, Podiatry,  Osteopathic,  Chiropractic,  Nurses, 
Dental  and  Optometry  Examiners  into  one  depart- 
ment to  be  known  as  the  State  Department  of 
Health.  Title  VII,  chapter  106,  Code  of  Iowa, 
1924,  changed  the  make-up  of  the  State  Board  of 
Health  and  provided  for  the  appointment  of  a 
Commissioner  of  Public  Health. 

During  the  first  year  that  the  executive  means 
was  provided  for  the  State  Board  of  Health  to 
carrv  out  a public  health  program  (1925)  several 
activities  were  initiated  which  have  been  continued 
to  date.  They  include : assisting  with  the  organi- 
zation and  conduct  of  diphtheria  preventive  pro- 
grams, releasing  a weekly  health  message,  coop- 
erating with  the  Iowa  Congress  of  Parents  and 
Teachers  in  the  Summer  Round-Up  project  and 
supplying  sterile  ampules  containing  “drops”  to 
physicians  and  hospitals  for  use  in  preventing 
blindness  in  the  newborn.  The  rules  and  regula- 
tions of  the  State  Board  of  Health  were  revised  in 
that  year.  Einancial  aid  was  secured  from  the 
International  Health  Board  of  the  Rockefeller 
Foundation  to  be  expended  in  the  interest  of  sani- 
tary and  health  facilities  for  rural  areas.  The 
Commissioner,  in  his  budget  requests,  asked  for 
funds  to  enable  the  department  to  assist  financially 
with  the  establishment  and  maintenance  of  whole- 
time county  health  units.  He  recommended  the 
establishment  of  a Division  of  Public  Health 
Education. 

During  the  biennial  period  ending  June  30,  1928, 
new  divisions  added  to  the  organization  of  the 
department  included  nursing  education,  barbering 
and  cosmetology.  The  Commissioner  recom- 
mended the  addition  of  three  new  divisions, 
namely,  communicable  disease,  child  hygiene  and 
law  enforcement.  The  legislature  was  urged  to 
enact  legislation  permitting  county  boards  of  su- 
pervisors by  resolution  to  adopt  the  whole-time 
county  health  unit  plan.  New  public  health  prob- 
lems comprised  tularemia  (rabbit  disease),  undu- 
lant  or  malta  fever  (Bang’s  disease  in  cattle). 
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epidermiphytosis  (athlete’s  foot)  and  Vincent’s 
angina  (trench  mouth). 

In  1929,  the  divisions  of  preventable  diseases  • 
and  of  law  enforcement  began  to  function.  The  ! 
need  for  a public  health  laboratory,  located  at  Des  j 
Moines  as  an  integral  part  of  the  State  Depart-  i 
ment  of  Health,  was  stressed.  The  public  health  | 
aspects  of  milk  control  work  were  pointed  out  ( 
and  attention  was  directed  to  the  fact  that  such  j 
work  was  under  the  direction  of  the  State  De-  ^ 
partment  of  Agriculture.  1 

On  July  1,  1931,  a Division  of  Maternity  and 
Child  Hygiene  assumed  responsibility  for  a state- 
wide program  in  the  interest  of  the  health  of 
mothers  and  children. 

During  the  biennial  period  ending  June  30,  1934, 
amebic  dysentery.  Rocky  Mountain  spotted  fever 
and  mottled  enamel  defect  of  the  teeth,  attracted 
attention  as  public  health  problems.  Marked  re- 
ductions, amounting  to  27.8  per  cent,  in  the  ap- 
propriation for  the  department  became  effective 
July  1,  1933.  None  of  that  loss  in  financial  sup- 
port for  this  essential  function  of  state  govern- 
ment has  been  regained. 


AN  APPRECIATION* 

Edward  Starr  Judd,  M.D., 

Master  Surgeon 

In  the  death  of  Dr.  Edward  Starr  Judd  on  No- 
vember 29  last,  the  medical  world  lost  one  of  its 
shining  lights  and  surgery  one  of  its  masters.  The 
bare  facts  of  his  training  and  surgical  career  may 
be  found  in  other  notices  of  his  death.  To  those 
of  us  whose  good  fortune  it  was  to  know  him  well, 
his  passing  has  made  keen  the  realization  that  in 
this  man  were  combined  far  more  of  the  qualities 
of  greatness  than  one  sees  often  in  those  who  have  j 
attained  success. 

It  was  the  writer’s  privilege  to  know  Doctor 
Judd  shortly  after  he  had  graduated  in  medicine 
and  just  as  he  was  beginning  his  surgical  career  I 
at  the  Mayo  Clinic.  At  that  time  Doctor  Judd  i 
was  Dr.  Charles  Mayo’s  first  assistant,  and  as  such  ' 
the  writer  served  under  him  as  intern  at  St. 
Mary’s  Hospital.  Even  then  one  realized  that 
Doctor  Judd  was  to  make  for  himself  a world- 
wide reputation  in  surgery,  but  the  remarkable 
part  of  it  was  that  he  himself  was  totally  unaware 
of  doing  anything  more  than  his  particular  job 
at  the  moment.  How  well  he  did  it  those  of  us 
who  served  under  him  knew  and  the  world  soon 
came  to  know,  realizing  it  better  throughout  his 
whole  professional  life  than  he  did  himself. 

In  that  trait  of  modesty  lay  much  of  his  great- 
ness,— not  that  Starr  Judd  was  not  always  confi- 
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dent  of  himself,  but  his  simplicity  of  soul  did  not 
admit  that  doing  one’s  work  supremely  well  was 
anything  more  than  should  be  expected.  With 
modesty,  he  combined  energy,  efficiency,  and  com- 
mon sense.  He  was  always  intensely  interested  in 
scientific  medicine,  but  he  had  the  rare  gift  of 
knowing,  it  seemed  almost  intuitively,  that  part  of 
it  worthy  of  clinical  application. 

His  energy  was  prodigious,  and  the  writer 
knows  of  no  other  who  could  shoulder  an  equal 
amount  of  surgical  responsibility  and  carry  it 
through  with  as  little  outward  ruffling  as  Starr 
Judd  showed.  With  all  of  this  he  had  also  an 
unusual  capacity  for  friendship.  He  was  invari- 
ably kind  to  his  subordinates,  while  expecting  of 
them  the  same  earnestness  in  their  work  which 
he  showed. 

The  medical  world  knows  of  his  interest  in 
public  medicine,  and  the  surgical  world  particu- 
larly of  the  vast  number  of  original  articles  pub- 
lished either  alone  or  with  one  of  his  juniors  at 
the  clinic.  The  fact  that  he  became  the  active 
surgical  head  of  this  great  clinic,  president  of  his 
state  society  and  of  the  American  Medical  Asso- 
ciation, etc.,  are  well  known  also,  but  what  may 
not  be  so  well  appreciated  are  those  characteris- 
tics that  made  him  great.  His  passing  takes  the 
one  to  whom  so  many  surgeons  themselves  would 
have  gone  when  either  they  or  any  member  of 
their  family  needed  surgical  help.  This  is  the 
finest  tribute  that  surgery  could  give  him,  since 
those  who  are  qualified  to  know  recognized  that  in 
him  were  combined  vast  experience  interpreted 
by  a fine  intelligence.  On  the  whole  one  does  not 
see  his  kind  often.  He  did  have  the  great  advan- 
tage of  opportunity  under  inspiring  masters,  but 
opportunity  found  in  him  a man  endowed  by 
nature  with  the  necessary  qualities  of  greatness 
to  meet  it  halfway. 

J.  Stewart  Rodman,  M.D., 

Professor  of  Surgery,  Women's  Medical  College,  Philadelphia, 

Medical  Secretary,  National  Board  of  Medical  Examiners. 


RECENT  ADVANCES  IN  TUBERCULOSIS 
(Continued  from  page  109) 

They  feel  that  a fundamental  principle  governing 
the  pathogenesis  of  pulmonary  tuberculosis  in  man 
is  that  during  childhood  susceptibility  to  the  be- 
nign primary  type  of  pulmonary  tuberculosis  is 
limited  to  uninfected  children,  whereas  suscep- 
tibility to  phthisis  is  limited  to  infected  tuberculin 
sensitive  children. 

If  these  observations  from  Lymanhurst  are  cor- 
rect, and  there  are  many  reasons  to  believe  they 
are,  then  one  can  only  conclude  that  it  is  far  more 
desirable  to  grow  up  having  a negative  tuberculin 
reaction.  It  is  the  child  with  the  positive  tuber- 
culin reaction  who  is  the  potential  consumptive  of 
tomorrow,  and  who,  after  ten  years  of  age,  re- 


quires close  supervision  roentgenologically  and 
physically  in  order  that  disease  may  be  detected 
early  and  at  a time  when  the  chances  for  a cure 
are  greatest,  and  before  he  becomes  a spreader  of 
tubercle  bacilli  among  his  associates. 

There  is  much  more  which  might  be  said  about 
recent  advances  in  our  knowledge  of  tuberculosis 
but  perhaps  what  has  been  written  here  is  suffi- 
cient to  indicate  that  we  now  possess  a greater  and 
more  intelligent  understanding  of  the  modus  oper- 
andi  of  tuberculosis  as  it  affects  the  human  being, 
and  that  through  cooperation  of  all  those  con- 
cerned with  the  problem  of  tuberculosis  eradica- 
tion, the  way  now  seems  clear  to  achieve  this 
most  desirable  end. 

704  Equitable  Building. 


STATE  DEPARTMENT  OF  HEALTH 
(Continued  from  page  105) 
this  service,  each  donor  received  five  dollars. 
Plans  are  under  way  to  do  similar  work  in  the 
Council  Bluffs  area  during  February.  Arrange- 
ment has  been  made  with  M.  E.  Barnes,  M.D., 
Director,  for  the  processing  of  serum  at  the  State 
Hygienic  Laboratories  in  Iowa  City. 

Following  is  the  tentative  arrangement  for  dis- 
tribution of  convalescent  scarlet  fever  serum : 

1.  Not  to  exceed  one-half  of  the  total  amount 
of  serum  will  be  allocated  for  use  in  caring  for 
indigent  patients.  No  charge  will  be  made  for 
serum  in  such  cases. 

2.  Not  less  than  25  per  cent  of  the  serum  avail- 
able must  be  sold  at  the  regular  price  of  $4.00  for 
each  twenty  cubic  centimeter  vial  in  order  to  de- 
fray expenses  incident  to  obtaining  and  process- 
ing of  same. 

3.  Special  consideration  will  be  given  to  those 
persons  bordering  on  relief. 

4.  There  will  be  a courtesy  price  for  members 
of  physician’s  families. 

Physicians  desiring  to  use  convalescent  scarlet 
fever  serum  may  place  their  order  by  telegram, 
night  letter  or  telephone.  Phone  numbers  at  the 
State  Department  of  Health  are  as  follows:  8:00 
a.  m.  to  5 :00  p.  m.,  4-9111,  Extensions  137  or  103  ; 
after  5:00  p.  m.,  7-1417  or  5-0453. 

prevalence  of  disease 


Dec.  ’35  Nov.  ’35  Dec,  *34  Most  Cases 

Reported  From 

Diphtheria 92  88  36  Black  Hawk. 

Des  Moines 

Scarlet  Fever  694  418  246  Boone,  Pottawattamie 

Typhoid  Fever 17  43  14  Polk 

Smallpox  32  10  9 Jackson,  Appanoose 

Measles  23  23  3,081  (For  State) 

WhoopinjT  Coutfh  . . 66  109  69  Lee,  Polk 

Cerehroepinal 

Meningitis  7 7 4 Dallas 

Chickenpox  545  854  476  Black  Hawk,  Polk 

Mumps  914  443  342  Boone.  Jasper 

Poliomyelitis  10  6 2 Clinton,  Decatur 

Tuberculosis  15  16  18  (For  State) 

Undulant  Fever  ....  11  4 7 (For  State) 

Syphilis  90  102  125  (For  State) 

Gonorrhea  138  149  161  (For  Stale) 
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DISEASES  OF  WOMEN — By  Harry  S.  Crossen,  M.D.,  professor 
emeritus  of  clinical  prynecolo^y.  Washin^on  University  School 
of  Medicine:  and  Robert  J.  Crossen.  M.D.,  instructor  in  clin- 
ical pynecolouy  and  obstetrics,  Washington  University  School 
of  Medicine.  Eipihth  edition,  entirely  reset,  with  1058  engrrav- 
ings.  C.  V.  Mosby  Company,  St.  Louis,  1935.  Price,  $10.00. 

THE  EVALUATION  OF  SYMPTOMS-~Hy  Oliver  T.  Osborne, 
M.D.,  professor  of  therapeutics,  emeritus,  and  formerly  clini- 
cal professor  of  medicine.  Yale  University.  Yale  University 
Press.  1935.  Price,  S3.50. 

FOR  AND  AGAINST  DOCTORS— By  Robert  Hutchison,  and  G. 
M.  Wauchope.  W'illiam  Wood  and  Company,  Baltimore,  1935. 
Price,  $2.00. 

THE  HUMAN  FOOT  By  Dudley  J.  Morton,  associate  professor 
of  anatomy.  College  of  Physicians  and  Surgeons,  Columbia 
University.  Columbia  University  Press,  New  York  City, 
1935.  Price.  S3. 00. 

IMMUNOLOGY^  - By  Noble  Pierce  Sherwood.  M.D.,  professor  of 
bacteriology.  University  of  Kansas.  Illustrateii.  C.  V.  Mosby 
Company,  St.  Louis,  1935.  Price,  $6.00. 

INFANT  NUTRITION — By  William  McKim  Marriott.  M.D.,  pro- 
fessor of  pediatrics,  Washington  University  School  of  Medi- 
cine. St.  Louis.  Second  edition.  C.  V.  Mosby  Company,  St. 
Louis.  1935.  Price,  $4.50. 

INTERNATIONAL  CLINICS,  Volume  IV.  Forty-fifth  Series— 
Kditeil  by  Louis  Hamman,  M.D.,  visiting  physician.  Johns 
Hopkins  Hospital,  Baltimore.  J.  B.  Lippincott  Company, 
Philadelphia.  1935. 

MEDICAL  TREATMENT  OF  GALLBLADDER  DISEASE— By 
Martin  E.  Rehfuss,  M.D.,  clinical  professor  of  medicine, 
Jefferson  Medical  College:  and  Guy  M.  Nelson.  M.D.,  instruc- 
tor of  medicine.  Jefferson  Medical  College.  465  pages  with 


BOOK  R 


THE  CRIPPLED  AND  DISABLED 
By  Henry  H.  Kessler,  M.D.,  Newark,  New 
Jersey.  Columbia  University  Press,  2960 
Broadway,  New  York  City,  1935.  Price, 
$4.00. 

The  past  decade  has  seen  a rapid  change  in  the 
social  order  and  a reversal  in  attitude  concerning  the 
disabled  and  unemployed.  It  seems  entirely  timely 
then  that  a competent  observer  in  this  field  should 
prepare  this  sociologic  and  economic  discussion  con- 
cerning the  crippled  and  disabled. 

The  author  reviews  the  legislation  in  the  United 
States  as  it  affects  the  vocational  adjustment  of  the 
disabled  persons,  and  where  value  is  to  be  derived 
from  a comparison  with  practices  in  foreign  coun- 
tries, their  laws  are  critically  analyzed.  The  author 
discusses  his  problems  under  five  general  heads:  the 
child  cripple,  the  industrially  disabled,  the  war-dis- 
abled, the  chronically  disabled,  and  those  blind,  deaf 
or  dumb. 

Specific  and  general  legislation  for  these  classes  is 
analyzed  and  the  weaknesses  of  the  existing  laws 
pointed  out.  Each  section  is  closed  by  a summary 
of  the  chapter’s  contents,  which  affords  the  reader 
the  opportunity  of  discovering  in  advance  whether 
the  chapter  may  contain  the  material  which  he  re- 
quires. An  extensive  bibliography  is  furnished. 


113  illustrations.  W.  B.  Saunders  Company.  Philadelphia  r 
and  London,  1935.  Price,  $5.50. 

THE  NATIONAL  FORMULARY  Sixth  edition  prepared  by  the 
Committee  on  National  Formulary  by  authority  of  the  Amer-  i 
ican  Pharmaceutical  Association.  Official  from  June  1,  1936.  1 
Published  by  the  American  Pharmaceutical  Association,  i 
Washington,  D.  C..  1935. 

NEW  PATHWAYS  FOR  CHILDREN  WITH  CEREBRAL  . 
PALSY  -By  Gladys  Gage  Rogers,  and  Leah  C.  Thomas.  The  ‘ 
Macmillan  Company.  New  Y'ork  City.  1935.  Price,  $2.50. 

NURSERY  EDUCATION-THEORY  kND  PRACTICE— By  Wil-  ; 
Ham  K.  Blatz.  M.A.,  M.B.,  Ph.D.,  professor  of  psychology. 
University  of  Toronto,  director,  St.  George’s  School  for  Child 
Study.  William  Morrow  and  Company.  New  Y’ork,  1935. 
Price,  $3.50. 

THE  PARATHYROIDS  IN  HEALTH  AND  IN  DISEASE— By 
David  H.  Shelling.  M.D..  Johns  Hopkins  University  and  Hos- 
pital. Illustrate<l.  C.  V.  Mosby  Company,  St.  Louis,  1935. 
I’rice,  $5.00. 

PRESCRIPTION  WRITING  AND  FORMULARY— By  Charles  ► 
Solomon,  M.D.,  assistant  clinical  professor  of  medicine.  Long  n 
Island  College  of  Medicine.  J.  B.  Lippincott  Company,  Phila-  \ 
delphia,  1935.  Price,  $4.00. 

THE  SPECIAL  PROCEDURES  IN  DIAGNOSIS  AND  TREAT-’  i 
MENT-  By  Don  Carlos  Hines,  M.D.,  clinical  instructor  in 
medicine.  Stanford  University.  Published  by  the  Stanford 
University  Press. 

SURGERY:  QUEEN  OF  THE  ARTS— By  WilHam  D.  Haggard,  i 
M.D.,  professor  of  clinical  surgery,  Vanderbilt  University  : 
School  of  Medicine,  389  pages  with  41  illustrations.  W.  B.  1 
Saunders  Company,  Philadelphia  and  London.  1935.  Price,  ' 
$5.50. 


E VIEWS 


THE  1934  YEAR  BOOK  OP  GENERAL 
THERAPEUTICS 

Edited  by  Bernard  Fantus,  M.D.,  profes- 
sor of  materia  medica,  pharmacology  and  i 

therapeutics.  University  of  Illinois  College  ; 

of  Medicine.  The  Year  Book  Publishers, 
Chicago,  1935.  Price,  $2.25. 

This  book  discloses  the  fact  that  considerable  ac- 
tivity is  taking  place  on  all  therapeutic  fronts; 
drug,  serum,  light,  radium,  x-ray  and  others.  Thera- 
peutics is  noticeably  invading  the  field  of  sui-geiT- 
Beginning  with  the  injection  of  varicose  veins  it  ' 
spread  to  hemorrhoids  and  hydrocele,  and  now  the  ^ 
injection  method  of  treating  hernia  is  commanding 
consideration.  Hyperpyrexia  by  diathermy  is  be- 
coming more  tangible.  Any  degree  of  fever  can  be 
produced  and  maintained  for  any  interval,  the  pa- 
tient’s tolerance  being  the  only  criterion.  Fever  pro- 
duced in  this  way  is  thought  safer  than  fever  pro- 
duced by  foreign  proteins,  since  it  is  easily  controlled. 

The  success  of  pneumothorax  in  the  treatment  of 
tuberculosis  has  now  led  to  the  use  of  the  same  idea 
in  cases  of  intestinal  tuberculosis  by  producing  a 
pneumoperitoneum.  Alum  precipitated  diphtheria 
toxoid  is  a distinct  step  over  the  former  method  of  ' 
preparation,  since  only  one  injection  is  necessary. 
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absorption  is  slower,  and  reactions  are  g-reatly  re- 
duced or  entirely  absent. 

A new  use  has  been  discovered  for  the  sex  hormone 
in  widening  their  therapeutic  applications;  theelin 
is  being  used  in  involutional  melancholia,  gonorrheal 
vaginitis  in  children,  and  in  the  case  of  undescended 
testicle  in  males,  tuitral,  an  anterior  pituitary-like 
substance  is  of  help. 

Vitamin  therapy  has  been  overdone  at  times,  that 
is,  it  has  been  prescribed  where  no  vitamin  deficiency 
existed.  While  overdosing  is  probably  harmless, 
some  instances  have  occurred  in  which  unfavorable 
effects  have  been  observed.  The  milk  and  banana 
diet  in  obesity,  and  the  raw  apple  diet  in  dysentery, 
must  be  recorded  as  advances  in  dietetics.  The 
deadly  snakes  have  been  made  to  yield  their  assist- 
ance to  man ; and  snake  venom  from  the  cobra  and 
others  of  the  vipera  is  now  used  as  a hemostatic  in 
certain  hemorrhages,  as  well  as  a satisfactory  anal- 
gesic for  some  types  of  intractable  pain.  Numerous 
other  drug.s,  either  new  or  used  in  new  ways,  are 
recoided. 

The  perusal  of  this  book  is  attended  with  con- 
siderable interest  and  benefit. 

F.  R.  H. 


INTERNATIONAL  CLINICS,  VOLUME  II 
Edited  by  Louis  Hamman,  M.D.,  Johns 
Hopkins  Hospital,  Baltimore.  Volume  II, 
Fory-fifth  Series.  J.  B.  Lippincott  Com- 
pany, Philadelphia  and  London,  19.35. 

In  this  number  of  the  well  established  Interna- 
tional Clinics  valuable  papers  appear  dealing  with 
heart  pain  of  organic  and  functional  origin,  the  prog- 
nosis in  heart  disease,  epilepsy  in  childhood,  and 
chronic  bronchial  stenosis.  Eleven  other  formal 
papers  give  up-to-the-minute  consideration  to  timely 
medical  themes.  The  two  closing  papers  in  the  vol- 
ume discuss  the  recent  progress  in  obstetrics  and 
pediatrics;  the  first  describing  the  anemias  of  preg- 
nancy; and  the  second  the  diagnosis  and  treatment 
of  pyuria  in  childhood.  The  volpme  is  illustrated. 


CURRENT  LEGAL  THOUGHT 
Current  Legal  Thought:  Medical  Juris- 
prudence Number,  ii:l-150  (October)  1935. 
Published  at  245  Broadway,  New  York. 
Price,  this  issue  $1.50. 

This  issue  of  the  magazine,  Cun-ent  Legal 
Thought,  designated  as  the  lawyers’  digest  of  law 
reviews,  is  devoted  to  the  subject  of  medical  juris- 
prudence. This  survey  will  be  of  unusual  interest 
to  physicians  since  it  is  a compilation  of  legal 
thought  based  upon  actual  court  decisions. 

It  is  comprised  of  two  major  divisions;  one,  the  law 
covering  doctors  and  the  practice  of  medicine;  two, 
the  branches  of  medical  sciences  essential  to  law 
administration  and  the  fundamental  legal  concepts 
applied  to  the  medical  sciences  in  their  utilization 
by  law.  In  the  first  section  the  problems  of  licensure; 
the  rights  and  duties  of  a physician;  his  relation  to 
patients,  colleagues  and  the  state;  the  law  of  mal- 
practice and  defense,  all  receive  full  consideration. 


The  second  part  treats  the  more  important  prob- 
lems arising  in  the  law  of  contracts,  torts,  criminal 
law,  marriage  and  divorce,  wills,  insurance,  work- 
men’s compensation,  constitutional  law,  and  evi- 
dence, upon  which  light  is  shed  by  the  medical 
sciences. 

Original  sources  are  cited  in  each  article  providing 
for  a more  extended  reading  of  the  court  decisions 
upon  which  the  review  is  based. 


ARTHRITIS  AND  RHEUMATOID  CONDITIONS 
Ralph  Pemberton,  M.D.,  professor  of 
medicine.  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania.  Second  edition, 
thoroughly  revised.  Illustrated  with  69  en- 
gravings. Lea  & Febiger,  Philadelphia, 
1935.  Price,  $5.50. 

Rheumatic  and  rheumatoid  conditions  are  among 
the  most  prevalent  of  the  chronic  diseases  coming  to 
the  attention  of  the  practicing  physician.  In  the 
past  very  little  could  be  promised  to  this  group  of 
patients  and  the  disease  frequently  progressed  with 
increasing  degrees  of  invalidism. 

To  arouse  general  interest  and  observations  into 
the  causes,  course  and  treatment  of  rheumatic  con- 
ditions, this  author  prepared  his  first  edition  of  this 
work  some  five  years  ago.  He  attempted  to  review 
the  then  current  knowledge  of  these  diseases  and 
their  accepted  management.  His  own  observations 
have  multiplied  since  his  first  edition  and  he  has 
drawn  generously  on  the  experiences  of  others. 
Because  of  these  facts  and  to  maintain  interest  in 
rheumatic  diseases,  the  author  now  presents  this 
second  revised  edition  of  his  work.  Every  physician 
who  will  carefully  read  the  introduction  to  this  vol- 
ume will  be  impressed  with  the  far-reaching  eco- 
nomic and  social  effects  which  result  from  these 
diseases  and  will  obtain  a viewpoint  which  will  de- 
mand his  careful  study  of  the  entire  volume. 

Of  immediate  interest  to  every  physician  will  be 
the  sections  devoted  to  the  various  forms  of  treat- 
ment now  employed  with  a critical  discussion  of  each 
therapeutic  procedure.  The  author  does  not  attempt 
to  outline  a single  treatment  nor,  in  fact,  would  his 
findings  suppoi-t  the  thought  that  only  a single  treat- 
ment is  sufficient.  With  an  appreciation  of  all  forms 
of  treatment,  and  their  scope  of  usefulness,  the  phy- 
sician will  readily  follow  that  form  most  suitable 
in  the  case  coming  to  his  attention.  This  valuable 
work  should  have  a large  distribution  among  all 
practicing  physicians. 


A MARRIAGE  MANUAL 
A Practical  Guide  Book  to  Sex  and  Mar- 
riage, by  Hannah  M.  Stone,  M.D.,  and  Abra- 
ham Stone,  M.D.  Simon  and  Schuster,  New 
York,  1935.  Price.  $2.50. 

This  book  has  been  wi'itten  by  two  i)hysicians  who 
have  had  a rather  unique  experience  in  contacting 
persons  requiring  information  concerning  the  essen- 
tial facts  of  mating  and  repi'oduction.  In  form,  the 
book  follows  closely  the  question  and  answer  style 
which  the  authors  feel  |)ei'mits  gi-eater  directness  in 
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writing  and  more  completely  covers  the  problems 
which  confront  the  average  person.  The  scope  of  the 
work  varies  little  from  that  ordinarily  covered  in 
works  of  this  sort  in  discussing,  first,  the  biology  of 
marriage,  the  mechanism  of  reproduction,  the  pre- 
vention of  conception,  and,  finally,  the  sexual  har- 
monies and  disharmonies  of  the  married  couple. 

The  book  has  been  written  obviously  for  the  nor- 
mal individual  and  presents  sexual  matters  as  ex- 
perienced by  persons  physically  and  mentally  sound. 
Practicing  physicians  will  be  interested  in  the  man- 
ual since  it  adequately  fills  the  need  for  a text  of  in- 
formation on  sexual  matters  so  often  encountered  by 
the  physician. 


THE  1934  YEAR  BOOK  OF  THE  EYE,  EAR, 
NOSE  AND  THROAT 
The  Eye,  by  E.  V.  L.  Brown,  M.D.,  pro- 
fessor of  ophthalmology.  University  of  Chi- 
cago, and  Louis  Bothman,  M.D.,  associate 
professor;  The  Ear,  Nose  and  Throat,  by 
Geo.  E.  Shambaugh,  M.D.,  professor  of 
otology,  rhinology  and  laryngology.  Rush 
Medical  College  of  University  of  Chicago, 
and  Elmer  W.  Hagens,  M.D.,  assistant  clin- 
ical professor  of  otolaryngology.  Rush  Med- 
ical College,  University  of  Chicago.  The 
Year  Book  Publishers,  Chicago,  1934.  Price, 
$2.50. 


THE  1934  YEAR  BOOK  OF  PEDIATRICS 
Edited  by  Issac  A.  Abt,  M.D.,  professor 
of  pediatrics.  Northwestern  University  Med- 
ical School;  w'ith  the  collaboration  of  Ar- 
thur F.  Abt,  M.D.,  associate  in  pediatrics, 
Northwestern  University  Medical  School. 
The  Year  Book  Publishers,  Chicago,  1935. 
Price,  $2.25. 


THE  1934  YEAR  BOOK  OF  DERMATOLOGY 
AND  SYPHILOLOGY 
Edited  by  Fred  Wise,  M.D.,  professor  of 
clinical  dermatology  and  syphilology.  New 
York  Postgraduate  Medical  School  and 
Hospital,  Columbia  University;  and  Marion 
B.  Sulzberger,  M.D.,  associate  in  derma- 
tology and  syphilology.  The  Year  Book 
Publishers,  Chicago,  1935.  Price,  $3.00. 

Earlier  reviews  of  the  several  volumes  previously 
issued  in  this  series,  reflect  the  general  scheme  em- 
ployed in  the  preparation  of  these  condensed  and 
epitomized  surveys  of  the  year’s  progress  in  medical 
science  as  reflected  by  a search  of  current  medical 
literature.  Agreeable  to  the  same  basic  plan,  the 
three  above  captioned  volumes  have  appeared  to 
make  the  year’s  survey  complete.  In  each  instance 
the  volume  has  been  prepared  by  a distinguished 
editorial  group  assuring  authoritativeness,  and  each 
reflects  the  latest  thoughts  and  developments  in  the 
particular  specialty.  For  the  busy  physician  these 
carefully  prepared  volumes  offer  a valuable  post- 
graduate form  of  study. 


MEMOIRS  OF  A SMALL  TOWN  SURGEON 
By  John  Brooks  Wheeler,  M.D.,  Emeritus 
Professor  of  Surgery,  University  of  Ver- 
mont, College  of  Medicine.  Frederick  A. 
Stokes  Company,  New  York,  1935.  Price, 
$3.00. 

As  he  approaches  the  sunset  of  life,  many  a phy- 
sician looks  back  with  pride  upon  his  years  of  serv- 
ice and  accomplishments.  It  is'  rare  indeed  that  these 
reflections  are  recorded  in  permanent  form.  It  is 
interesting,  therefore,  to  every  physician  when  a 
colleague — particularly  one  with  a distinguished  rec- 
ord of  outstanding  service — undertakes  this  task. 

In  this  volume  of  memoirs,  prepared  by  Dr. 
Wheeler,  the  older  physician  will  find  much  which 
will  bring  to  his  mind  personal  experiences,  hardships 
and  tribulations,  of  the  early  physician.  To  the  more 
recent  graduate  the  volume  gives  insight  into  the 
problems  which  have  confronted  the  physician  in  the 
past,  and  the  means  which  have  been  devised  to  meet 
them. 

Written  as  a narrative,  rich  in  local  color  and  anti- 
dote, the  volume  is  recommended  not  only  as  a his- 
torical medical  document  but  also  as  an  excursion 
into  the  field  of  pleasant  reading. 


POLIOMYELITIS 

By  John  F.  Landon,  M.D.,  attending  phy- 
sician, Willard  Parker  Hospital,  New  York 
City;  and  Lawrence  W.  Smith,  M.D.,  path- 
ologist, Willard  Parker  Hospital.  The  Mac- 
millan Company,  New  York,  1934.  Price, 
$3.00. 

Since  the  widespread  epidemic  of  poliomyelitis  in 
1916  several  valuable  works  on  this  disease  have 
appeared,  but,  inasmuch  as  no  comprehensive  discus- 
sion of  this  subject  has  been  made  within  the  past 
two  years,  it  would  seem  timely  that  intimate  ob- 
servers of  the  1931  epidemic  of  poliomyelitis  in  New 
York  City  should  set  down  their  observations  and 
bring  the  discussion  of  this  subject  entirely  up  to 
date. 

It  is  particularly  valuable  to  the  practicing  phy- 
sician to  have  such  controversial  subjects  as  the  use 
of  convalescent  serum  therapy  and  respirator  treat- 
ment critically  analyzed.  There  appears  to  have 
been  a considerable  change  in  the  viewpoint  concern- 
ing the  orthopedic  treatment  of  diseases  resulting 
from  the  immediate  or  residual  paralysis  and  the 
authors  have  attempted  to  cover  this  field  "with 
thoroughness. 

No  attempt  has  been  made  to  furnish  an  extensive 
bibliography,  although  a short  accessible  reference 
list  follows  each  chapter.  Rules  and  regulations  con- 
cerning the  nursing  care,  particularly  concerning  the 
aseptic  technic  required,  and  in  the  administration 
of  antitoxins,  are  reported  in  the  closing  sections  of 
this  work. 

This  valuable  volume  should  be  made  accessible  to 
all  physicians  who  treat  this  disease,  either  in  its 
active  stage  or  in  attempting  corrective  therapy 
necessary  to  relieve  the  resulting  paralysis. 
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HYSTERECTOMY 

A STATISTICAL  STUDY 

L.  J.  Harris,  M.D.,  Iowa  City* 

From  the  Department  of  Obstetrics  and 
Gynecology,  State  University 
of  Iowa 

Hysterectomy,  the  most  common  major  opera- 
tion in  gynecologic  practice,  has  provoked  consid- 
erable discussion  in  regard  to  the  respective  mer- 
its of  the  subtotal  and  total  abdominal  and  the 
vaginal  technics.  Since  these  three  procedures 
have  been  employed  extensively,  it  was  decided 
to  survey  the  results  of  all  hysterectomies  per- 
formed in  the  Department  of  Obstetrics  and 
Gynecology  of  the  University  Hospitals  during 
the  seven  and  one-half  year  period  from  July  1, 
1926,  to  December  31,  1933,  with  respect  to  mor- 
bidity and  mortality. 

General  Data 

There  were  thirty  deaths,  4.1  per  cent  among  a 
total  of  739  hysterectomies.  The  fatalities  and 
morbidity  rates  following  the  various  types  of 
operative  procedure  are  shown  in  Table  I. 


TABLE  i 


Abdominal 

Type  of  Operation 

Subtotal 

Total 

\'aginal 

Conser- 

vative 

Radical* 

Total  number  of  operations 

274 

300 

14 

ISl 

Average  age  of  patients 

37 

44 

SI 

47 

Average  postoperative  hospital 

days 

16  8 

17.1 

26  8 

16  1 

AveraKC  postoperative  days  with 
temperature  of  101  degrees  or 
more 

2 0 

2 4 

3.9 

2.4 

Percentage  of  patients  with  tern- 

peraturc  of  101  degrees  or  more. 

61  7 

68  3 

78  6 

S3.0 

Total  number  of  deaths 

10 

IS 

2 

3 

Mortality  per  cent 

3 6 

SO 

14.3 

2.0 

•Wertheim  technic. 


Type  of  Operation 

Supravaginal  hysterectomy  was  the  procedure 
of  choice  until  July,  1931,  except  when  removal 

• Now  residini;  at  Toronto,  Ontario,  Canada. 


of  the  cervix  was  demanded  by  malignancy  of  the 
uterus  or  by  serious  cervical  disease,  whereas 
after  that  date  total  hysterectomy  was  performed 
practically  to  the  exclusion  of  the  subtotal  pro- 
cedure. The  gradually  increased  employment  of 
vaginal  hysterectomy  has  resulted  from  the  reali- 
zation that  many  benign  conditions  of  the  uterus 
can  be  treated  satisfactorily  in  this  fashion. 

Indications  for  Operation 

The  numerous  specific  indications  for  hysterec- 
tomy can  be  arranged  into  seven  groups  under  the 
various  types  of  operative  procedure. 


TABLE  II 


A 

bdominal 

Indication 

Subtotal 

T( 

)tal 

Vaginal 

Conser- 

vative 

Radical 

1.  Fibroids  with  and  without 
pelvic  inflammatory  disease, 
ovarian  cysts,  etc 

13S 

14S 

1 

75 

2.  Pelvic  inflammatory  disease, 
gonorrheal,  puerperal,  and  tu- 
bercular  

64 

31 

0 

2 

3.  Malignant  disease  of  cervix, 
body,  ovary  or  tube 

S 

S9 

13 

S 

4.  Conditions  associated  with 
pregnancy,  including  thera- 
peutic abortions  with  hysterec- 
tomy for  sterilization 

18 

11 

0 

4 

5.  Benign  ovarian  tumors 

9 

11 

0 

1 

6.  Relaxations  and  prolapse 

2S 

10 

0 

46 

7.  Miscellaneous 

17 

33 

0 

18 

273 

300 

u 

ISl 

It  is  evident  that  the  selection  of  the  operative 
])rocedure  depended  upon  the  operator’s  imme- 
diate preference  rather  than  upon  the  pathologic 
condition,  e.xcept  that  total  hysterectomy  was  used 
almost  exclusively  when  malignant  disease  of  the 
upi)er  genital  tract  was  present.  The  radical 
(Wertheim)  abdominal  operation  was  limited  to 
tho.se  patients  who  sufifered  from  carcinoma  of  the 
corpus  or  cervix,  excejit  in  one  instance  where  it 
was  ])erformed  upon  the  basis  of  a clinical  diag- 
nosis of  cor|)us  malignancy,  unsubstantiated  by 
histologic  study.  The  thirty-three  operations  i)cr- 
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formed  for  conditions  associated  with  pregnancy 
included  ectopic  gestation,  twelve ; therapeutic 
abortion  with  sterilization,  ten  ; failure  to  diagnose 
an  early  pregnancy  in  the  presence  of  uterine  fi- 
broids, four : and  cesarean  hysterectomy,  three. 

Postoperative  Complications 

Complications  are  extremely  common  durit  g 
and  following  major  gynecologic  operations,  but 
relatively  few  are  |of  serious  import.  Table  III 
notes  the  complications  encountered  in  this  series, 
but  does  not  indicate  the  actual  numher  of  pa- 
tients who  suffered  complications,  since  certain 
individuals  apj)ear  under  more  than  one  heading. 


TABLE  III 


Complication 

Abdominal 

\’aginal 

Subtotal 

Total 

Conser- 

vative 

Radical 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Wound  infection,  all  de- 

52 

22  6 

42 

14  0 

2 

14  3 

greet 

Cystitis  and. or  pyelitis.  . . 

13 

4.8 

17 

5.7 

10 

71.4 

13 

8.6 

Postoperative  hemorrhage 

3 

11 

2 

0 7 

0 

0 0 

3 

2 0 

Infection 

Thrombophlebitis 

4 

14 

6 

2 0 

0 

0.0 

7 

4 6 

Peritonitis 

6 

2 2 

6 

2 0 

0 

0 0 

1 

0 7 

Septicemia 

1 

0 4 

4 

1 3 

0 

0 0 

2 

1 .4 

Pulmonary 

7 

2.5 

7 

2 3 

0 

0 0 

0 

0 0 

Cardiac  failure 

3 

1 1 

4 

1.3 

I 

7.2 

1 

0.7 

Injury  to 

Ureter 

0 

0 0 

6 

2 0 

2 

14.3 

0 

0 0 

Bladder ...  

1 

0 4 

3 

10 

0 

0.0 

1 

0.7 

Bowel 

1 

0 4 

1 

0.3 

0 

0.0 

0 

0 0 

Total 

101 

98 

15 

28 

The  wound  infections  varied  from  insignificant 
collections  of  serum  heneath  the  skin  to  those  in- 
volving the  full  thickness  of  the  abdominal  wall. 
It  is  perhaps  significant  that  primary  wound  heal- 
ing was  more  common  with  total  hysterectomy, 
possibly  because  the  potentially  infected  cervix 
was  not  invaded.  On  the  other  hand,  other  forms 
of  infection,  presumably  incident  to  the  operative 
procedure,  were  slightly  more  common  following 
total  (7.6  ix>r  cent)  than  after  subtotal  hysterec- 
tomy (6.5  per  cent).  Injuries  to  the  ureter, 
bladder  and  bowel  were  more  numerous  during 
total  extirpation  of  the  uterus,  but  a consider- 
able portion  of  such  injuries  can  be  explained  by 
the  fact  that  this  operation  was  generally  chosen 
in  patients  with  the  more  serious  pelvic  diseases. 
Urinary  tract  infection  was  included  as  a compli- 
cation only  when  it  definitely  prolonged  convales- 
cence. The  traumatization  and  displacement  of 
the  bladder  incident  to  conservative  total  abdomi- 
nal and  vaginal  hysterectomy  did  not  produce  a 
much  higher  incidence  of  infection  of  the  urinary 
tract  than  the  subtotal  procedure. 


Convalescence 

The  duration  of  hospital  stay  was  practically 
the  same  for  the  various  types  of  hysterectomies 
except  the  radical  abdominal  (Wertheim)  opera- 
tion (Table  I).  However,  fever  (101  degrees  or 
more)  was  more  common  after  the  total  opera- 
tions. Such  comparisons  are,  however,  more  valid 
when  the  operations  have  been  performed  for  sim- 
ilar indications.  Tables  IV  and  V show  the  vari- 
ous objective  factors  in  convalescence  in  the 
largest  groups  with  the  same  operative  indications. 


TABLE  IV 


Subtotal 

Total 

(Conservative) 

\'aginal 

Indication 

No.  of 
cases 

Days 

No.  of 
cases 

Days 

No.  of 
cases 

Days 

Fibroid  uterus 

80 

17.5 

94 

15  8 

63 

15  8 

Pelvic  inflammatory 

disease 

60 

16  8 

27 

17.5 

5 

118 

Fibroid  with  pelvic  in- 

flammatory  disease  . 

47 

16  2 

31 

14  4 

2 

13  0 

187 

16  9 

152 

15  8 

70 

15.4 

Inasmuch  as  the  majority  of  the  total  hysterec- 
tomies were  j^erformed  during  the  period  when  the 
demand  for  beds  was  greater  than  in  the  earlier 
years  of  elective  subtotal  operations,  the  some- 
what shorter  average  hospital  stay  is  not  signifi-  ! 
cant.  The  more  rapid  convalescence  after  vaginal 
operations  is  generally  recognized. 


TABLE  V 


Subtotal 

Total 

(Conservative) 

Vaginal 

Indication 

No. 

of 

cases 

Temp.  101  ° 
or  more 

No. 

of 

cases 

Temp.  101  ® 
or  more 

No. 

of 

cases 

Temp.  101  ° 
or  more 

Per 

cent 

Aver. 

days 

Per 

cent 

Aver. 

days 

Per 

cent 

Aver. 

days 

Fibroid  uterus  . . . 

80 

63 

2.2 

94 

62 

2.1 

63 

59 

3 0 

Pelvic  inflamma- 
tory disease. . . 

60 

63 

19 

27 

82 

2 8 

5 

80 

1.4 

Fibroid  with  pel- 
vic inflamma- 
tory disease. . . . 

47 

64 

2 1 

31 

65 

16 

2 

50 

0 5 

Dififerences  in  the  occurrence  of  febrile  reactions  u 
and  the  duration  of  such  reactions  are  not  con-  ■! 
sistent  and  are  probably  not  significant. 

Fatalities 

As  noted  in  Table  I,  the  gross  mortality  fol-  ' 
lowing  total  hysterectomy  (5.0  per  cent)  was  sig-  p 
nificantly  higher  than  after  the  subtotal  opera-  -it 
tion  (3.6  per  cent).  Total  extirpation  of  the  J 
uterus  became  the  procedure  of  choice  after  July  ; 
1,  1931,  w'hen  a change  of  personnel  preceded  the  t 
adoption  of  the  new  policy.  This  makes  possible  > 
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a comparison  of  the  two  operations  when  they 
were  employed  by  election  (see  Table  VI). 


TABLE  VI 


Type  of 
Hysterectomy 

July  1,  1926 
June  30,  1931 

July  1,  1931 
Dec.  31,  1933 

No.  of 
Operations 

Deaths 

No.  of 
Operations 

Deaths 

No. 

Per 

cent 

No. 

Per 

cent 

Subtotal 

262 

8 

3.1 

12 

2 

16.7 

Total  conservative 

48 

5 

10.4 

252 

10 

4.0 

Total  radical 

0 

0 

0.0 

14 

2 

14.3 

Vaginal 

47 

0 

0.0 

104 

3 

3.1 

357 

13 

3 6 

382 

17 

4.4 

It  is  obvious  that  when  either  the  subtotal  or 
total  operation  was  used  routinely,  the  results  were 
better  than  when  it  was  employed  only  in  selected 
cases.  It  is  also  apparent  that  the  higher  com- 
bined mortality  rate  in  the  second  period  was  due 
largely  to  the  greater  death  rate  following  total 
hysterectomy.  It  should,  however,  be  stated  that, 
during  1933,  when  no  subtotal  operations  were 
performed,  there  were  138  total  hysterectomies 
with  only  four  deaths,  a mortality  rate  of  3.0  per 
cent.  On  the  other  hand,  during  1928  and  1929, 
103  subtotal  hysterectomies  were  performed  with 
two  deaths,  2.0  per  cent.  Such  small  groups  of 
cases  prove  nothing,  but  these  series  indicate  that 
there  is  a small  inherently-greater  risk  in  total 
hysterectomy,  a hazard  which  is  in  part,  and  pos- 
sibly entirely  balanced  by  the  fact  that  complete 
removal  of  the  uterus  for  benign  conditions  elim- 
inates the  future  risk  of  carcinoma  of  the  cervix. 

Mortality  According  to  Indications 

It  is  to  be  expected  that  the  death  rate  will  vary 
according  to  the  indication  for  the  intervention. 
Table  VII  presents  such  data. 


TABLE  VII 


Subtotal 

Total 

(Conservative) 

Vaginal 

Indication 

No. 

of 

cases 

Deaths 

No. 

of 

cases 

Deaths 

No. 

of 

cases 

Deaths 

No. 

Per 

cent 

No. 

Per 

cent 

No. 

Per 

cent 

Fibroid  uterus  . . . 

80 

2 

2.5 

94 

3 

3.2 

63 

3 

4.9 

Pelvic  InOamma* 
tory  disease ... 

60 

1 

1.7 

27 

1 

3.7 

5 

0 

0.0 

Fibroid  with  pel- 
vic inflamma- 
tory disease 

47 

0 

0 0 

31 

1 

3.2 

2 

0 

0 0 

Totals 

187 

3 

16 

152 

5 

3.3 

70 

3 

4.3 

For  these  most  common  indications,  subtotal 
hysterectomy  carried  the  least  risk.  The  death 
rate  incident  to  the  radical  operative  treatment  of 
pelvic  inflammatory  disease  was  considerably 


higher  when  complete  hysterectomy  was  per- 
formed, a fact  which  may  be  related  to  the  greater 
technical  difficulties  encountered  in  the  deeper  pel- 
vic dissection  in  the  presence  of  adherent  viscera. 
Vaginal  hysterectomy,  which  is  ordinarily  the 
safest  type  of  extirpation  of  the  uterus,  had  an 
especially  high  mortality  rate  when  performed  for 
uterine  fibroids.  By  contrast,  fifty-one  vaginal 
hysterectomies  were  performed  in  the  course  of 
operations  for  prolapse  without  a death. 

Causes  of  Death 

The  immediate  causes  of  death  are  listed  in 


Table  VIII.  In  twenty-three  instances 

(77  per 

cent),  autopsy  was  performed. 

TABLE  VIII 

Per  cent 

Cause  of  death 

No. 

of  total 

Peritonitis  

10 

33.3 

Septicemia  

8 

26.6 

Pneumonia 

4 

13.3 

Cardiac  failure 

Miscellaneous: 

2 

6.6 

Hemorrhage,  edema  of  brain, 
metastatic  carcinoma,  shock, 
uremia,  mechanical  intestinal  ob- 

struction  (one  case  each) 

6 

20.2 

30 

100.0 

In  eight  instances  death  occurred  within  forty- 
eight  hours  following  operation  (septicemia,  three ; 
peritonitis,  one ; bronchopneumonia,  one ; shock, 
one ; cardiac  failure,  one ; and  metastatic  carci- 
noma, one),  while  the  remaining  twenty-two 
deaths  occurred  from  two  to  116  days  after  opera- 
tion, infection  being  the  most  frequent  cause  of 
exitus,  (peritonitis,  nine;  septicemia,  five;  and 
pneumonia,  three). 

SUMMARY 

Immediate  operative  results  in  739  hysterecto- 
mies are  reported.  The  total  gross  mortality  was 
4.1  per  cent  (thirty  deaths).  Subtotal  hysterec- 
tomy, which  was  the  ojieration  of  choice  until 
June  30,  1931,  had  a mortality  of  3.6  per  cent, 
while  total  hysterectomy  which  was  preferred 
after  that  date  had  a death  rate  of  5.0  per  cent. 
The  mortality  after  vaginal  hysterectomy  was  2.0 
per  cent.  Among  fourteen  radical  total  (Wer- 
theim)  operations  there  were  two  deaths  (14.3 
per  cent).  Infection  (peritonitis,  septicemia,  and 
pneumonia)  accounted  for  twenty-two  deaths,  73.2 
per  cent  of  the  fatalities. 

There  was  no  significant  difference  in  the  aver- 
age number  of  postoperative  hospital  days  nor  in 
the  occurrence  of  febrile  reactions  (101  degrees 
or  more),  except  that  in  the  fourteen  radical 
(Wertheim)  abdominal  total  hysterectomies,  all 
these  averages  were  increased  ap]>reciably.  Wound 
infections  were  more  common  after  subtotal  hys- 
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terectoniies,  but  injuries  to  neighboring  hollow 
viscera  (bladder,  bowel,  and  ureter)  were  much 
more  numerous  when  total  abdominal  hysterec- 
tomy was  performed. 

Total  hysterectomy  even  when  employed  as  an 
operation  of  choice,  carried  an  appreciably  higher 
mortality  (4.0  per  cent)  than  did  the  subtotal 
operation  under  similar  elective  conditions  (3.0 
j)er  cent). 


MODERN  POSTPARTUM  CARE 
■ ' AND  TRE.\TMENT* 

Thomas  F.  Hersch,  M.D.,  Cedar  Rapids 

In  recent  years  obstetricians  have  stressed  pre- 
natal care  to  sucli  an  e.xtent  that  the  general  prac- 
titioner, as  well  as  the  specialist,  apjireciates  the 
value  of  this  phase  of  obstetrics.  At  the  first 
visit  the  doctor  often  discovers  abnormal  condi- 
tions which  are  preventable,  notably  the  toxemias. 
Many  prenatal  clinics  exist  and  amply  justify 
their  maintenance,  but  few  jiostpartum  clinics  ex- 
i.st  despite  their  very  distinct  need.  For  the  most 
part  postnatal  care  consists  of  attention  from  ten 
to  fourteen  days,  and  a final  examination  about 
four  weeks  later. 

Proiierly  speaking  postpartum  care  begins  in 
the  third  stage  of  labor ; there  being  no  latent 
p'eriod  between  i>bstetric  and  gynecologic  obser- 
vation. Postiiartum  care  is  really  ])rophylactic 
gynecology.  Blood  loss  is  often  a determining 
factor  in  convalescence,  and  prevention  of  hem- 
orrhage is  the  best  treatment.  Normally,  blood 
loss  should  not  exceed  two  or  three  hundred  cubic 
(Centimeters.  The  policy  of  watchful  waiting  for 
spontaneous  separation  of  the  placenta  is  much 
safer  than  undue  manipulation  to  hasten  same. 
.\s  soon  as  the  jilacenta  is  released  the  uterus  may 
il)e  ])ushed  downward  in  the  midline.  Following 
delivery  all  perineal  lacerations  should  be  repaired. 
If  the  patient  is  in  the  hospital,  the  more  marked 
lacerations  of  the  cervix  should  be  sutured.  If 
she  is  in  the  home  wdiere  light  or  other  conditions 
are  unsatisfactory,  it  is  best  not  to  repair  these 
unless  hemorrhage  demands  it,  and  then  some 
form  of  continued  pressure  might  be  the  better 
way  of  control.  If  exhaustion  demands  a more 
rapid  delivery  it  is  best  to  do  an  episiotomy  and 
low  forceps  delivery.  An  episiotomy  is  easier  to 
repair  and  leaves  less  trauma.  Unless  exhaustion 
is  severe,  repair  should  be  done  at  once,  but  if 
necessary  it  may  be  delayed  for  twenty-four 
hours.  Where  there  is  a respiratory  infection,  a 
local  anesthetic,  rectal  with  avertin,  or  ether  oil 
and  nembutal  should  be  used, 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9,  10,  1935. 


The  puer]ieral  period  begins  after  delivery  of 
the  placenta  and  does  not  end  until  all  of  the  re- 
productive organs  have  returned  to  their  normal 
states.  It  usually  lasts  from  six  to  twelve  weeks, 
sometimes  longer.  It  is  generally  divided  into  a 
strictly  lying-in  period  from  ten  to  fourteen  days, 
and  a further  period  from  four  to  eight  weeks, 
when  she  returns  to  her  iihysician  for  the  so- 
called  final  e.xamination. 

THE  LYING-IN  PERIOD 

Immediately  following  delivery  the  mother  re- 
(piires  rest,  and  if  necessary,  she  should  be  given 
sedatives.  Because  many  neuroses  are  born  with 
the  baby,  it  is  most  e,ssential  that  the  mother  be 
given  freedom  from  worry.  No  visitors  should 
be  allowed.  The  haby  should  not  be  allowed  to 
nurse  for  eight  hours.  Ergot  in  doses  of  two 
drachms  three  times  a day  may  be  given  to  aid 
involution.  The  shoulders  should  not  be  elevated 
until  all  danger  of  hemorrhage  has  passed.  Locally, 
ice  may  be  useful.  Involution  also  takes  place  in 
all  tissues  of  the  pelvis,  as  well  as  the  ureters, 
and  the  abdominal  wall.  It  may  be  hindered  by 
infection,  relaxation  of  the  tissues  of  the  pelvis, 
retroversion,  constipation,  etc.  Vulva  pads  are 
not  necessary,  and  they  often  dam  up  the  lochia 
or  contaminate  the  area  with  fecal  matter.  A 
large  pad  should  be  placed  below  the  buttocks  and 
changed  as  often  as  necessary.  Douches  are  not 
given  at  any  time.  The  vulva  should  be  treated 
as  an  oiien  wound,  and  whatever  comes  in  con- 
tact with  it  should  be  sterile.  As  .soon  as  delivery 
has  begun  the  patient  becomes  a surgical  case,  and 
continues  as  such  until  .she  is  di.scharged. 

The  patient  must  be  encouraged  to  urinate  in 
due  time  following  delivery  and  every  effort  made 
to  be  successful.  Before  or  immediately  follow- 
ing delivery  an  examination  should  be  made  for 
a distended  bladder.  The  passing  of  urine  does 
not  of  itself  jirove  that  the  bladder  is  empty,  or 
even  functioning  properly.  If  necessary,  catheter- 
ization of  the  bladder  should  be  done  under  the 
strictest  asepsis.  The  instillation  of  one  ounce 
of  one  per  cent  silver  nitrate  or  two  per  cent  mer- 
curochrome  is  advisable  and  the  solution  should 
be  left  in  the  bladder  until  the  residue  left,  fol- 
lowing urination,  is  less  than  one  ounce.  The 
bowels  should  be  left  alone  for  from  two  to  three 
days,  when  a soapsuds  enema  will  be  sufficient. 
An  ounce  of  mineral  oil  twice  a day  with  a proper 
diet,  may  obviate  the  need  of  further  laxatives. 
Constipation  never  produces  fever.  Where  there 
is  a third  degree  laceration  no  howel  movement 
should  be  allowed  until  the  fifth  day.  The  diet 
should  consist  of  a general  diet  from  the  day  of 
delivery,  unless  there  is  some  contraindication. 
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Extra  feedings  even  are  allowed.  If  not  con- 
traindicated the  protein  content  should  be  high. 
The  patient  has  done  a great  deal  of  work  and 
consequently  needs  good  food  to  replace  that 
which  has  been  expended  in  energy.  Women  who 
have  had  toxemias,  pyelitis,  or  a blood  pressure  of 
over  130  systolic  should  be  watched.  After  de- 
livery in  at  least  one- fourth  of  the  eclampsias, 
convulsions  appear  for  the  first  time.  This  again 
emphasizes  the  need  of  daily  examinations  of 
blood  pressure  as  well  as  urinalysis.  A low  salt 
and  protein  diet  here  is  desirable.  Often  we 
think  more  about  saving  the  mother's  life  than 
of  her  subsequent  health. 

The  breasts  should  be  washed  with  soap  and 
water.  The  nipples  should  be  kept  clean  but  not 
massaged  or  given  unnecessary  attention  because 
this  is  likely  to  injure  them  and  cause  infection, 
with  subsequent  abscess  formation.  No  anti- 
septics should  be  applied,  but  rather  a square  of 
sterile  gauze  kept  in  place  by  adhesives.  After 
nursing  they  should  be  allowed  to  dry  and  not  be 
too  greatly  compressed.  A mixture  of  bismuth 
and  castor  oil  to  make  a paste  may  be  applied 
over  them.  An  infection  of  the  nipples  does  not 
usually  result  in  an  abscess  until  from  eight  to 
fourteen  days,  so  all  fissures  should  be  carefully 
treated.  Pendulous  breasts  may  be  kept  in  place 
by  adhesive  strips  applied  to  keep  them  forward 
and  upward.  A special  brassiere  devised  by  Roy- 
ston  of  Washington  University  may  be  used.  Fis- 
sures are  best  treated  by  rest,  but  since  this  is 
practically  impossible,  pumping  several  times  a 
day  helps  to  relieve  the  distention.  Ten  per  cent 
silver  nitrate  applied  to  the  fissure  is  often  of  aid. 

Each  baby  should  be  encouraged  to  nurse,  both 
for  the  benefit  of  himself,  as  well  as  the  mother. 
Involution  is  much  more  rapid  under  such  condi- 
tions. Until  the  milk  appears,  the  babe  should 
nurse  every  four  hours  but  not  longer  than  five 
minutes.  Trxj  much  tugging  at  the  empty  nipple 
causes  inflammation,  as  well  as  possible  infection. 
When  milk  appears,  nursing  should  be  on  each 
breast  with  each  nursing,  every  three  hours  for 
two  weeks,  after  which  time,  it  may  be  performed 
every  four  hours.  Night  nursing  should  be  the 
practice  for  at  lea.st  four  weeks.  If  the  babe  is 
premature  it  should  be  given  special  care,  both  as 
to  temperature  and  feeding.  The  mother  should 
always  lie  down  when  nursing,  and  should  not 
ob.serve  the  baby  too  closely,  as  it  is  likely  to  pro- 
duce eye  strain,  headache,  and  backache.  Caked 
breasts  are  treated  with  support  and  ice  bags,  while 
partial  pumping  is  helpful.  Massage  should  not 
be  done  at  any  time.  Ojiiates  are  given  only  to 
relieve  pain.  Within  a few  days  the  law  of  supply 


and  demand  relieves  the  situation.  Drying  up  the 
breasts  needs  no  special  treatment.  Binding  and 
the  local  use  of  ice  is  all  that  is  needed.  Massage, 
pumping,  ointments,  etc.,  are  of  no  value.  Limi- 
tations of  fluids  and  catharsis  neither  are  of  value. 
Simple  mastitis  is  treated  with  rest  and  ice.  Pump- 
ing is  helpful.  If  it  is  not  relieved  in  forty-eight 
hours  the  probability  is  that  it  has  progressed  to 
abscess  formation. 

Pus  in  the  breast  may  be  difficult  to  diagnose. 
The  appearance  of  edema,  redness,  fever,  chill, 
etc.,  aids  in  the  diagnosis.  Needling  the  suspected 
mass  often  confirms  the  diagnosis.  Abscesses 
which  develop  are  either  first,  subcutaneous ; or 
second,  intramammary.  The  former  should  be 
operated  upon  with  a radial  incision  at  the  most 
dependent  portion,  while  the  latter  should  be  oper- 
ated upon  at  the  base,  by  raising  the  whole  gland. 
Drainage  should  be  by  rubber  dam,  left  until  it  is 
pushed  out  by  the  healing  process.  There  is  no  so- 
called  “milk  fever.”  Visitors  with  colds  must  be 
kept  away  from  both  mother  and  babe.  If  the  doc- 
tor is  in  attendance  upon  septic  cases  he  should  not 
treat  the  puerperal  patient.  Infected  cases  should 
be  isolated,  the  patient  placed  in  Fowler’s  position, 
and  ice  applied  locally.  Medication  consists  of 
ergot  by  mouth  and  pituitan,'  extract  hypodermi- 
cally. Liquids  should  be  forced,  and  the  patient 
should  receive  an  abundance  of  fresh  air.  Vaginal 
examinations  should  not  be  made  at  this  time,  but 
stitches,  if  present,  may  be  removed.  Fever  after 
the  second  week  may  be  due  to  pyelitis,  phlebitis, 
meningitis,  etc. 

After  pains  are  due  to  the  efiforts  of  the  uterus 
to  expel  secundines  or  clots.  Salicylic,  (acetyl) 
five  grains  every  three  hours  are  helpful.  Bleed- 
ing which  occurs  during  the  lying-in  period  may 
be  due  to  inertia,  retention  of  secundines  or  in- 
fection. The  uterus  should  not  be  invaded  except 
to  control  hemorrhages.  Treatment  is  by  ergot, 
pituitary  extract,  pressure,  ice,  etc. 

After  the  .second  day,  the  normal  patient  is  not 
only  permitted  to  move  about  but  is  encouraged 
to  do  so.  This  aids  drainage  as  well  as  involution. 
If  the  uterus  is  below  the  symphy.ses  at  the  tenth 
day  involution  is  satisfactory.  From  the  second 
day  she  is  urged  to  lie  on  her  abdomen  for  one- 
half  hour  twice  daily,  h'xercises  are  cumulative, 
beginning  with  the  ujiiier  portion  of  the  bodv  and 
continuing,  until  by  the  fifth  day  all  the  joints  are 
being  exercised.  When  lochia  alba  appears  she 
may  use  the  knee-chest  jiosition.  Whatever  the 
value  of  these  exercises  .she  at  least  feels  much 
better  when  she  leaves  the  hospital.  'I'he  only 
contraindications  are  severe  lacerations,  infections, 
and  certain  constitutional  diseases.  .All  exercises 
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are  supervised  by  the  nurse.  Abdominal  and 
breast  binders  are  of  no  special  value  but  may 
give  comfort  to  the  patient. 

The  patient  is  allowed  to  get  up  by  the  tenth 
day  or  before.  (We  feel  that  as  long  as  the  pa- 
tient has  had  nine  months  of  difficulty  she  should 
be  given  at  least  this  much  time  to  rest.  It  may 
not  be  essential  but  it  is  at  least  beneficial.)  Be- 
fore going  home  she  should  be  instructed  in  the 
care  of  the  baby  as  to  feeding,  bathing,  etc.  An 
examination  is  made  before  the  patient  leaves  to 
see  what  damage  has  resulted  from  her  experience. 
If  subinvolution  is  present,  ergot  is  prescribed,  and 
hot  douches  ordered.  If  retroversion  is  present, 
the  prescribed  treatment  is  similar. 

THE  recuperative  PERIOD 

When  taken  home  the  mother  should  be  given 
every  consideration.  She  should  not  resume  nor- 
mal activities  until  about  the  fourth  week.  Dur- 
ing the  first  few  weeks  the  mental  condition  is 
watched  carefully,  since  the  routine  of  the  new 
baby,  uncertain  ventilation,  fear  of  conception, 
etc.,  may  bring  her  into  a state  bordering  on  a 
psychosis.  This  is  especially  true  of  primiparas. 
During  this  time  such  conditions  as  hyperthyroid- 
ism, pulmonary  tuberculosis,  cholecystitis,  etc., 
may  occur.  Puerperal  insanity  is  a real  danger 
and  if  subsequent  pregnancies  are  allowed  to  de- 
velop, this  condition  may  reapjjear  in  a more 
severe  type  with  each  pregnancy.  Recently  two 
patients  in  my  practice  with  this  definite  condition 
were  noted,  and  with  the  third  pregnancy,  one  of 
them  had  to  be  confined  in  the  insane  hospital  for 
a year  before  she  returned  to  normalcy.  All  pa- 
tients having  a history  of  toxemia  are  especially 
subject  to  this  danger. 

A final  examination  is  recommended  from  six 
to  eight  weeks,  at  which  time  it  is  possible  to 
examine  with  greater  accuracy  damages  done  to 
pelvic  structures.  The  cervix  is  examined  with 
the  speculum  and  a strong  light.  Lacerations, 
eversions,  discharges,  cysts,  etc.,  are  noted  and 
treated. 

Retroversion  is  found  in  about  20  per  cent  be- 
fore pregnancy,  but  in  only  ten  per  cent  afterward. 
This  also  is  the  incidence  in  unmarried  women. 
No  treatment  is  advised  unless  complications  ex- 
ist. If,  however,  the  uterus  is  found  in  a state  of 
subinvolution  the  patient  may  practice  the  knee- 
chest,  mule-kick  or  monkey-walk.  Where  retro- 
version is  associated  with  subinvolution,  and  the 
uterus  remains  unchanged  after  these  exercises, 
a pessary  may  be  of  considerable  value,  and  should 
be  worn  for  about  two  months.  Later,  when  the 
pessary  is  removed  if  no  symptoms  appear,  further 
treatment  is  unnecessary,  but  if  symptoms  persist 


following  its  removal,  then  operative  procedures 
may  be  justified.  If  bleeding  persists  during  the 
recuperative  period  it  may  be  due  to  subinvolution, 
polyps,  or  other  pathologic  conditions,  especially  , 
chorioepithelioma.  Treatment  depends  on  condi- 
tions present. 

The  return  of  menstruation  varies  with  different  | 

individuals.  In  those  who  do  not  nurse  the  baby  \ 

it  usually  appears  in  about  six  weeks,  while  in  \ 

those  who  do,  it  appears  about  the  third  to  fourth  ( 

month  or  in  some,  not  until  after  the  baby  is  i 

weaned.  The  mother  should  be  warned  that  the  ) 

first  period  may  be  profuse.  If  the  cervix  is  red,  ] 

inflamed,  bleeds  when  touched,  or  produces  irri-  i 

tating  discharges,  the  treatment  is  the  electric 
cautery.  These  treatments  given  at  seven  to  four-  ] 

teen  day  intervals  usually  cure  these  “erosions”  ] 

with  a subsidence  of  all  symptoms.  No  anesthetic  | 

is  necessary.  Cervical  lacerations  are  also  greatly  I 

helped,  and  cysts,  fibrosis  or  hypertrophy,  are  : 

often  prevented.  Cancer  may  thus  be  prevented, 
since  there  is  an  almost  universal  agreement  that  | 
a definite  relationship  exists  between  the  trauma 
of  labor,  subsequent  cervical  pathology  and  can- 
cer of  the  cervix. 

POSTPUERPERAL  PERIOD 

Many  physicians  call  the  examination  made  at  I 
the  end  of  six  to  eight  weeks  the  “final  examina- 
tion.” They  consider  this  as  sufficient  until  an-  ' 

other  pregnancy  begins,  and  this  assumption  is  I 

generally  true.  However,  many  patients  have  I 

various  pathologic  conditions  which  need  obser- 
vation and  treatment  which  an  examination  at  the  | 

end  of  three  months  will  discover.  A yearly  i 

examination  is  also  valuable.  Dublin  says  45  : 

per  cent  of  the  deaths  are  due  to  puerperal  ' 

infection.  Polak  stated  that  60  per  cent  of 
our  gynecologic  work  comes  from  our  obstetric 
practice.  About  33  per  cent  of  our  deaths  could  i 
be  saved  by  closer  follow  up  examinations  of  those 
who  have  complications.  Bacon  states  that  33  per  • 
cent  of  women  with  tuberculosis  die  one  year  after  ' 
delivery.  It  is  a record  that  one  per  cent  of  all 
mothers  have  injured  hearts,  and  of  these  who 
have  heart  disease,  20  per  cent  die  in  the  seven 
years  following  delivery.  A mitral  stenosis  with 
decompensation  often  takes  its  tribute  during  the 
second  week  of  the  puerperium.  Both  nephritis 
and  syphilis  cause  many  intra-uterine  deaths.  With 
universal  Wassermann  examinations  both  mother 
and  child  could  have  been  treated  and  the  baby 
saved.  It  is  stated  that  two  per  cent  of  white 
women  and  sixteen  per  cent  of  colored  have  posi- 
tive Wassermann  reactions.  Gonorrhea  causes 
frequent  blindness,  as  well  as  sterility.  Thyroid 
therapy  in  certain  cases  will  prevent  the  crisis  of 
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hyperthyroidism,  and  supply  the  babe  with  prophy-* 
lactic  treatment. 

The  infant  should  not  be  placed  in  cold  water 
following  birth  because  there  is  danger  of  pneu- 
monia. Any  mucus  should  be  aspirated  with  a 
catheter.  If  there  is  dffiiculty  in  breathing,  an 
oxygen  tent  is  valuable.  Birth  injuries  are  all  too 
common.  Fractures  of  the  humerus  or  clavicle 
are  easily  treated  and  may  be  justified,  but  they 
are  a source  of  embarrassment  at  times.  Paralysis 
of  the  arm  following  birth  often  leaves  the  infant 
a cripple  for  years,  and  it  is  better  for  us  to  con- 
duct a proper  examination  at  birth,  and  discover 
these  troubles  rather  than  for  the  mother  or  others 
to  bring  them  to  our  attention. 

Impetigo  is  a difficulty  which  all  hospitals  dread. 
It  is  a most  annoying  trouble  to  overcome.  If  the 
baby  is  sent  home  in  this  condition,  the  parents 
feel  that  there  has  been  some  neglect.  Treatment 
by  silver  nitrate,  10  per  cent  to  the  blebs,  will 
limit  its  spread.  The  use  of  ammoniated  mercury 
five  to  ten  per  cent  locally  is  used  for  the  rest  of 
the  body.  Hemorrhagic  neonatorum  will  often 
stop  with  the  injection  of  twenty  cubic  centimeters 
of  the  mother’s  blood  intraperitoneally. 

In  closing,  I should  like  to  emphasize  that,  just 
as  prenatal  care  saves  the  lives  of  many  women 
and  babies  each  year,  so  will  postpartum  care,  if 
properly  carried  out,  result  in  the  prevention  and 
cure  of  many  abnormal  conditions.  Let  us  give 
women  as  much  attention  after  their  babies  are 
born  as  before,  and  we  shall  avoid  much  misery. 

BIBLIOGRAPHY 

1.  Royston,  G.  D. : Postnatal  care.  Jour.  Missouri  Med.  Assn., 
xxix;198-206  (May)  1932. 

2.  Pickett.  Alice  N. : Routine  postpartum  care.  Kentucky 

Med.  Jour.,  xxix  :672-676  (December)  1931. 

3.  Moon,  Charles  F. : Postnatal  care.  Jour.  Iowa  Med.  Soc., 
xxii:313-316  (July)  1932. 

4.  Litzenberg,  J.  C. : Postnatal  supervision.  Nebraska  Med. 

Jour.,  xviii  :4(57-469  (December)  1933. 

5.  Galloway.  Charles  E. : Postpartum  care.  Amer.  Jour.  Obst. 
and  Gynec.,  xxi  :568-566  (April)  1931. 

6.  Davis.  Carl  Henry:  Convalescent  care  for  the  obstetric 

patient.  Internat.  Jour.  Med.  and  Surg.,  xliii  :80-85  (February) 
1930. 

7.  Plass,  E.  D. : Retrodiaplacement  of  the  uterus  as  an  ob- 

stetric complication.  Jour.  Am.  Med.  Assn.,  xciv  :255-259  (Janu- 
ary 25)  1930. 

8.  Plass,  E.  D. : Simplification  of  obstetric  care.  Jour.  Iowa 
Med.  Soc.,  xix:158-163  (April)  1929. 

THE  RHYTHM  OF  FERTILITY* 

Joseph  Brown,  M.D.,  F.A.C.S. 

Des  Moines 

Within  the  past  decade,  the  medical  profession, 
and  the  laity  as  well,  have  become  conscious  of 
tremendous  strides  made  in  the  studies  of  the 
physiology  of  the  female  sex  cycle.  While  many 
studies  had  been  made  upon  the  physiology  of  the 
female  genitalia,  no  contribution  to  medical  liter- 
ature had  been  made  that  was  as  far-reaching  in 
its  eflFects  as  the  work  of  Hitchman  and  Adler  in 

•Presented  before  the  Eighty-fourth  Annual  Session,  Iowa  State 
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1908  and  the  studies  made  by  Novak  in  1924. 
These  men  showed  that  the  endometrium  is  not  in 
a restive  state  from  one  menstrual  period  to  an- 
other, but  undergoes  definite,  rhythmic  changes  of 
development  and  degeneration  at  fixed  pericxls  in 
the  menstrual  month;  and  that  the  time  of  the 
menstrual  cycle  could,  with  certainty,  be  estab- 
lished by  examination  of  the  endometrial  section. 
These  studies  made  us  “rhythmic-conscious,”  that 
is,  made  us  realize  more  and  more,  that  the  whole 
generative  system  was  subject  to  fixed  periodicity. 
The  work  of  Smith  and  Engle,  and  Zondek  and 
Aschheim  showed  us  the  dependence  of  this  peri- 
odicity upon  the  anterior  hypophysis,  with  the  re- 
sult that  our  present  knowledge  of  the  physiology 
of  menstruation  stands  almost  fool-proof  and  is 
not  likely  to  be  basically  disturbed.  The  future 
may  bring  elaborations  but  the  fundamentals  will 
remain  intact. 

Briefly,  menstruation  is  brought  about  by  the 
desquamation  and  consequent  bleeding  of  the  en- 
dometrium which  has  previously  been  prepared 
for  the  gravidic  state  by  the  corpus  luteum.  Under 
the  influence  of  the  A hormone  of  the  anterior 
pituitary  gland,  the  graafian  follicle  in  the  ovary 
is  ripened  and  the  hormone  elaborated  by  this  fol- 
licle is  responsible  for  the  preliminary  develop- 
ment of  the  endometrium.  When  the  follicle  is 
fully  ripened  and  bursts,  extruding  its  ovum 
(ovulation)  the  resultant  cavity  fills  with  blocxl, 
undergoes  organization,  elaboration,  and  forms  the 
corpus  luteum  which  elaborates  a hormone  of  its 
own  and  is  responsible  for  the  further  develop- 
ment of  the  endometrium  to  its  pregravidic  state 
(secretory  stage  of  Schroeder  ).  This  corpus  lu- 
teum developmental  stage  is  controlled  and  elabo- 
rated by  the  B hormone  of  the  anterior  pituitary 
gland.  If  the  ovum  becomes  fertilized,  the  corpus 
luteum  continues  its  function  and  the  early  embryo 
finds  a favorable  nidus  within  the  uterus.  If  the 
ovum  is  not  fertilized,  the  corpus  luteum,  through 
some  inherent  action  of  its  own  or  under  the  influ- 
ence of  the  anterior  hyjxiphysis  ceases  to  elabo- 
rate its  hormone  and  the  sudden  withdrawal  of 
this  (nutritive?)  hormone  is  followed  in  two  or 
three  days  by  degeneration  and  descjuamation  of 
the  pregravidic  endometrium  with  resulting  men- 
struation. 

We  see  from  our  knowledge  of  physiology  that 
before  true  menstruation  takes  place  there  must 
be  in  the  human  female,  three  factors  present: 
first,  ovulation ; second,  development  of  corpus 
luteum  ; third,  premenstrual  endometrium.  These 
three  factors  follow  in  sequence  and  it  is  quite  log- 
ical that  it  takes  .several  days  for  the  building  up 
process  of  the  pregravidic  endometrium.  This 
building  up  process,  that  is.  the  period  extending 
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from  the  rupture  of  the  graafian  follicle  to  the 
menstruation  is  thought  by  Ogino  to  be  about 
twelve  days  and  by  Knaus  about  fourteen  days ; 
that  is  to  say,  the  former  believes  that  ovulation 
takes  place  at  the  latest,  twelve  days  before  the 
onset  of  the  next  menstruation.  However,  Ogino, 
after  examination  at  laparotomy  of  many  ovaries, 
concludes  that  rupture  of  the  follicle  (ovulation) 
may  occur  any  time  in  the  five-day  period  from  the 
twelfth  to  the  sixteenth  day  before  the  onset  of 
the  next  menstruation.  Knaus  working  experi- 
mentally upon  animals  and  humans  by  noting  the 
sensitivity  of  the  uterus  to  injections  of  pituitrin 
comes  to  the  conclusion  that  the  rupture  of  the 
follicle  takes  place  between  the  fourteenth  to  the 
sixteenth  day  before  the  next  menstruation.  One 
fact  is  evident  both  theoretically  and  clinically : 
that  an  interval  of  at  least  twelve  to  sixteen  days 
is  present  between  ovulation  and  the  onset  of  the 
next  period.  From  these  data  we  see  that  there 
must  be  an  ovulation  period  before  there  can  be  a 
corpus  luteum,  and  that  a period  of  preparation  of 
at  least  twelve  days  must  ensue  before  menstrua- 
tion; therefore,  the  order  of  sequence  of  events  is 
preliminary  preparation,  ovulation,  pregravidic 
preparation,  and  then  either  pregnancy  or  men- 
struation. 

For  every  pregnancy,  of  course,  a union  be- 
tween a healthy  spermatozoon  and  a healthy  ovum 
is  necessary.  The  S]iermatozoon  must  possess 
sufficient  motility  so  that  it  can  reach  the  fimbri- 
ated end  of  the  fallopian  tube  in  a short  time.  It 
has  been  demonstrated  experimentally,  and  at  lap- 
arotomy shortly  before  coitus,  that  healthy  sper-' 
matozoa  reach  the  tubes  within  two  to  three  hours 
after  they  have  been  deposited  in  the  vaginal  vault. 
The  old  question  of  how  long  the  spermatozoa  live 
and  retain  their  fertilizing  power  in  the  female 
generative  tract  confronts  us,  and  it  is  a generally 
accepted  fact  that  the  limit  is  three  days.  In  fact, 
it  has  been  shown  that  spermatozoa  from  mam- 
mals whose  testicles  are  extra-abdominal  are  de- 
vitalized and  lysed  by  exposure  to  body  heat  for 
longer  periods  than  three  to  four  days. 

The  next  question  is  the  longevity  of  the  life  of 
the  ovum,  and  since  there  have  been  many  ideas 
upon  this  subject  I shall  not  recapitulate  irrelevant 
theories  but  come  to  the  point ; namely,  that  the 
human  ovum  lives  only  a few  hours  or  at  most, 
twelve  hours,  after  its  expulsion  from  the  follicle 
unless,  of  course,  it  is  fertilized.  We  have,  then, 
as  a basis  for  our  calculation  of  the  rhythm  of  fer- 
tility, a spermatozoon  that  may  live  and  fertilize 
for  a period  of  three  days,  a graafian  follicle  that 
may  rupture  any  time  within  a five  day  period,  and 
an  ovum  that,  unfertilized,  lives  only  a few  hours. 
If  we  can  coordinate  these  three  factors  into  some 


time  element  in  the  menstrual  cycle,  we  shall  have 
the  period  during  which  conception  may  take 
place.  We  know  now  that  at  least  twelve  days 
must  elapse  for  the  endometrium  to  develop  to  be 
a proper  nidus  for  the  nourishment  of  the  growing 
embryo.  There  must  of  necessity,  then,  be  a 
minimum  lapse  of  twelve  days  between  the  rup- 
ture of  the  follicle  and  menstruation. 

It  follows  naturally  that  conception  can  take 
place  any  time  within  the  five-day  ovulation  pe- 
riod, and  since  sjiermatozoa  may  live  for  three 
days  in  the  fallopian  tube,  we  have  a total  of  eight 
days  during  which  conception  is  possible ; the  few 
hours  of  life  of  the  ovum  need  not  be  considered 
in  our  calculation.  The  other  days  of  the  men- 
strual cycle  are  naturally  sterile  days,  since  there 
can  be  no  union  of  the  spermatozoa  and  ova. 

The  timing  of  this  eight-day  period  in  the  men- 
strual cycle  depends  upon  the  length  of  the  men- 
strual cycle.  According  to  Ogino^,  “notwith- 
standing the  length  of  the  menstrual  cycle,  the 
conception  period  is  in  the  eight  days  from  the 
twelfth  to  the  nineteenth  day  before  the  subse- 
quent menstruation.”  That  is,  five  days  of  the 
ovulation  period  and  three  days  for  the  life  of  the 
spermatozoa. 

For  the  calculation  of  the  fertile  and  sterile  days 
of  the  menstrual  month,  granting  a woman  has  a 
twenty-eight  day  cycle  and  twelve  days  are  neces- 
sary for  the  preparation  of  the  endometrium,  we 
deduct  twelve  days  from  the  expected  day  of  the 
next  menstruation  for  the  endometrial  develop- 
ment, and  from  the  twelfth  day,  begin  to  count 
back  five  days  for  the  ovulation  period  and  three 
days  for  the  life  of  the  spermatozoon.  We  have 
the  period  of  the  twelfth  to  the  nineteenth  day  in- 
clusive before  the  next  menstruation ; these  days 
are  fertile,  the  remainder  are  sterile.  In  this  sim- 
ple mathematical  process,  we  calculate  backward. 
It  is  much  easier  to  figure  it  this  way,  hence  the 
value  of  keeping  a calendar  for  at  least  several 
months  in  order  to  ascertain  accurately  the  date  of 
the  next  first  day  of  menstruation. 

However,  nature  does  not  always  work  with 
such  regularity.  In  fact,  menstrual  cycles  of 
equal  length,  month  after  month,  occur  in  only  a 
small  percentage  of  women.  My  old  professor  in 
gynecology  used  to  say  of  menstruation,  “Every 
woman  is  a law  unto  herself.”  Many  factors  may 
enter  to  upset  the  regularity  of  the  menstrual  cal- 
endar ; menstruation  may  be  earlier  or  later  than 
the  twenty-eight  day  period,  that  is,  the  menstrual 
cycle  may  be  considered  fairly  normal  and  still 
vary  within  a range  of  two  to  three  days,  as  from 
twenty-eight  to  thirty  or  twenty-eight  to  thirty-one 
days.  It  is  then  difficult  to  estimate  the  concep- 
tion period.  Here  let  me  repeat,  that  regardless 
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of  the  length  of  the  cycle  we  have  a twelve  day 
preparation  period  from  the  rupture  of  the  follicle 
to  menstruation,  so  that  if  the  menstrual  cycle  is 
lengthened  the  lengthening  occurs  at  the  begin- 
ning of  the  menstrual  cycle,  that  is,  from  the  end 
of  the  last  menses  to  the  first  day  of  the  concep- 
tion period,  and  if  the  cycle  is  shortened,  the 
shortening  also  comes  between  the  end  of  the  last 
menses  and  the  first  day  of  the  conception  period. 
However,  since,  with  irregular  menses  we  cannot 
accurately  estimate  the  day  of  the  next  expected 
menstrual  onset,  we  figure  into  our  mathematical 
problem  the  maximum  and  the  minimum  days  of 
the  cycle.  For  the  calculation  of  this  we  have 
two  formulae : 

Smulder’s : Date  of  next  menses  of  maximal 

cycle,  minus  twelve  days,  minus  eight  days,  minus 
days  of  variation. 

Example ; 27  to  30  day  cycle — last  menstrua- 
tion on  June  3,  date  of  next  menses  of  maximal 
cycle,  July  3 minus  twelve  days  equals  June  21, 
minus  8 days  equals  June  14,  minus  three  days  of 
variation  equals  June  11,  thus  making  the  concep- 
tion period  from  June  11  to  June  21. 

Ogino’s:  Figured  from  the  beginning  of  the 

last  menses. 

10  -I  10 

plus  plus 

Days  of  min.  cycle  > 27 

minus  minus 

28  J 28 

to  to 

17  I 17 

plus  plus 

Days  of  max.  cycle  >-  30 

minus  minus 

28  J 28 

In  calculating,  one  must  remember  to  include 
the  first  day  of  the  menstruation.  We  do  not,  as 
yet,  have  many  statistics  upon  the  application  of 
this  Ogino-Knaus  theory.  Even  the  authors  of 
this  theory  have  too  few  cases  under  perfect  con- 
trol upon  which  to  base  an  infallible  report.  We 
can  well  surmise  the  difficulty  of  keeping  very 
many  couples  under  perfect  control  for  a long 
period  of  time.  However,  Miller^  has  recently 
reported  on  eighty-seven  couples  who  strictly  ad- 
hered to  the  rhythm  theory  over  a period  of  sev- 
eral months  and  proved  the  workability  of  this 
theory.  He  reported  the  cohabitation  record  of 
154  couples  over  a period  of  several  months. 
“There  were  2200  cohabitations  both  before  and 
after  the  calculated  fertile  period,  not  one  of  which 
resulted  in  pregnancy.”  IMore  recently  Weinstock 
reported  416  pregnancies  in  as  many  women  fol- 
lowing a single  coitus.  These  women  were  ob- 
served for  a period  of  three  months.  He  came  to 
the  conclusion  that  conception  is  possible  on  any 
day  of  the  menstrual  cycle,  more  so  between  the 
fifth  and  tenth  day  of  the  cycle.  I have  two  ob- 
jections to  his  conclusions.  First,  that  from  the 


1 

9 = June  11 


to 

^19  = June  21 


^Conception 
I period 


J 


fifth  to  the  tenth  day  of  the  menstrual  cycle  not 
only  are  some  women  still  menstruating,  but  we 
know  histologically  that  the  endometrium  is  cer- 
tainly not  developed  enough  to  become  a suitable 
habitat  for  a growing  embryo,  and  that  in  the 
ovary,  the  corpus  luteum  is  undergoing  recession 
and  the  new  ovum  is  not  yet  developed.  Second, 
any  man  who  is  able  to  control  and  limit  416  cou- 
ples to  a single  coitus  over  a period  varying  from 
one  to  three  months,  may  possibly  be  able  to  con- 
trol Mother  Nature  herself,  and  with  him  I have 
no  quarrel. 

In  conclusion  let  me  state  that  the  rhythmic 
cycle  of  fertility  is  theoretically  sound  according 
to  our  present  knowledge  of  the  physiology  of  the 
menstrual  cycle  and  our  studies  on  the  lives  of  the 
spermatozoa  and  the  ova.  Statistics  are  still  too 
few  upon  which  to  base  a dogmatic  assertion  as  to 
its  practical  application.  No  definite  well  con- 
trolled statistics  can  be  available  in  less  than  two 
to  three  years.  The  whole  subject  is  worth  fur- 
ther study  for  it  is  quite  possible  that  the  applica- 
tion of  this  theory  to  the  daily  lives  of  women  may 
solve  economic  and  religious  problems. 
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NEPHRITIS  AND  PREGNANCY* 
William  F.  Mengert,  M.D.,  Iowa  City 

From  the  Department  of  Obstetrics  and 
Gynecology,  State  University 
of  Iowa 

During  the  eight-year  period  from  July  1,  1926, 
to  June  30,  1934,  5,139  women  were  delivered  in 
the  Department  of  Obstetrics  of  the  University  of 
Iowa  Hospitals.  Of  this  number,  forty-five 
women  were  found  to  have  permanently  damaged 
kidneys,  due  to  previous  infection  or  essential 
hypertension.  Thus,  the  incidence  of  pregnant 
women  with  previous  kidney  damage  was  0.88  per 
cent,  or  one  in  114  patients.  It  must  be  empha- 
sized that  this  study  is  not  concerned  with  that 
general  group  of  patients  usually  classified  as  “tox- 
emia of  pregnancy,”  but  deals  only  with  those 
patients  who  had  renal,  or  vascular  disease  com- 
plicated by  an  intervening  pregnancy.  The  pur- 
poses of  this  study,  therefore,  were;  first,  to  out- 
line and  classify  the  symptoms  and  signs  of  renal 
disease  in  pregnancy  as  observed  in  this  clinic  so 
as  to  facilitate  diagnosis  of  the  condition ; and 
second,  to  observe  the  effect  of  jiregnancy  upon 
patients  suffering  from  nephritis  or  essential  hy- 

• Pre«ente<l  before  the  ?)ighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9.  10,  1935. 
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pertension  in  an  attempt  to  formulate  sugges- 
tions for  therapy. 

Subjects 

These  forty-five  pregnant  women,  found  to  have 
one  form  or  another  of  kidney  disease,  were  classi- 
fied by  Dr.  W.  M.  Fowler  of  the  Department  of  the 
Theory  and  Practice  of  Medicine  after  a careful 
review  of  all  available  data.  The  first  group  of 
fifteen  patients  had  glomerular  nephritis,  while 
the  second  group  of  thirty  patients  included  those 
with  essential  hypertension.  This  classification 
from  the  clinical  story  and  findings  was  extremely 
difficult,  and  while  admittedly  not  without  error, 
will  serve  as  a working  basis  for  the  present  study. 
The  number  of  patients  constituting  the  subjects 
of  the  study  is  not  large  when  considered  from  a 
statistical  viewpoint.  Nevertheless,  it  is  felt  that 
definite  trends  can  be  indicated  on  the  basis  of 
the  observed  data. 

Table  I gives  general  statistics  regarding  these 
women.  It  will  be  noted  that  the  average  age 
and  average  numlier  of  children  is  lower  in  the 
group  with  ])rimary  renal  disease,  and  that  a sat- 


TABLE  I 


Age 

Years 

Pregnancies 

Number 

Satisfactory 
explanation 
of  etiology  in 

range 

aver- 

age 

range 

aver- 

age 

num- 

ber 

per 

cent 

Glomerular  Nephritis 
(15  patients) 

18-39 

29 

1-13 

4.3 

9 

60 

Essential  Hypertension 
(30  patients) 

22-46 

34 

1-13 

6.4 

13 

43 

isfactory  etiology  was  determinable  in  a greater 
percentage  of  the  patients  of  this  group.  How- 
ever, these  factors  lose  some  of  their  significance 
when  it  is  considered  that  they  were  used  as  part 
of  the  basis  for  the  classification  of  the  patients. 

Symptanis 

The  order  of  frecpiency  with  which  symptoms 
were  mentioned  by  the  individual  patients  is  given 


TABLE  II 
SYMPTOMS 


Number  of  patients  complaining 
of  various  symptoms* 

Glomerular 

Nephritis 

Essential 

Hypertension 

Total 

Edema 

9 

27 

36 

Headache 

7 

25 

32 

5 

17 

22 

Nocturia. 

4 

10 

14 

Dyspnea 

3 

9 

12 

Dizziness 

0 

12 

12 

Fatigue 

4 

3 

7 

Palpitation 

2 

4 

6 

* other  symptoms  included  backache,  epistaxis,  vomiting,  and 
epigastric  pain. 


in  Table  II.  Interest  with  regard  to  these  findings 
centers  around  the  three  symptoms  most  fre- 
quently noted,  namely ; edema,  headache  and 
blurred  vision.  These  seem  to  constitute  a triad, 
which  when  mentioned  by  the  pregnant  patient, 
should  serve  as  a warning  signal  to  the  physician. 

Physical  Findings 

The  average  blood  pressure  at  admission  and 
discharge,  and  the  number  and  per  cent  of  pa- 
tients presenting  an  enlarged  heart  and  pathologic 
changes  in  the  eye  grounds  are  shown  in  Table 
III.  It  will  be  noted  that  the  average  systolic  blood 
pressure  was  above  200  millimeters  of  mercury  in 
both  groups  at  admission  and  that  it  was  still 
markedly  elevated  at  the  time  of  discharge.  Actu- 


TABLE  III 

PHYSICAL  FINDINGS 


Average 

blood 

pressures 

Patients 

showing 

enlarged 

heart 

Pat 
sho 
path 
chan 
eye  g 

ents 
wing 
ologic 
ges  in 
rounds 

admis- 

sion 

dis- 

charge 

num- 

ber 

per 

cent 

num- 

ber 

per 

cent 

Glomerular 

223 

154 

10 

67 

12 

80 

Nephritis 

143 

98 

Essential 

217 

164 

21 

70 

21 

70 

Hypertension 

— 

— 

135 

107 

ally,  only  three  of  the  patients  in  the  first  group 
and  six  of  the  second  group  had  a systolic  blood 
pressure  below  200  millimeters  of  mercury  during 
the  first  few  days  of  hospitalization.  Pressures  of 
200  millimeters  of  mercury  are  unusually  high  at 
any  time  for  patients  subsequently  shown  to  have 
bad  an  uncomplicated  toxemia  of  pregnancy  with 
no  permanent  renal  damage.  Hence,  it  is  felt  that 
such  a systolic  blood  pressure  constitutes  an  im- 
portant diagnostic  sign  of  permanent  renal  damage 
in  the  pregnant  woman. 

It  will  be  seen  from  Table  IV  that  the  over- 
whelming majority  of  these  patients  presented 
some  degree  of  albuminuria  when  they  were  first 
observed. 


TABLE  IV 

URINARY  FINDINGS 


Patients  Showing 

Albuminuria 

Hematuria 

Cylindruria 

num- 

ber 

per 

cent 

num- 

ber 

per 

cent 

num- 

ber 

per 

cent 

Glomerular 

Nephritis 

14 

93 

9 

60 

11 

73 

Essential 

Hypertension 

29 

97 

11 

37 

19 

63 

The  blood  chemistry,  though  estimated  at  least 
once  in  every  patient,  revealed  nothing  abnormal 
except  in  the  occasional  patient  in  whom  uremia 
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became  manifested.  In  general,  there  was  an  eleva- 
tion of  uric  acid  values,  but  of  such  slight  degree 
as  to  be  scarcely  significant  and  surely  of  no  diag- 
nostic importance.  Urea  nitrogen  and  creatinine 
values  remained  in  the  normal  range. 

Similarly,  the  blood  count  presented  no  unusual 
features.  In  general,  there  was  a slight  anemia, 
but  this  finding  loses  significance  when  it  is  re- 
membered that  there  is  a definite  hydremia  with 
resulting  lowering  of  hemoglobin  percentage  and 
erythrocyte  count  during  normal  pregnancy,  and 
that  edema  accentuates  the  blood  dilution. 

Diagnosis 

Some  of  the  patients  were  known  to  have  kid- 
ney disease  when  they  appeared  in  the  obstetric 
service  for  delivery  care.  Many  of  them  were 
diagnosed  during  the  first  pregnancy  observed  in 
the  clinic,  but  others  were  not  detected  until  sub- 
sequent admissions  or  until  the  histories  were  re- 
viewed for  the  purposes  of  the  present  study. 
Table  V shows  that  80  per  cent  of  those  patients 


TABLE  V 

ESTABLISHMENT  OF  DIAGNOSIS 


Reco^ized  Prior  to,  or  During 
Obstetrical  Admission 

Recognized  After 
Obstetrical 
Admission 

Number 

Before 

first 

Obstetric 

Admis- 

sion 

During 

Preg- 

nancy 

Imme- 

diately 

Post 

partum 

Per 

cent 

Subse- 

quent 

Admis- 

sion 

At 

Review 

of 

History 

Glomerular 

Nephritis 

3 

3 

6 

80 

3 

0 

Essential 

Hypertension 

2 

13 

3 

60 

4 

8 

with  primary  renal  disease  and  60  per  cent  of 
those  with  essential  hypertension  were  diagnosed 
prior  to,  or  during,  the  first  observed  pregnancy. 
The  ease  of  diagnosis  of  existing  or  pre-existing 
renal  disease  depends  largely  upon  its  severity. 
The  more  severe  the  kidney  lesion,  the  earlier  in 
pregnancy  it  becomes  manifest  and  the  easier  its 
diagnosis.  Those  patients  who  present  edema, 
headache,  blurred  vision,  albuminuria  and  hyper- 
tension in  early  pregnancy  almost  surely  have 
some  form  of  renal  disease,  for  it  is  well  recog- 
nized that  the  true  toxemias  of  pregnancy  usually 
develop  only  in  the  last  trimester. 

If  the  pre-existing  renal  disease  is  mild,  so  that 
symptoms  do  not  ari.se  until  late  pregnancy,  dif- 
ferential diagnosis  is  often  impossible  until  the 
late  iHierperium,  when  the  complicating  factor  of 
pregnancy  has  been  removed.  Also,  there  is  con- 
siderable confusion  introduced  by  the  fact  that 
.severe  toxemias  themselves  may  give  rise  to  defi- 
nite chronic  nephritis.  Gibberd^  found  that  four- 
teen per  cent  of  91  initially  healthy  women  who 


suffered  from  severe  pregnancy  toxemia  ulti- 
mately developed  chronic  nephritis.  Unquestion- 
ably, some  of  the  women  of  this  study,  who  were 
not  discovered  to  he  suffering  from  chronic  neph- 
ritis until  they  were  readmitted  at  a later  date,  fall 
into  this  category. 

Follozv-np 

Questionnaires  were  sent  to  all  patients  not  defi- 
nitely known  to  be  dead.  Many  of  the  patients 
were  conversant  with  their  own  physical  condition 
and  returned  a satisfactory  report.  We  are  deeply 
indebted  to  the  patients’  physicians  for  helping  to 
trace  some  of  the  others,  and  for  their  generosity 
in  giving  time  to  conduct  physical  examinations 
and  render  reports.  A few  of  the  patients  were 
returned  to  the  clinic  for  study. 

Forty-three  of  the  forty-five  women,  or  96  per 
cent,  were  traced.  Of  this  numher,  eight  were 
dead.  Table  VI  shows  the  various  percentages, 
the  number  of  years  elapsed  from  the  time  diag- 
nosis was  made  to  the  present  time,  or  to  death, 
the  percentage  of  those  patients  reporting  who 
now  have  albuminuria  and  the  average  blood  pi'es- 
sures  of  those  reporting.  Obviously,  two  and  one- 


TABLE  VI 
FOLLOW-UP 


Number 

of 

Patients 

in 

Series 

Patients 

Traced 

Pat 

D 

ents 

;ad 

Years 
Elapsed 
from 
Diagno- 
sis to 
Present 
Time  or 
to  Death 

Albumi- 
nuria 
in  the 
Patients 
Report- 
ing 

Per  cent 

Average 
Blood 
Pressure 
in  the 
Patients 
Report- 
ing 

num- 

ber 

per 

cent 

num- 

ber 

per 

cent 

Glomerular 

Nephritis 

15 

15 

100 

4 

26.7 

3 0 

78 

190 

105 

Essential 

Hyper- 

tension 

30 

28 

93 

4 

13  3 

2.3 

45 

185 

112 

Total 

45 

43 

96 

8 

17.8 

2.5 

55 

180 

110 

half  years  is  too  short  a time  to  evaluate  properly 
the  effect  of  pregnancy  on  the  course  of  so  insidi- 
ous and  malignant  a disease  as  chronic  nephritis. 
Flowever,  the  data  available  have  been  tabulated 
in  Table  VII  and  offer  an  interesting  observation. 

TABLE  VII 

COMPARISON  OF  MORTALITY  RATES 


Averaite  yearly  death  rate  of  whole  female  pop- 
ulation of  childbearinft  age  of  New  York 
City.  (Herrick  and  Tillman) 0.4% 

Average  yearly  death  rate  of  women  of  child- 
bearing age  suffering  from  chronic  nephritis, 
not  complicated  liu  prcfinanci/.  (Standee)....  less  than  4.0% 

Average  yearly  death  rate  of  women  of  this 

study  7.1% 


The  average  yearly  death  rate  of  the  whole  female 
jiopulation  of  childbearing  age  of  New  York  City 
is  given  by  Herrick  and  Tillman®  as  four-tenths 
of  one  per  cent.  The  average  yearly  death  rate 
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of  women  of  child-bearing  age  suffering  from 
chronic  nephritis,  not  complicated  by  pregnancy, 
and  gleaned  by  Stander^  from  the  best  insurance 
company  and  medical  statistics,  is  less  than  4.0 
per  cent.  The  average  yearly  death  rate  of  the 
women  of  the  present  study,  obtained  by  dividing 
the  total  death  rate,  17.8  per  cent,  by  the  average 
number  of  years,  2.5,  is  7.1  per  cent.  Hence,  it 
will  be  seen  that  the  death  rate  of  the  women  of 
this  study  is  practically  twice  that  of  zvomen  with 
chronic  nephritis,  imccnn plicated  by  pregnancy 
and  nearly  eighteen  times  the  noniud  death  rate  of 
the  female  population  of  child-bearing  years  of 
New  York  City.  In  other  words,  these  forty-five 
women  who  were  suffering  from  clironic  nephri- 
tis or  essential  hypertension  have  two  times  the 
death  rate  they  would  have  had,  had  they  not  be- 
come pregnant ! This  seems  rather  a lieavy  pen- 
alty to  pay  for  a pregnancy.  Though  this  group  of 
forty-five  women  is  too  small  for  statistical  study, 
the  evidence  of  a doubled  death  rate  seems  incon- 
trovertible. 

Standei"*  says,  “Pregnancy  itself,  therefore,  has- 
tens death  and  increases  its  rate  in  women  suf- 
fering from  renal  disease.”  Herrick  and  Tillman,^ 
on  the  basis  of  a follow-up  study  of  594  toxemic 
women  observed  at  the  Sloane  Hospital  for 
Women  over  a period  of  15  years,  feel  that,  “In 
the  ca.se  of  established  nephritis,  whether  latent 
or  manifest,  jiregnancy  activates  and  aggravates 
roughly  in  pro]iortion  to  the  size  of  the  fetus.” 
In  other  words,  the  longer  pregnancy  is  allowed 
to  continne  after  the  diagnosis  of  pre-existing  or 
existing  renal  disease  is  established,  the  more  harm 
is  done  to  already  incompetent  kidneys. 

Treatment 

In  the  face  of  the  facts  elicited  by  the  study  of 
the  present  series  of  45  women,  and  of  the  opinions 
quoted,  it  would  seem  that  the  treatment  of  chronic 
renal  disease  of  either  type  complicated  by  preg- 
nancy must  attain  two  objectives;  first,  interrup- 
tion of  pregnancy  as  soon  as  diagnosis  is  made ; 
and  second,  prevention  of  future  pregnancies. 

It  is  recognized  that  exceptional  cicumstances 
may  arise  which  would  cause  one  to  deviate  from 
the  treatment  just  outlined.  A primigravida  with 
a mild  chronic  nephritis,  diagnosed  just  before  the 
jieriod  of  viability  of  the  child,  might  be  carried 
along  for  a few  weeks  in  the  hope  of  obtaining  a 
live  baby.  Obviously,  if  she  is  desperately  in  want 
of  a baby  she  will  never  again  have  so  good  a 
chance  for  one,  because  nephritis  becomes  pro- 
gressively worse,  and  a second  pregnancy  will 
aggravate  the  disease  even  more  than  the  first. 
On  the  other  hand,  Williams^’  says  that,  “With 
the  exception  of  syphilis,  chronic  nephritis  is  the 
most  common  cause  of  premature  intrauterine 


death,”  and  Fishberg^  claims  that  “abortion,  pre- 
mature labor,  and  intrauterine  death  of  the  fetus 
are  all  common.”  It  is  evident,  therefore,  that 
it  is  not  justifiable  to  subject  the  pregnant  woman  i 
with  known  renal  disease  to  very  many  weeks  of  i 
conservatism  in  the  face  of  the  possible  chance  of 
premature  intrauterine  death  of  the  fetus. 

It  is  felt,  therefore,  that  chronic  nephritis  or 
essential  hypertension  complicated  by  pregnancy 
should  be  treated  by  interruption  of  the  pregnancy, 
that  is  by  therapeutic  abortion,  and  by  some  form  i 
of  permanent  sterilization.  The  disease  itself  is  i 
a progressive  one.  Hence,  if  it  is  agreed  that  : 
abortion  is  justified,  it  is  essential  to  prevent  fu-  i 
ture  pregnancies,  as  the  existing  renal  damage  will  | 
never  be  repaired,  and  each  succeeding  pregnancy 
adds  further  insult.  Contraception  is  not  suffi-  i 
cient.  In  early  pregnancy,  dilatation  and  curet-  | 
tage  with  vaginal  ligation  of  the  tubes  may  be  done  I 
at  one  sitting.  Stander"*  favors  hysterectomv,  for  ; 
both  objectives  of  treatment  are  attained  at  once  | 
by  this  procedure.  He  feels  also  that  the  invol- 
utionary changes  of  the  uterus,  necessitating  in- 
creased urinar}.'  excretion  are  harmful  to  diseased  ■ 
kidneys.  In  later  pregnancy,  abdominal  hyster- 
otomy with  tubal  sterilization  will  suffice.  | 

SUMMARY 

Forty-five  women,  fifteen  with  primary  renal  | 
disease  and  thirty  with  essential  hypertension  com-  i 
plicated  by  pregnancy,  observed  in  the  Department 
of  Obstetrics  of  the  University  of  Iowa,  were  ] 
studied  in  order  to  learn  the  important  diagnostic 
features  of  the  condition  and  to  obtain  some  sug- 
gestions for  therapy.  Only  two  of  the  women  , 
were  untraced  on  follow-up  study,  so  that  96  per 
cent  of  the  patients  were  studied  by  report  of  i 
patient  or  her  physician,  or  by  return  to  the  clinic.  i 

One  pregnant  woman  out  of  every  1 14,  or  0.88 
per  cent,  admitted  to  this  clinic  was  found  to 
have  suffered  previous  kidnev  damage. 

The  major  symptoms  of  which  the  patients  com-  * 
plained  at  the  time  of  admission,  in  order  of  fre- 
quency, were:  edema,  headache,  blurred  vision. 

All  but  nine  of  the  patients  had  a systolic  blood 
pressure  greater  than  200  millimeters  of  mercury 
during  the  first  few  days  of  hospital  stay.  It  is 
felt  that  this  is  an  important  diagnostic  point. 

Eight  of  the  patients,  17.8  per  cent,  are  dead 
after  an  average  period  of  observation  for  the  j 
whole  group,  of  two  and  one-half  years.  This  j 
gives  an  average  yearly  death  rate  of  7.1  per  cent,  ; 

which  is  practically  two  times  that  of  women  with  i 

chronic  nephritis  uncomplicated  by  pregnancy,  and  ‘ 
nearly  eighteen  times  the  death  rate  of  the  female 
population  of  childbearing  age. 

Hence,  it  is  felt  that  the  treatment  of  chronic 
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nephritis  or  hypertension  complicated  by  preg- 
nancy is  therapeutic  abortion  and  permanent  ster- 
ilization. 
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THE  PRENATAL  MANAGEMENT  OF 
PREGNANCY  WITH  SPECIAL 
REFERENCE  TO  THE 
TOXEMIAS* 

Draper  Long,  M.D.,  Mason  City 

There  can  be  little  doubt  but  what  the  public 
and  especially  the  expectant  mothers  are  fearfully 
concerned  about  the  high  maternal  mortality  rate 
in  the  United  States.  I have  casually  read  some 
thirty  articles  in  well  known  lay  magazines^  and 
have  come  to  the  definite  conclusion  that  thousands 
of  young  married  women  must  have  read  these 
cold  statistics  with  a dismal  outlook  toward  what 
should  be  a natural  event.  The  women  of  this 
country  have  learned  from  these  articles  that  the 
causes  for  this  high  mortality  rate  are  due  to  three 
main  factors,  namely,  the  large  number  of  puer- 
peral sepsis  cases,  the  high  incidence  of  operative 
and  analgesic  interference,  and  the  urgent  need  for 
not  only  some,  but  proper  prenatal  care. 

It  is  true  that  along  with  the  great  advances  in 
other  fields  of  medicine,  obstetrics  has  advanced 
also,  but  as  the  public  has  been  reading  of  only  the 
fearful  side,  it  is  our  duty  to  calm  their  fears  and 
make  childbirth  to  them  a most  optimistic  and 
desired  incident.  In  our  own  minds,  however,  we 
cannot  help  but  be  somewhat  concerned  over  the 
figures,  and  although  the  above  named  factors  are 
from  lay  magazines  I do  not  feel  that  they  should 
be  overlooked.  We  as  individuals  should  strive  to 
minimize  the  mortality  rate  in  our  own  practice. 

I wish  to  discuss  here  certain  routine  measures 
in  prenatal  care  especially  those  regarding  the 
toxemias,  notably  the  toxic  vomiting  in  the  early 
trimester  and  the  eclamptic  syndromes  encoun- 
tered later  in  pregnancy.  These  important  pre- 
natal steps  may  not  prevent  toxemias  but  it  has 
been  shown  that  they  will  markedly  diminish  the 
number  of  cases  of  eclampsia  and  toxic  deaths.^  I 
shall  mention,  too,  procedures  that  should  be  fol- 
lowed when  toxic  states  are  threatening,  and  a 
few  new  thoughts  under  treatment,  not,  however, 
taking  uj)  the  management  of  each  toxemia  in  its 
entirety. 

Bn  4ente<i  before  the  Eighty-fourth  Annual  Session,  Iowa 
S‘ac  Mecll.^nl  Society.  Davenport.  May  8,  9,  10.  1935. 


First  Visit  and  Instructions 

After  the  history  and  physical  examination  it  is 
well  to  give  the  patient  a printed  list  of  instruc- 
tions, including  the  time  of  prenatal  visits,  diet, 
exercise  program,  etc.  Necessary  medications  are 
prescribed  or  given  at  this  time.  These  things 
done,  I believe  it  well  to  sit  back  in  your  chair  and 
have  a little  informal  chat  with  the  patient,  per- 
haps explaining  a few  of  the  printed  instructions, 
such  as  the  reasons  for  her  prenatal  visits,  and  the 
importance  of  notifying  the  doctor  of  any  unusual 
stated  symptoms.  Above  all,  one  should  have  a 
cheerful  optimistic  attitude  toward  her  confine- 
ment, reassuring  her  always  as  to  the  final  out- 
come. If  there  are  any  abnormalities  well  founded 
do  not  tell  the  patient,  but  speak  to  the  husband,  if 
necessary.  A few  well  said  words  at  this  time  may 
mean  much  to  your  patient’s  mental  outlook  on 
her  confinement  period. 

History 

A thorough  medical  history  should  be  taken  at 
the  outset,  and  one  should  stress  the  importance  of 
any  past  illnesses  that  may  have  affected  the  kid- 
ney, or  any  family  tendency  to  Bright’s  disease. 
Naturally,  the  histories  of  past  labors  should  be 
complete.  The  presence  of  albuminuria,  high 
blood  pressure,  or  other  signs  of  toxemia  should 
be  determined.  Many  have  the  erroneous  opin- 
ion that  eclampsia  is  a disease  affecting  only  primi- 
paras ; the  converse  happens  enough  times  that  I 
believe  this  statement  should  be  forgotten.  As  a 
matter  of  fact  the  “severe  type  of  eclampsia  is 
about  twice  as  dangerous  in  multiparas  as  in  primi- 
gravidas.”^  Many  patients  do  not  consult  physi- 
cians until  the  second,  and  sometimes  the  third, 
trimesters.  If  so,  the  history  of  the  pregnancy 
thus  far  is  important.  For  example,  the  incidence 
of  the  late  toxemias  is  definitely  increased  in  those 
patients  presenting  the  so-called  “physiologic” 
nausea  and  vomiting  of  the  first  trimester.  More- 
over, the  late  toxemia  is  in  direct  proportion  to 
the  severity  of  the  early  manifestations."* 

Physical  Examination 

It  has  been  suggested  that  cases  of  pre-eclamptic 
toxemias  are  more  common  among  short,  stocky, 
heavy-boned  women  who  are  inclined  to  be  over- 
weight.^ Therefore,  the  physical  examination 
should  not  only  include  the  routine  steps,  but  gen- 
eral impressions  as  well.  An  analysis  of  the  pa- 
tient’s mental  reaction  and  nervous  state  is  obvi- 
ously important.  Men  with  years  of  experience 
know  that  instability  may  lead  to  fear  which  is 
“one  of  the  most  demoralizing  emotions  encoun- 
tered.”" 
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Importance  of  U' eight  Taking 

The  normal  physiologic  gain  in  weight  during 
pregnancy  is  generally  conceded  to  be  about 
twenty-five  pounds.  In  one  thousand  normal  preg- 
nancies Cummings'  found  a weight  loss  of  two 
pounds  in  the  first  trimester,  a gain  of  thirteen 
liounds  in  the  second,  and  eleven  pounds  in  the 
third.  Harding  and  \'an  Wyck®  consider  gains 
up  to  five  pounds  a month  as  normal.  Gains  of 
five  to  eight  pounds  are  regarded  as  suspicious  and 
their  patients  are  placed  on  a salt  poor  and  re- 
stricted diet,  and  obviously  watched  closely.  Gains 
of  over  eight  pounds  indicate  a potential  toxemia. 
These  men  regard  an  early  gain  in  weight  above 
the  normal  as  a sign  appearing  before  hyperpiesis 
or  albuminuria.  It  must  be  remembered,  too,  that 
rapid  gains  in  weight  may  be  due  to  a constitu- 
tional dyscrasia.^  Perhaps  the  most  important 
single  fact  to  remember  is  that  “a  sudden  excessive 
gain  in  weight  during  the  last  trimester  of  preg- 
nancy is  now  considered  as  a cardinal  sign  of  pre- 
eclampsia.”’® 

The  Blood  Pressure 

The  taking  of  blood  pressure  readings  is  one  of 
the  well  estal)lished  prenatal  measures,  and  rightly 
so,  for  many  times  the  rise  in  blood  pressure  is 
the  sole  evidence,  and  usually  the  first  sign  of 
toxemia.”  In  the  average  patient  a systolic  pres- 
sure of  140  or  more  is  a warning  sign  of  a sus- 
jiected  pre-eclampsia;  this  is  usually  seen  at  about 
the  twenty-sixth  to  the  twenty-seventh  week.” 
There  is  no  evidence  that  a persistently  high  dias- 
tolic pressure  is  of  value  as  a warning  sign  of  a 
toxemia  to  fi>llow,  but  iMussey  and  Randall”  point 
out  that  normally  the  diastolic  pressure  rises  five 
points  for  every  ten  systolic  points,  and  that  any 
greater  ratio  indicates  exceptionally  severe  tox- 
emia. An  early  rise  in  blood  pressure  followed  by 
a more  or  less  prolonged  interval,  during  which 
the  blood  pressure  is  normal  is  a frequent  warning 
sign  of  a future  permanent  hypertension  and  tox- 
emia.’'’ I wonder  if  a blood  pressure  reading  right 
after  the  third  stage  of  labor  would  not  be  a wise 
thing,  and  perhaps  would  prevent  some  post- 
partum eclampsias.  I recently  delivered  a multi- 
para, twenty-two  years  of  age,  with  a normal  past 
history,  including  her  first  labor  eighteen  months 
before.  I had  seen  her  three  weeks  before  she 
delivered,  and  at  that  time  her  blood  pressure  and 
urine  were  negative.  She  had  a normal  multipar- 
ous labor  at  term,  with  no  hemorrhage.  When  I 
left  her,  the  temperature  was  normal,  the  uterus 
firm,  and  she  felt  good.  Twelve  hours  after  de- 
livery she  suddenly  went  blind,  and  within  one- 
half  hour  had  a violent  convulsion,  followed  by  a 
coma  lasting  eight  hours.  Her  blood  pressure 


soon  after  the  convulsion  was  220/120.  She  was 
treated  by  intravenous  glucose,  intramuscular  mag- 
nesium sulphate,  and  morphine.  In  a week’s  time 
the  blood  pressure  was  normal.  If  her  blood  pres- 
sure had  been  taken  soon  after  labor  this  sudden 
convulsion  might  have  been  averted. 

Albuminuria 

This  laborator}-  finding  usually  makes  its  aji- 
pearance  after  the  elevation  in  blood  pressure.’’’ 
It  must  be  remembered  that  all  albuminurias  are 
not  signs  of  kidney  disease,  or  destruction.  In  a 
series  of  si.xty-seven  cases  diagnosed  as  albumin- 
uria of  pregnancy,  one-half  proved  to  be  genito- 
urinary infections.’®  The  length  of  time  albumin- 
uria is  present  during  pregnancy  may  tell  us  some- 
thing as  to  the  future  prognosis,  or  furnish  con- 
tributory indications  for  the  interruption  of  the 
|)regnancy,  because  70  per  cent  of  women  who 
pass  albumin  for  three  weeks  or  more  before  de- 
livery show  a’buminuria  in  subsequent  labors.”’ 
“It  has  been  jiointed  out  that  the  continued  pas- 
sage of  even  small  amounts  of  albumin  is  detri- 
mental to  the  kidneys,  and  consideration  for  the 
mother’s  future  health  may  fairly  influence  any 
decision  for  or  against  induction.  The  risk  to  the 
mother  of  induction  is  not  great,  and  a fetus,  say 
of  thirty-six  weeks,  stands  a better  chance  after 
premature  birth  than  it  does  in  the  uterus  of  a 
toxaemic  mother.”’® 

Examination  of  the  Fundus  of  the  Eye 

Ophthalmoscopic  examination  of  the  ocular  fun- 
dus should  be  included  in  the  general  examination, 
and  at  each  prenatal  visit.  This  usually  can  he 
done  without  a mydriatic.  (Euphthalmin  hydro- 
chloride, 5 per  cent  if  necessary.)  There  is  al- 
ways a possibility  that  at  the  first  examination 
some  change  in  the  fundus  may  give  some  clue  to 
previous  vascular  or  kidney  disorders.  There 
have  been  numerous  arguments  for  and  against 
this  eye  examination.  Burch  helieves  that  only 
well  established  toxic  cases  will  show  eye  signs, 
and  that  little  is  learned  of  approaching  toxic  states 
by  this  examination.  However,  Bergmann’®  he- 
lieves that  in  mild  toxemias,  such  as  vomiting,  the 
earliest  sign  of  the  severe  form  may  be  a halo  of 
cloudiness  about  the  disc  due  to  edema.  He  also 
states  that  amaurosis  may  be  the  first  sign  of  seri- 
ous renal  disease,  or  the  first  sign  of  impending 
eclamptic  disaster.  Tillman®®  has  recently  re- 
ported two  fatal  cases  of  hyperemesis  gravidarum 
in  which  hemorrhages  were  found  in  the  retinas. 
He  believes  that  a fundic  examination  should  be 
done  on  all  patients  with  vomiting  of  pregnancy. 
He  considers  this  sign  a serious  prognostic  omen, 
and  if  the  patient  is  in  condition  for  it,  a therapeu- 
tic abortion  should  be  done. 
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Xausca  and  Vomiting  of  Pregnancy 

Watson^^  believes  that  the  parturient  woman 
should  be  given  a regime  to  follow  at  her  first 
visit  even  if  no  nausea  is  present.  In  this  way  she 
can  immediately  begin  treatment  at  the  earliest 
sign  of  nausea,  thus  preventing  in  many  instances 
the  severe  type  of  vomiting.  Briefly,  the  treat- 
ment consists  of  frequent  small  feedings  through- 
out the  day  and  a high  carbohydrate  low  fat  diet. 
The  rapid  growth  of  the  ovum  in  early  pregnancy 
causes  a deprivation  of  the  glycogen  in  the  mother, 
and  therefore  the  high  carbohydrate  diet. 

As  stated  previously,  I am  not  giving  any  com- 
plete plan  of  treatment  here,  except  to  mention  the 
use  of  ultra-violet  ray  therapy  in  the  mild  types : 
this,  and  the  correction  of  any  local  pelvic  lesion, 
such  as  cervicitis,  man}^  times  will  furnish  the 
proper  psychic  element  for  cure.  Kemp^^  has  been 
treating  the  mild  early  nausea  and  vomiting  with 
adrenal  cortex  extract.  The  treatment  recom- 
mended in  his  communication  is  “based  on  the  opin- 
ion that  the  nausea  and  vomiting  of  the  first  trimes- 
ter is  due  to  the  presence  of  toxic  metabolites  re- 
sulting from  a temporary  relative  insufficiency  of 
secretion  from  the  vital  adrenal  cortex.”  The  ther- 
ajiy  has  been  given  a thorough  trial  by  the  author 
and  some  of  his  associates  in  \’ancouver  and  the 
results  have  been  almost  entirely  favorable  in  am- 
bulatory patients.  The  theories  back  of  the  treat- 
ment are  interesting  and  are  detailed  in  his  paper. 
He  uses  a potent  cortico-adrenal  extract  given 
either  orally  or  subcutaneously,  three  grains  three 
times  a day  or  six  grains  three  times  a day  in  more 
severe  cases.  Vomiting  usually  cea.ses  within  three 
days.  In  the  severe  forms  most  writers  are  agreed 
that  hospitalization,  de.xtrose,  fluids,  and  sedatives 
are  indispensable. 

Pre-eclampsia  and  Eclampsia 

Lentine^'*  has  been  treating  a number  of  cases 
of  eclampsia  by  fluid  limitation  and  dehydration. 
The  dehydration  measures  are  magnesium  sulphate 
(saturated  solution  and  two  cubic  centimeter 
amjHiles  of  50  per  cent)  and  intravenous  glucose 
( 50  cubic  centimeters  of  50  per  cent).  The  diet 
is  a low  protein  salt  free  one  with  small  feedings 
at  three  hour  intervals.  All  of  his  patients  are 
placed  in  quiet  darkened  rooms.  Fluid  intake  for 
the  first  twenty-four  hours  is  restricted  to  a mini- 
mum, allowing  only  enough  to  allay  thirst.  Dur- 
ing this  perifxl  the  urinary  outj)ut  is  measured  and 
charted,  since  all  subsequent  fluid  intake  is  based 
upon  the  output  of  the  ])receding  day.  As  far  as 
is  practical  the  level  of  the  fluid  intake  is  kept 
three  to  five  ounces  below  the  output.  His  treat- 
ment depends  upon  individual  response  and  the 
degree  of  toxemia  according  to  his  groupings. 


Generally  the  more  severe  the  toxemia,  the  more 
often  glucose  and  magnesium  sulphate  are  given 
until  in  the  severe  form  glucose  is  given  every  four 
hours  and  magnesium  sulphate  every  six  hours 
(intramuscularly),  as  well  as  one  ounce  doses 
orally.  Daly  and  Armstrong^^  reported  fifty  cases 
of  toxemias  of  pregnancy  in  which  the  albumin 
disappeared  or  was  markedly  diminished  with  al- 
kali and  calcium  therapy.  Most  of  the  mild  cases 
of  albuminuria  were  successfully  treated  by  the 
sole  administration  of  the  alkaline  compound.  By 
giving  both  alkali  and  calcium  ampules  daily  in  the 
more  severe  cases,  not  only  was  the  albumin  re- 
duced, but  the  blood  pressure  fell,  the  edema  dis- 
appeared, the  urinary  output  increased,  and  a 
marked  improvement  was  shown  in  other  symp- 
toms commonly  associated  with  toxemia. 


SUMMARY 

It  is  my  belief  that  the  public  has  been  some- 
what aroused  about  the  high  maternal  mortality 
rate  in  the  United  States.  One  thing  that  can  be 
done  to  help  prevent  this  mortality  rate,  is  proper 
prenatal  care.  This  I have  discussed  with  special 
reference  to  the  toxemias  under  paragraphs 
headed : 

1.  First  Vhsit  and  Instructions. 

2.  History. 

3.  Physical  Examination. 

4.  Importance  of  Weight  Taking. 

5.  Blood  Pressure. 

6.  Albuminuria. 

7.  Examination  of  the  Eundus  of  the  Eye. 

I have  added  a few  new  points  of  interest  in 
the  treatment  of  the  nausea  and  vomiting  of  preg- 
nancy, and  of  the  eclamptic  syndrome. 
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PREMATURE  SEPARATION  OF 
THE  PLACENTA* 

WITH  CASE  REPORT 

Gail  A.  McClure,  ]\I.D.,  Busseyf 

Premature  separation  of  the  placenta  has  been 
known  and  recognized  since  the  Hippocratic  era, 
although  it  was  not  until  1775  that  it  was  clearly 
distinguished  from  placenta  previa  by  Rigby. 
Since  then,  the  incidence  has  steadily  increased 
as  we  have  become  more  observant  and  exact  in 
our  diagnoses. 

There  are  several  terms  for  premature  separa- 
tion. Accidental  hemorrhage  was  the  first  name 
given  to  it,  hut  this  is  misleading,  as  it  suggests 
trauma,  which  is  not  always  present,  and  is  easily 
confused  with  the  hemorrhage  of  placenta  previa. 
Later  terms  applied  are  abruptio  placentae ; abla- 
tio placentae ; and  uteroplacental  apoplexy ; the 
latter  being  really  a severe  and  serious  form  of 
premature  separation  itself.  Abruptio  placentae 
is  probably  the  most  descriptive,  being  derived 
from  the  two  Latin  word.s — ab  and  rumpere, 
meaning  “to  break  away  from.” 

The  frequency  of  abruptio  placentae  is  sur- 
prising. Statistics  vary  from  one  in  ninety  cases, 
to  one  in  over  one  thousand  cases.  The  discrep- 
ancy is  caused  by  the  inclusion  or  exclusion  of  the 
very  mild  cases,  many  of  which  are  not  seen  in 
the  hospital,  where,  of  necessity,  most  of  our 
available  data  originate.  Partial  separation  is  a 
common  complication  of  pregnancy,  and  is  not 
always  diagnosed ; complete  separation,  while  not 
so  common,  is  much  more  severe  and  causes  us 
grave  concern.  The  condition  is  more  common 
in  the  white  race,  although  there  is  only  a slight 
difference,  probably  because  we  see  a greater  num- 
ber of  white  patients  in  the  hospitals.  It  is 
most  frequent  in  the  active  period  of  reproduc- 

* Presented  before  the  Thirty-eighth  Annual  Session,  State 
Society  of  Iowa  Medical  Women,  Davenport,  May  8,  1935. 

t Now  residing  at  Walkins  Memorial  Hospital,  Lawrence, 
Kansas. 


tion,  and  after  the  period  of  viability,  principally 
in  the  last  trimester.  It  is  not  uncommon  in 
primipara,  but  is  found  much  more  frequently 
in  multipara;  and  some  authorities  state  that  if 
it  does  not  occur  with  the  first  pregnancy,  it  is 
unlikely  to  occur  until  several  pregnancies  have 
passed.  Whether  these  statistics  prove  anything 
or  are  of  any  help  in  the  actual  diagnosis  is  doubt- 
ful ; we  can  only  say  it  can  occur  in  any  preg- 
nancy and  we  must  be  on  the  watch  for  it. 

The  etiology  is  variable  and  indefinite,  al- 
though there  is  a universal  trend  toward  the  tox- 
emias of  pregnancy,  especially  the  nephritic  type. 
Minor  causes  are  numerous  and  include  disease 
of  the  endometrium ; intraiiartum  efforts  at  de- 
livery ; such  as  rupture  of  the  membranes  in  a 
polyhydramnios,  delivery  of  the  first  of  a multiple 
pregnancy,  and  internal  version ; and  trauma.  The 
latter  is  most  often  incidental  rather  than  causal, 
but  a few  cases  are  definitely  of  tbe  traumatic 
class.  This  seems  to  be  one  ailment  of  the  human 
body  that  we  seldom  find  caused  by  that  universal 
etiologic  agent,  lues;  but  far  be  it  from  any  of 
us  to  say  that  it  could  not  happen.  I am  of  the 
opinion  that  we  would  find  nephritic  toxemia  even 
more  frequently  if  we  had  occasion  to  do  urin- 
alyses before  delivery.  However,  as  is  the  case 
with  the  patient  reported  below,  so  often  no  medi- 
cal attention  is  sought  until  labor  begins.  As  a 
result,  no  urine  is  obtained  until  the  patient  is  con- 
valescing, and  then  it  is  found  negative. 

The  pathology  is  the  one  phase  of  this  disease 
upon  which  most  authorities  agree.  The  toxin, 
whatever  it  is,  produces  degenerative  changes  in 
the  blood  vessels  of  the  spongiosa.  When  these 
changes  have  sufficiently  weakened  the  vessel  w’all, 
rupture  occurs,  initiating  hemorrhage.  Depend- 
ing upon  the  area  involved,  the  bleeding  may  be 
slight  or  severe;  external  if  the  edge  of  the  pla- 
centa is  separated,  or  if  the  blood  ruptures 
through  the  membranes,  and  internal  if  these  con- 
ditions are  not  present.  If  the  bleeding  is  slight, 
the  course  of  labor  is  not  materially  changed ; if 
great,  the  pressure  of  the  contained  blood  sepa- 
rates the  placenta  further  and  results  in  a serious 
clinical  picture.  When  the  inner  pressure  be- 
comes excessive,  the  uterus  increases  in  size,  its 
circulation  is  interfered  with,  and  it  resembles  a 
twisted  ovarian  cyst,  with  a shiny,  purplish  sur- 
face. Microscopically,  the  muscle  fibers  are  sep- 
arated by  edema  and  hemorrhage  with  resultant 
degeneration  of  the  musculature.  It  is  this  ex- 
treme pathology  that  is  typical  of  the  so-called 
Couvelaire  uterus,  or  clinical  uteroplacental  apo- 
plexy. The  placenta  is  covered  by  adherent  blood 
clots  over  the  area  of  detachment,  with  flattening 
of  the  surface. 
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The  symptoms,  or  more  appropriately,  the  signs 
of  premature  separation  of  the  placenta  vary  with 
the  degree  of  separation.  The  typical  story  is  one 
of  a sudden  onset  of  abdominal  pain,  with  sooner 
or  later,  vaginal  bleeding.  The  patient  will  usually 
connect  the  onset  with  some  trauma,  either  emo- 
tional or  physical,  but  as  I stated  before,  we  have 
learned  to  consider  most  of  these  incidental, 
rather  than  causal.  In  partial  separation,  when 
the  onset  is  near  the  end  of  labor,  the  pains  be- 
come harder  and  the  intervals  shorter ; in  com- 
plete separation,  the  onset  is  usually  before  labor 
and  the  pain  is  severe  when  the  uterus  becomes 
sufficiently  distended  to  stretch  the  peritoneum. 
There  are  few  symptoms  other  than  these  of  pain, 
and  perhaps  bleeding ; the  findings  are  of  far  more 
importance  in  the  diagnosis.  In  a mild  case,  oc- 
curring after  the  onset  of  labor,  there  may  be  no 
change  at  all,  except  external  bleeding  or  an  in- 
crease in  tenderness  and  rigidity  of  the  uterus. 
In  a severe  case,  the  uterus  becomes  very  rigid 
and  tender;  there  is  likely  to  be  a tonic  contrac- 
tion, with  no  interval  of  relaxation  allowing  ab- 
dominal examination ; and  there  may  be  an  ir- 
regularity on  one  side  or  another,  corresponding 
to  the  placental  site.  There  is  cessation  of  fetal 
movements  and  an  absence  of  fetal  heart  tones, 
following  a short  period  of  very  active  movement 
and  irregular  heart  tones — evidences  of  fetal 
asphyxia.  The  uterus  may  be  larger  than  indi- 
cated by  the  length  of  the  pregnancy,  and  the  in- 
crease in  size  may  be  evident  if  the  patient  is 
watched  for  any  length  of  time ; especially  if  the 
hemorrhage  is  concealed  rather  than  external.  King 
says  that  if  there  is  vaginal  bleeding,  the  uterine 
wall  is  probably  healthy ; if  there  is  no  vaginal 
bleeding,  he  suspects  the  uterine  wall  of  being  in- 
filtrated. One  of  the  most  evident  and  important 
signs  is  hemorrhage.  We  know  the  two  common 
causes  of  external  hemorrhage  in  pregnancy  are 
premature  separation  of  the  placenta  and  pla- 
centa previa;  the  former  being  the  most  common, 
and  differentiation  between  the  two  not  difficult 
when  a careful  vaginal  examination  is  made. 
Therefore,  in  any  case  of  bleeding,  where  pla- 
centa previa  has  been  ruled  out,  treatment  for 
premature  separation  should  be  instituted  at  once. 
.\s  bleeding  continues,  evidences  of  shock  develop, 
and  many  authorities  stress  the  fact  that  the  shock 
seen  in  premature  separation  is  out  of  all  pro- 
portion to  the  amount  of  blood  lost.  In  the  most 
.severe  type,  uteroplacental  apoplexy,  we  find  a 
tender,  board-like  uterus,  the  contractions  not  of 
the  type  to  dilate  the  cervix.  Clinically,  utero- 
placental apoplexy  can  only  be  suspected ; the 
diagnosis  becomes  a certainty  only  at  operation  or 


autopsy.  In  any  case,  signs  of  toxemia  may  aid 
the  diagnosis. 

There  are  few  disturbances  of  pregnancy  sim- 
ilar enough  to  cause  difficulty  in  diagnosis.  Pla- 
centa previa  presents  really  the  only  confusing  pic- 
ture, and  careful  vaginal  examination  settles  that. 
Moreover,  unless  the  patient  with  a placenta  previa 
is  in  labor,  there  is  no  pain,  the  uterus  is  soft,  the 
fetus  viable ; and  constitutional  symptoms  are  pro- 
portional to  the  loss, of  blood.  Hemorrhage  is  the 
most  characteristic  symptom  of  both,  and  in  some 
cases,  may  be  the  only  one.  The  blood  from  a 
premature  separation  is  said  to  be  darker,  but  this 
can  only  be  a relative  factor.  Very  rarely,  in  the 
extreme  picture  of  uteroplacental  apoplexy,  we 
may  have  to  consider  ruptured  ectopic  pregnancy, 
intra-abdominal  injury,  or  a ruptured  appendiceal 
abscess  associated  with  pregnancy.  If  the  separa- 
tion occurs  before  the  seventh  month,  DeLee  says 
the  signs  and  symptoms  are  indistinguishable  from 
those  of  a miscarriage.  If  a ruptured  uterus 
should  enter  into  the  differential  diagnosis,  as  it 
rarely  does,  we  find  the  uterus  in  such  a condition 
contracted  and  empty,  with  the  fetus  free  in  the 
abdominal  cavity  nearby.  Labor  has  ceased,  and 
the  rent  in  the  uterine  cavity  can  be  felt  on  palpa- 
tion ; furthermore,  the  presenting  part  recedes 
from  the  birth  canal. 

The  one  common  complication  is  anuria, 
whether  from  the  toxemia  or  the  dehydration  from 
blood  loss  is  a moot  question.  Renal  function, 
except  in  the  most  severe  cases,  returns  as  the 
body  fluids  are  replenished.  Postpartum  hemor- 
rhage always  impends  following  a premature  sep- 
aration ; either  because  of  damaged  uterine  muscu- 
lature, or  a loss  of  tone  resulting  from  the  gener- 
ally lowered  body  vitality  accompanying  the  ane- 
mia. This  hemorrhage  is  doubly  dangerous  be- 
cause the  patient  is  so  nearly  bloodless;  even  the 
loss  of  an  additional  small  amount  may  be  fatal. 

To  the  general  practitioner  especially,  although 
it  is  vital  to  all,  the  treatment  of  premature  sep- 
aration of  the  placenta  is  the  most  important  phase 
of  the  disease.  There  are  a few  conditions  in  med- 
icine, which,  if  left  alone,  will  correct  themselves. 
Unfortunately,  that  is  not  the  case  here;  we  lose  a 
great  majority  of  the  babies  as  it  is,  and  without 
the  most  careful  supervision,  we  are  constantly  in 
danger  of  also  losing  the  mother.  There  can  be 
no  set  rules  laid  down  to  cover  these  cases ; the 
treatment  in  any  given  case  depends  entirely  upon 
the  condition  of  the  patient,  and  the  stage  of  labor. 
The  mild,  or  partial  cases,  occurring  in  the  prog- 
ress of  labor,  can  usually  be  allowed  to  progress 
to  a spontaneous  delivery,  if  we  keep  in  mind  that 
at  any  moment,  with  increased  hemorrhage,  a more 
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radical  procedure  might  become  necessary.  I be- 
lieve conservatism  should  be  practiced  in  all  cases 
possible,  although  there  are  many  authorities  who 
advise  radical  treatment  early ; arguing  that  the 
condition  represents  a potential  catastrophe  which 
should  be  averted  at  once.  I am  inclined  to  agree 
with  Polak  when  he  stated,  “Few  cases  require 
radical  interference,  hut  all  need  intelligent  super- 
vision.” The  baby  is,  in  the  majority  of  cases, 
dead  from  asidiyxia,  and  our  concern,  therefore, 
lies  with  the  mother. 

The  first  step  is  to  institute  treatment  for  the 
shock,  namely  rest  and  quiet,  with  fluids  by  oral, 
subcutaneous,  and  intravenous  routes.  Hemoglo- 
bin and  red  counts  are  accurate  means  of  checking 
the  degree  of  anemia  and  donors  for  transfusion 
should  he  obtained  and  kept  readily  available. 
When  these  steps  have  been  taken,  the  uterus 
should  be  emptied  by  the  quickest  and  safest  means 
]-)Ossihle.  Again,  we  must  be  guided  by  the  indi- 
vidual case:  none  can  be  generalized.  If  dilata- 
tion lias  started  and  it  is  possible  to  rupture  the 
membranes,  allowing  the  presenting  part  to  act  as 
a plug  to  stoji  the  hemorrhage  until  dilatation  is 
conqilete,  that  is  the  method  of  preference.  An 
abdominal  binder  applied  to  increase  intrauterine 
pressure  may  also  help  to  prevent  further  hemor- 
rhage. A low  forceps  or  version  operation  may  he 
advi.sahle  to  .shorten  the  second  stage,  but  we  must 
remember  that  any  patient  who  has  hemorrhaged 
is  very  liable  to  infection.  If  dilatation  has  not 
begun,  we  must  decide  between  induction  by  bag 
or  radical  intervention.  Again,  patients  who  have 
lost  blood  ranidlv  and  recently,  are  not  good  sur- 
gical risks,  and  if  it  is  likely  that  a cesarean  sec- 
tion mav  have  to  he  done  eventuallv,  it  is  far  bet- 
ter to  do  it  at  once  while  the  patient’s  condition 
is  relatively  fair.  However,  if  possible,  I believe 
we  should  carry  them  through  conservatively,  ef- 
fecting delivery  from  below.  King  recommends 
packing  the  vagina  with  cotton  to  induce  labor : 
he  prefers  that  method  to  a bag  induction.  Small 
do.ses  of  iiituitrin  f three  to  five  minims  every  half 
hour')  also  aid  the  onset  of  pains.  Needless  to 
say.  if  the  habv  still  lives,  a cesarean  section  would 
be  indicated,  for  by  conservative  treatment,  the 
child  stands  a great  chance  of  asphyxia.  If  a 
uteroplacental  apoplex}-  is  suspected,  it  is  probably 
wise  to  open  the  abdomen,  remove  the  baby,  and 
observe  the  uterus  directly.  If  it  contracts  well 
after  pituitrin,  the  abdomen  mav  be  closed ; if  not, 
as  is  so  often  the  case  when  the  musculature  is 
infiltrated,  a hysterectomy  can  be  done  at  once,  to 
prevent  further  serious  trouble.  In  any  mode  of 
delivery,  the  placenta,  because  of  the  premature 
separation,  usually  is  delivered  immediately  and 
without  difficulty. 


After-care  of  these  patients  consists  mainly  of 
keeping  the  uterus  well  contracted,  and  is  best 
accomplished  by  pituitrin  and  repeated  doses  of 
ergot  to  prevent  postpartum  hemorrhage,  and  of 
overcoming  the  anemia.  It  is  seldom  necessary  to 
pack  the  uterus ; to  do  so,  invites  infection  and 
])revents  contraction,  but  it  must  be  done  without 
hesitation,  if  deemed  nece.ssary.  If  a blood  donor 
is  available  and  there  are  no  contraindications,  a 
more  rapid  recovery  follows  transfusion.  Other- 
wise, good  nourishing  food,  in  a sufficient  amount, 
augmented  by  iron  in  some  form,  is  the  best  wav 
to  raise  the  blood  count.  Fresh  Blaud’s  is  effec- 
tive if  we  are  sure  it  is  fresh.  Personally,  I like 
iron  and  ammonium  citrate,  0.3  gram,  three  or 
four  times  daily. 

The  ])rognosis  in  these  cases  is  not  good.  Fetal 
mortality  is  high  in  all  series,  ranging  from  57  to 
83.5  ])er  cent.  Because  of  the  frequency  of  pre- 
maturity and  of  asphyxia  in  the  full  term  infants, 
their  welfare  need  not  concern  us  so  much  when 
treatment  is  debated.  The  average  maternal  mor- 
tality is  22.6  per  cent,  which  is  appalling  when  we 
consider  the  frequency  of  premature  separation. 
I feel  that  early  diagnosis,  followed  by  constant 
and  careful  supervision,  preferably  in  a hospital 
where  one  can  be  immediately  ready  to  deal  with 
any  emergency,  is  the  vital  point  in  lessening  this 
mortality.  The  chance  of  having  a normal  preg- 
nancy and  labor  after  an  episode  of  this  nature 
is  good : wdiile  some  cases  have  premature  separa- 
tion more  than  once,  it  is  not  the  rule,  but  rather 
the  exception.  If  section  has  been  done  for  a 
premature  separation,  it  should  be  done  in  the  next 
[iregnancy  to  prevent  rupture  of  the  uterus. 

The  following  case  is  typical  of  those  greeting 
the  country  practitioner.  It  is  no  more  typical  in 
diagnosis  than  any  other  case,  but  treatment  had 
to  be  adapted  to  available  material,  in  a farm  home 
twelve  miles  from  the  office,  and  farther  from  the 
nearest  hospital.  Furthermore,  the  family  per- 
sistently refused  hospitalization,  stating  that  if  the 
jiatient  had  to  die,  they  would  much  rather  have 
her  die  at  home. 

The  patient  was  a white  American  female, 
thirty-one  years  of  age,  whose  last  menstrual  pe- 
riod was  in  October,  1933.  Her  pregnancy  had 
been  normal  except  for  an  occasional  headache, 
some  frequency  of  urination,  backache,  and  short- 
ness of  breath.  There  had  been  no  swelling  of  the 
ankles,  no  visual  disturbance,  and  the  appetite  was 
consistently  good.  Fetal  movements  were  first 
felt  at  four  and  one-half  months  and  continued 
active  until  the  evening  before  medical  attention 
was  requested.  An  indefinite,  irregular  pain  in  the 
right  side  began  at  4 :00  a.  m.,  followed  by  nausea, 
and  one  attack  of  vomiting.  At  6:00  a.  m.  bleed- 


VoL.  XXVI,  No.  3 I 


Journal  of  Iowa  State  Medical  Society 


141 


ing  started  suddenly  and  continued  profusely. 
Twelve  hours  later,  I first  saw'  the  patient.  She 
w'as  pale,  dyspneic,  her  body  was  cold,  and  she  was 
perspiring  freely.  Her  mouth  was  dry  and  she 
was  crj’ing  for  water.  Pulse  w'as  120  and  very 
feeble.  The  uterus  was  about  the  size  of  a seven 
months’  pregnancy,  with  regular  contractions 
every  three  or  four  minutes,  lasting  sixty  seconds. 
Bleeding  from  the  vagina  was  active.  Fetus  was 
in  the  left  occipito-anterior  position,  the  cervix 
thin,  soft,  dilated  three  fingers,  membranes  intact. 
Feeling  that  dilatation  w'ould  progress  rapidly,  I 
ruptured  the  membranes,  gave  the  patient  mor- 
phine 34  grain  hypodermically,  and  fed  her  ice  con- 
tinually by  mouth.  About  one  hour  later,  she  spon- 
taneously gave  birth  to  a stillborn  fetus.  She  was 
immediately  given  one  cubic  centimeter  of  pitui- 
trin,  and  one-half  hour  later,  one  cubic  centimeter 
of  ergot  intramuscularly,  each  repeated  once  in 
another  hour.  In  spite  of  this  medication,  the 
uterus  remained  soft  and  slow'  bleeding  continued. 
There  was  no  cervical  or  perineal  laceration.  Mas- 
sage of  the  fundus  w'as  of  no  avail : but  by  grasp- 
ing the  fundus  and  maintaining  a firm,  steady 
pressure,  bleeding  finally  subsided. 

The  placenta  was  covered  by  an  adherent  blood 
clot,  except  for  an  area  of  about  two  centimeters. 
The  postpartum  course  w'as  stormy,  with  a tem- 
jierature  of  102  degrees  for  several  days,  and  a 
brownish  discharge  for  tw'o  w'eeks.  The  anemia 
caused  the  most  difficulty,  but  the  family  refused 
hospitalization  or  transfusion,  so  symptomatic 
treatment  and  bed  rest  had  to  suffice.  When  last 
seen  the  patient  was  w'dl  and  color  was  good. 
The  Wassermann  test  was  negative : and  postpar- 
tum urine  negative.  Physical  examination  was 
entirely  negative ; the  blood  pressure  nomal.  She 
gave  the  following  history  of  six  pregnancies : 

First:  Full  term,  normal  delivery;  boy  now' 
ten  years  of  age  and  well. 

Second  : Full  term,  delivery  by  version  ; preg- 
nancy accompanied  by  many  “sick  headaches.” 

Third:  Tw'o  months’  miscarriage:  considerable 
hemorrhage  until  comjdete  uterine  contents 
passed. 

Fourth  : Three  months’  miscarriage.  She  had 
been  receiving  treatment  for  frequency,  and  her 
doctor  told  her  she  had  too  much  albumin.  The 
mi.'^carriage  came  after  tw'o  weeks’  illness  with  a 
cold  and  backache. 

Fifth:  Seven  months'  stillbirth.  Onset  of 

l)ains  then  with  vomiting  but  no  hemorrhage.  In 
labor  twenty-four  to  thirty-six  hours.  Felt  well 
during  entire  seven  months. 

Sixth:  Present  illness. 


It  has  been  suggested  to  me  that  the  repeated 
miscarriages  and  tw'o  premature  labors  might  have 
been  caused  by  some  endocrine  imbalance,  to  prove 
which  would  require  an  expensive  hospital  stay, 
prohibitive  in  this  case.  Whether,  during  this 
pregnancy,  the  patient  w'as  of  the  group  of  tox- 
emias is  difficult  to  say,  since  no  ante  partum  ex- 
amination was  possible.  All  of  the  symptoms 
which  she  had  w'ere  admitted  only  after  direct 
questioning,  and  we  know  that  all  of  these  are 
sometimes  found  in  a normal  pregnancy.  Unfor- 
tunately, no  medical  attention  was  sought  at  the 
time  a urinalysis  would  have  been  valuable.  There 
W'as  no  trauma  connected  w'ith  the  onset.  The 
baby  w'as  small,  fluid  was  not  excessive.  It  must 
of  necessity  pass  as  one  of  those  cases  with  an 
unknown  etiology,  although  I feel  the  cause  may 
have  been  evident  if  prenatal  examination  had 
been  done. 

CONCLUSIONS 

1.  The  etiology  of  premature  separation  of  the 
normally  implanted  placenta  is  indefinite,  but  the 
toxemia  theory  is  rapidly  gaining  in  favor. 

2.  Important  symptoms  are  pain  and  bleeding, 
either  preceding  or  during  labor. 

3.  Diagnosis  is  usually  not  difficult,  if  placenta 
previa  is  ruled  out  by  vaginal  examination. 

4.  Treatment  is  all-important  and  any  case  of 
vaginal  bleeding  during  pregnancy  should  be  hos- 
pitalized. Conservative  treatment  is  preferable; 
but  one  should  not  hesitate  to  interfere  radically  if 
such  a procedure  is  indicated.  The  treatment  of 
the  shock  is  of  primary  importance  to  help  the 
patient  withstand  any  obstetric  procedure. 

5.  The  prognosis  in  any  ca.se  for  the  baby  is 
])oor,  and  little  better  for  the  mother. 
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TUBERCULOUS  TENOSYNOVITIS 
OF  THE  \VRIST*t 

Arthur  Steindler,  IM.D.,  Iowa  City 

It  is  almost  one  hundred  years  ago  that 
Dupuytren  remarked  on  the  existence  of  rice 
bodies  in  the  tendon  sheath.  Although  we  have  a 
description  of  synovial  cysts  of  hand  and  wrist 
going  back  to  Gosselin,  1852,  their  tuberculous 
nature  was  not  suspected  until  1876;  and,  stnne 
years  later,  Baumgartner  established  the  presence 
of  tubercles  in  the  tendon  sheath. 

Tuberculosis  of  the  sheath  of  the  flexor  ap- 
paratus of  the  wrist  and  fingers  is  important  both 
as  a distinct  pathologic  entity  as  well  as  a compli- 
cation to  osseous  tuberculosis  of  the  wrist  in  gen- 
eral ; the  latter  may  be  primary  synovial  or  ])ri- 
mary  osseous,  but  in  a great  number  of  cases  it 
develops  as  an  extension  form  from  tuberculous 
synovitis  of  the  flexor  tendons.  In  the  last  fifteen 
years  we  have  observed  twenty-four  cases  of 
tuberculosis  of  the  wrist,  of  which  not  less  than 
twelve  were  associated  with  synovial  tuberculosis 
of  the  tendon  sheath ; again,  of  sixteen  cases  of 
tendon  sheath  tuberculosis,  only  four  remained 
purely  synovial  and  did  not  extend  into  the  wrist 
joint  while  in  twelve  cases  tuberculosis  of  the 
wrist  either  followed  or  developed  concomitantly. 

pathologic  anatomy 

On  incision  of  the  tumor,  a viscid  yellow  fluid 
usually  escapes,  accompanied  by  an  innumerable 
number  of  small  rice  bodies.  These  are  white  or 
opal  in  color,  and  vary  in  size  from  a millet  grain 
to  a small  pea,  some  comparable  to  cooked  rice, 
while  others  are  of  the  shai>e  of  melon  seeds. 
Nicaise  and  others  distinguish  two  tyjies  of  rice 
bodies : one  that  has  a tendency  to  become  strati- 
fied, formed  by  concentrical  layers ; and  another 
in  which  the  body  has  a reticulated  structure  with 
an  amorphous  ground  substance  containing  cav- 
ities filled  with  leukocytes,  epitheloid  cells,  etc. 
The  origin  of  these  rice  bodies  has  been  variably 
disputed.  While  Velpeau  and  Koenig  considered 
them  as  true  fibrin,  Virchow  believed  that  they 
are  the  product  of  an  active  proliferation  of  the 
synovial  wall.  Indeed,  one  may  see  certain  of 
the  bodies  still  attached  to  the  fibrous  zone  of  tbe 
sac  by  a pedicle.  It  seems,  therefore,  most  prob- 
able that  under  the  influence  of  tuberculous  toxin 
the  innermost  portion  of  the  sac  undergoes  an 
irregular  fibrin  degeneration  which  produces 
fringes  and  tabs  often  still  seen  in  contact  with 
the  wall  of  the  sac  but  already  showing  necrosis 
in  the  center.  The  synovial  sac  appears  injected, 
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red  or  pink,  according  to  the  degree  of  inflamma- 
tion, and  is  usually  of  considerable  thickness,  vary- 
ing from  three  to  eight  millimeters. 

It  contains  three  layers,  an  external  fibrous 
layer;  a middle  layer  which  is  constituted  by  a 
fibrillary  connective  tissue  containing  blood  ves- 
sels and  often  showing  signs  of  periarthritis  or 
endarteritis ; and,  finally,  the  internal  layer  con- 
sisting of  the  embryonal  cellular  element  and  of 
the  epithelial  lining.  In  all  three  of  these  layers 
tubercles  may  be  found  scattered  about.  They  can 
be  easily  recognized  by  the  accumulation  of 
epitheloid  cells  and  a number  of  giant  cells.  The 
tubercles  often  show  phenomena  of  coagulation 
necrosis.  By  confluence,  a tendosynovial  tuber- 
culoma develops  which  walls  itself  up  while  the 
center  becomes  necrotic,  essentially  paralleling  the 
tuberculosis  of  the  skeletal  system. 

CLINICAL  PATHOLOGY 

1.  Onset;  Although  the  onset  as  a rule  is  in- 
sidious and  gradual  and  a definite  time  of  the 
beginning  can  hardly  be  ascertained,  there  are  not 
a few  cases  in  which  a definite  trauma  is  given. 
In  our  own  series  there  were  three  cases;  one  of 
isolated  tenosynovitis  and  two  associated  with 
tuberculosis  of  the  wrist.  In  the  former  the  con- 
dition developed  one  month  after  a fall  on  the 
hand;  in  the  other  two,  after  a dislocaUon  of  the 
wrist,  and  after  a sprain. 

2.  Swelling ; The  tumor  presents  a firm  con- 
sistency, rather  elastic,  while  the  mass  can  be 
somewhat  displaced  laterally  but  not  mobilized  in 
the  longitudinal  direction  of  the  sheath.  How- 
ever, the  muscular  contraction  along  the  forearm 
may  sometimes  produce  a longitudinal  movement 
of  the  tumor.  Later,  the  consistency  becomes 
much  more  soft  or  pseudo-fluctuating.  If  left  to 
itself,  the  tumor  gradually  increases  and  the  skin 
which  at  first  is  normal  becomes  thinned  out,  dis- 
colored and  finally  ulcerates,  the  sinus  emitting 
seropurulent  fluid  and  occasionally  rice  bodies.  At 
this  time  the  tendons  are  usually  immobilized  in 
their  sheaths,  assuming  the  position  of  maximum 
relaxation,  and  a clawhand  develops.  In  general, 
the  tumor  is  located  on  the  volar  surface,  but  its 
extension  is  peculiar  in  some  cases.  In  one  in- 
stance the  swelling  began  in  the  middle  finger 
and  progressed  toward  the  wrist,  involving  the 
entire  carpus  within  six  months.  In  another  case 
the  swelling  began  over  the  index  finger  of  the 
right  hand  and  gradually  spread  to  the  thumb  and 
to  the  other  fingers.  In  a third  case  there  was 
first  a small  reddish  area  of  the  fusiform  type  at 
the  volar  surface  of  the  proximal  part  of  the 
middle  finger.  This  swelling  spread  a short  dis- 
tance to  the  palm.  Swelling  appeared  as  an  early 
symptom  in  six  out  of  fourteen  cases. 
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3.  Pain : On  the  whole,  pain  phenomena  are 

exceptional  at  the  beginning  of  the  affection  but 
become  frequent  in  its  further  course.  It  was 
an  early  symptom  in  only  two  cases.  Most  of  the 
time  if  there  is  a well-localized  painful  point  it 
indicates  an  osseous  lesion  as  the  point  of  de- 
parture. In  one  case  the  patient  complained  for 
two  years  of  pain  in  the  wrist  after  lifting.  In 
another  case  the  pain  started  first  in  the  wrist  and 
four  months  later  the  swelling  appeared. 

4.  Limitation  of  motion:  This  is  usually  a 

later  effect.  The  clawhand  deformation  due  to 
the  fixation  of  the  tendons  and  their  sheaths  has 
already  been  referred  to.  It  is  remarkable  how 
slowly  sometimes  the  restriction  of  motion  ap- 
pears. In  many  cases  there  is  a swelling  or  a 
tumor  present  for  a number  of  years  with  no  more 
than  a slight  impediment  in  the  use  of  the  fingers. 
Of  the  fourteen  cases,  restriction  of  motion  was 
a prominent  symptom  in  only  four.  In  one  case 
limitation  of  motion  appeared  very  gradually  with 
the  onset  of  swelling  at  the  volar  side  of  the  wrist, 
and  was  really  caused  more  by  pain  than  by  actual 
adhesions.  In  another  case  the  patient  complained 
of  stiffness,  together  with  a swelling  of  the  palmar 
surface  of  the  middle  finger,  the  swelling  gradu- 
ally spreading  to  the  index  and  the  fourth  and 
fifth  fingers  until  all  fingers  were  included.  When 
examined  three  years  before  he  complained  merely 
of  some  stiffness  in  the  use  of  the  fingers,  although 
there  was  considerable  pain  and  the  swelling  had 
already  assumed  substantial  dimensions. 

5.  Diagnosis;  From  the  clinical  evidence,  in- 
cluding the  x-ray  pictures  alone,  the  diagnosis  was 
made  in  three  cases ; a positive  guinea  pig  reac- 
tion in  one  case ; histologic  examination  estab- 
lished the  diagnosis  in  two  cases ; histologic  ex- 
amination plus  a positive  guinea  pig  test  were 
found  in  six  cases ; and  in  one  case  the  histologic 
findings  were  positive  but  the  guinea  pig  test  was 
negative. 

6.  Differential  diagnosis ; From  the  clinical 
point  of  view  it  is  of  utmost  importance  to  be 
able  to  distinguish  between  tendon  sheath  involve- 
ment, and  involvement  of  the  wrist  itself  at  the 
earliest  possible  i>eriod  of  examination.  In  tuber- 
culosis of  the  tendon  sheaths  the  swelling  extends 
distinctly  along  the  run  of  the  tendon  sheath,  that 
is,  in  the  longitudinal  axis  of  the  limb.  While  the 
motion  is  somewhat  restricted,  it  is  less  so  than 
would  appear  from  the  swelling;  the  principal  re- 
striction is  passive  extension  of  the  fingers, 
esi)ecially  if  the  peripheral  portions  of  the  tendon 
sheaths  are  involved.  Pain  is  rather  insignificant ; 
the  creases  at  the  joint  levels  are  not  painful, 
which  is  very  much  in  contrast  with  the  acute  or 
])yogenic  involvement  of  the  tendon  sheaths. 


It  is  particularly  the  extent  and  the  location  of 
the  swelling  which  differentiate  it  from  tubercu- 
losis of  the  wrist  proper.  While  in  the  latter  the 
primary  swelling  appears  dorsally  and  is  cylindric, 
so  that  the  wrist  appears  thickened  in  the  antero- 
posterior direction,  and  while  passive  movements 
are  generally  limited  by  pain,  in  tuberculosis  of 
the  tendon  sheaths  the  swelling  follows  the  volar 
surface  along  the  course  of  the  tendon  sheaths  and 
is  rather  painless,  and  limitation  of  motion  is  more 
of  the  passive  kind.  Only  as  the  infiltration  of 
the  sheaths  increases,  the  flexion  contracture  of 
the  fingers  becomes  more  marked,  and  the  motion 
more  and  more  restricted. 

Another  condition  to  be  differentiated  from 
tuberculous  tenosynovitis  is  the  truly  synovial  cyst 
or  the  ganglion,  arising  from  the  joint.  This  is 
usually  circumscribed,  more  often  on  the  dorsal 
surface,  is  usually  painless  and  shows  little  tend- 
ency to  restrict  motion,  and  the  swelling  does  not 
move  with  the  tendon. 

THE  TREATMENT 

1.  Conservative:  In  the  treatment  of  infants 

in  whom  tuberculous  lesions  often  yield  to  simple 
remedies,  or  in  an  individual  who  already  presents 
tuberculous  lesions  or  pulmonary  tuberculosis,  it 
is  probably  best  to  combine  a compression  treat- 
ment with  injections  of  modifying  fluid.  Every 
two  weeks  for  a period  of  several  months  one  in- 
jects several  cubic  centimeters  of  iodoform 
glycerine  or,  according  to  Guinard,  mentholated 
camphor.  After  the  injection  the  member  is  en- 
velojjed  in  a cotton  bandage  with  a considerable 
amount  of  compression  and  this  bandage  remains 
for  two  weeks.  This  is  a long-continued  and 
rather  painful  treatment  of  rather  uncertain  out- 
come, sometimes  yielding  result,  particularly  in 
infants.  Often,  however,  only  long  remissions 
are  obtained,  an  arrest,  which  might,  however,  last 
for  several  years.  We  carried  out  the  conserva- 
tive treatment  in  three  cases. 

2.  Ojierative : In  the  adult  as  a rule  the  treat- 
ment of  choice  is  the  complete  extirpation  of  the 
diseased  sheath.  This  is  l>est  done  under  applica- 
tion of  an  Esmarch  bandage,  the  sheath  being 
incised  from  one  end  to  the  other,  and  extirpated 
as  completely  as  possible.  This  is  usually  a very 
long-drawn-out  and  laborious  procedure.  It  is 
an  excellent  operation  if  the  removal  is  absolutely 
complete.  Otherwise,  the  obtained  results  are 
anything  but  .satisfactory  and  recurrences  are 
almost  sure  to  occur.  In  one  case  it  was  neces- 
sary to  ]ierform  this  operation  in  two  steps.  In 
one  ca.se,  observed  for  one  year,  the  result  was 
good.  This  patient  did  well  clinically:  however, 
the  x-ray  pictures  showed  a continuous  extension 
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to  the  carpus,  and  the  operation  was  advised 
nevertheless.  In  the  other  two  cases  the  opera- 
tion was  not  undertaken  because  of  the  presence 
of  a pulmonary  tuberculosis  and  there  was  insuffi- 
cient time  of  observation  to  give  a statement  on 
the  end  result. 

Operative  cases  may  be  divided  into  the  follow- 
ing two  groups : 

1.  One  group  in  which  there  was  already  an 
involvment  of  the  carpus,  in  which  a total  resec- 
tion of  the  carjius  alone  or  in  combination  with 
removal  of  the  sheath  was  carried  out.  Seven  of 
these  cases  showed  good  results  under  an  observa- 
tion period  ranging  from  eight  months  to  twelve 
years.  These  cases  must  be  judged  rather  as 
tuberculosis  of  the  wrist  than  as  tendon  sheath 
tuberculosis. 

2.  The  second  group  includes  those  cases  in 
which  there  was  no  concomitant  involvment  of 
the  carpus.  Two  of  these,  treated  by  radical 
resection  of  the  tendon  sheaths,  gave  good  results, 
but  the  time  of  observ^ation  was  comparatively 
short.  A tuberculous  kidney  was  removed  from 
one  patient,  and  while  the  time  which  has  elapsed 
is  too  short,  the  improvement  is  striking  and  the 
outlook  is  favorable.  Still  more  striking  is  the 
result  in  another  case  in  which  the  removal  of 
the  tendon  sheaths  in  two  steps  caused  marked 
improvement ; and  the  patient  regained  the  use 
of  the  fingers  to  a considerable  extent.  A third 
case  had  a radical  resection  of  the  tendon  sheaths ; 
remained  entirely  well  for  six  years,  at  which  time 
further  observations  show  that  an  extension  of 
the  process  into  the  carpus  occurred.  This  was 
subsequently  excised.  We  had  one  case  in  which 
an  aspiration  of  the  tendon  sheath  was  carried 
out  but  no  further  treatment  was  given;  the  result 
was  unsatisfactory. 

CONCLUSIONS 

1.  Tuberculosis  of  the  tendon  sheaths  of  the 
fingers  is  a progressive  disease  which  in  a large 
jiercentage  of  cases  ultimately  concludes  with  in- 
volvment of  the  carpus. 

2.  Early  diagnosis  of  the  condition  is  essential 
in  the  interest  of  timely  intervention. 

3.  With  the  exception  of  rare  cases  in  children 
or  of  cases  of  multiple  tuberculosis  or  pulmonary 
involvement,  the  treatment  of  this  condition  is 
radical  and  consists  in  complete  removal  of  the 
synovial  sac. 

4.  In  early  tendon  sheath  tuberculosis  the  out- 
look is  not  unfavorable  if  the  treatment  is  radical. 
However,  incompleteness  in  the  removal  of  the 
tendon  sheaths  is  almost  sure  to  lead  to  recur- 
rences and  to  ultimate  involvment  of  the  skeletal 
system. 


5.  Very  little  can  be  expected  in  adults  from 
aspiration  of  the  tendon  sheaths  or  injection  with 
corroding  or  modifying  fluids.  Because  of  the 
tendency  of  recurrence  and  the  possibility  of  a 
later  involvment  of  the  skeletal  system,  even  after 
a number  of  years,  it  is  necessary  to  submit  the 
patient  to  a long  period  of  observation. 


PERIPHERAL  NERVE  INJURIES 

Walter  D.  Abbott,  M.D.,  F.A.C.S. 

Des  Moines 

There  are  less  peripheral  nerve  injuries  in  a 
rural  community  than  in  large  industrial  centers, 
and  yet  the  frequency  of  these  injuries  warrants 
a brief  resume  of  the  salient  diagnostic  points  and 
modes  of  treatment.  The  types  of  injury  vary 
from  mild  contusion  to  complete  division  of  the 
nerve.  In  a mild  or  moderate  contusion,  conqilete 
loss  of  function  is  seldom  of  long  duration,  and 
with  early  signs  of  recovery,  it  is  safer  to  follow 
conservative  methods  than  to  resort  to  radical  sur- 
gical procedures.  In  a complete  division  of  the 
nerve,  there  is  immediate  and  sudden  loss  of  func- 
tion with  no  signs  of  recovery.  In  this  instance, 
delay  is  of  no  value  and  early  approximation  of 
the  severed  ends  is  the  only  manner  in  which  re- 
covery can  be  obtained.  The  various  conditions 
in  between  these  two  extremes  vary  with  each  in- 
dividual case  and  no  hard  and  fast  rule  can  be 
laid  down. 

Thus,  when  the  physician  is  confronted  with 
the  problem  of  a nerve  injury,  it  is  obvious  that  a 
painstaking  history  is  of  extreme  value  in  deter- 
mining the  future  management  of  the  case.  The 
type  of  injury,  position  of  the  extremity,  the  ob- 
jective and  subjective  loss  of  motion  and  sensa- 
tion, associated  injuries,  and  signs  of  recovery, 
must  be  discussed  fully  before  examination  is 
undertaken.  The  examination  should  be  carried 
out  after  a careful  explanation  as  to  the  necessity 
of  full  cooperation  between  patient  and  physician. 
The  patient  must  understand  the  importance  of 
responding  to  the  various  sensory  tests,  such  as 
being  touched  with  cotton,  discriminating  between 
sharp  and  dull,  heat  and  cold,  and  appreciation  of 
joint  sense.  The  physician  should  fully  appreciate 
the  psychic  element  in  these  cases,  particularly  in 
reference  to  compensation  cases,  lest  a malingerer 
lead  him  astray.  As  will  be  illustrated  in  the  fol- 
lowing tables,  there  are  certain  definite  functions 
for  peripheral  nerves,  and  in  spite  of  overlaps  in 
sensations,  anatomic  distribution  is  constant.  In 
addition,  supplementary  or  “trick  movements” 
carried  out  by  unopposed  groups  of  muscles  aided 
by  posture  of  the  extremity  can  confuse  the  at- 
tending physician  unless  he  is  on  guard. 
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THE  RADIAL  NERVE 

The  radial  nerve  is  most  commonly  injured  in 
civil  life  because  of  its  length  and  winding  course 
around  the  humerus.  Dislocation  of  the  shoulder 
and  fractures  of  the  humerus  may  produce  an  im- 
mediate injury  to  this  nerve.  Callus  formation, 
traumatic  aneurysms,  compression  by  bandage, 
splint  or  cast  may  produce  an  injury  to  the  nerve. 
It  may  be  overlooked  and  injured  by  the  surgeon 
during  operations  upon  the  upper  arm.  One  form 
of  injury,  which  is  not  uncommon,  is  the  so-called 
“Saturday  night  palsy,”  which  occurs  during  a 
drunken  sleep.  This  also  may  take  place  during 
prolonged  operations  under  anesthesia.  The  main 
function  of  the  radial  nerve  is  extension  of  the 
upper  extremity.  When  the  nerve  is  paralyzed, 
extension  of  the  thumb,  proximal  phalanges  of  the 
fingers,  wrist  and  elbow,  and  abduction  of  the 
thumb  on  the  plane  of  the  palm  cannot  be  per- 
formed. The  patient  cannot  make  a fist  ade- 
quately, nor  grasp  objects  in  the  hand,  because 
complete  flexion  of  the  fingers  is  not  possible.  It 
is  necessary  to  have  the  elbow  elevated  sufficiently 
to  overcome  the  force  of  gravity.  Suppination  of 
the  forearm  is  also  involved.  “Trick  movements” 
in  this  type  of  lesion  usually  occur  in  partial  ex- 
tension of  the  wrist,  when  the  arm  and  wrist  are 
supported.  Subjective  sensory  disturbances  are 
rare  in  injury  to  the  radial  nerve,  although  numb- 
ness, prickling  and  pain  may  occur.  Usually  pain 
is  the  result  of  injuries  to  adjacent  tissues.  Ob- 
jective sensory  loss  may  be  overlooked  because  of 
the  widespread  overlap  of  nerve  supply.  When 
lost,  it  is  over  the  dorsum  of  the  thumb  and  dor- 
sum of  the  ulnar  side  of  the  hand  and  forearm. 
Touch  is  most  frequently  involved  and  pain  and 
temperature  .sensations  will  vary  greatly. 

THE  MEDIAN  NERVE 

Injuries  to  the  median  nerve  are  the  result  of 
direct  trauma  such  as  cuts,  stabs,  compression  by 
a tourniiiuet,  splint  or  cast.  Dislocation  of  the 
ulna  may  injure  the  median  nerve,  and  injections 
of  drugs,  such  as  arsphenamine,  may  produce  par- 
tial or  total  paralysis  of  this  nerve.  The  presence 
of  cervical  ribs  with  hypertrophy  of  the  scalenus 
anticus  muscle  may  cau.se  injury  to  the  median 
nerve.  Partial  paralysis  is  more  common  and  this 
condition  is  often  very  painful.  In  complete 
paralysis  the  hand  inclines  to  the  ulnar  side  of  the 
forearm,  there  is  atroj)hy  of  the  thenar  eminence 
and  the  thumb  is  in  the  plane  of  the  palm,  pro- 
ducing the  typical  “ape  hand.”  Pronation  is  de- 
fective and  when  the  forearm  is  flexed,  the  patient 
sui>f)Icmcnts  this  motion  by  holding  the  elbow  out. 
When  the  forearm  is  extended,  the  arm  is  rotated 
inward  with  a resulting  passive  pronation  of  the 


hand.  Paralysis  of  the  flexor  muscles  of  the 
fingers  is  manifested  by  an  absence  of  flexion  in 
the  index  finger  and  feeble  flexion  of  the  middle 
finger.  Movement  of  the  ring  finger,  which  is 
supplied  by  the  ulnar  nerve,  often  affects  the  mid- 
dle finger  to  a varying  degree.  The  patient  is  un- 
able to  make  a fist  or  clasp  the  hands  together  as 
in  prayer,  and  opposition  of  the  thumb  and  little 
finger  is  not  possible.  Supplementary  muscle 
action  is  usually  the  result  of  ulnar  nerve  supply. 
Sensory  loss  is  over  the  radial  side  of  the  palm, 
the  palmar  surface  of  the  thumb,  the  index,  middle 
and  inner  half  of  the  palmar  surface  of  the  ring 
finger,  and  the  dorsal  surface  of  the  distal  phal- 
anges of  the  index  and  middle  fingers.  Vaso- 
motor symptoms  are  very  frequent  complications 
of  median  nerve  injury.  The  skin  of  the  palm  is 
glossy,  purplish,  red  or  mottled  red  and  white. 
Often  the  patient  complains  of  exquisite  pain  in 
the  palm  and  fingers.  The  skin  is  dry  and  occa- 
sionally keratotic.  Trophic  ulcers  are  seen  most 
commonly  on  the  index  finger,  usually  the  result 
of  cigarette  burns. 

THE  ULNAR  NERVE 

The  ulnar  nerve  is  injured  easily  from  pressure, 
jiarticularly  in  an  alcoholic  debauch ; also  during 
the  administration  of  a general  anesthetic.  In- 
juries and  fractures  around  the  elbow  joint  and 
subsequent  callus  formation  produce  injury  to  this 
nerve.  Often,  the  symptoms  of  paralysis  or  anes- 
thesia are  not  apparent  until  considerable  time  has 
elapsed  after  the  initial  trauma.  This  condition  is 
then  known  as  tardy  ulnar  palsy.  Because  of  the 
superficial  location  of  the  nerve  and  its  proximity 
to  the  bone,  occupational  palsy  is  not  infrequent. 
This  is  found  chiefly  among  watch  and  cigar 
makers,  metal  workers,  telephone  operators  and 
tailors  as  a result  of  a tendency  to  lean  upon  the 
elbows.  Pressure  from  a cervical  rib  can  also 
produce  an  injury  to  the  ulnar  nerve.  Paralysis 
of  the  ulnar  nerve  is  manifested  by  an  inability  to 
flex  the  proximal  or  distal  phalanges  of  the  ring 
and  little  fingers : to  abduct  or  adduct  the  fingers ; 
to  extend  the  second  and  distal  phalanges  of  any 
of  the  fingers ; to  adduct  the  thumb  and  to  abduct 
or  oppo.se  the  little  finger.  The  appearance  of  the 
hand  in  an  ulnar  nerve  lesion  is  characterized  by 
atrophy  over  the  first  dorsal  interosseous  .space 
and  to  a lesser  degree  in  the  other  .spaces.  Claw- 
ing of  the  hand  is  present  in  various  degrees  as 
a result  of  the  unopposed  action  of  the  extensor 
communis  digitornm.  The  hypothcnar  eminence 
shows  marked  atrophy  and  this  is  also  noted  at 
the  edge  of  the  tlienar  eminence.  Supplementary 
movements  seldom  affect  the  motion  of  the  little 
finger.  The  loss  of  sen.sation  is  limited  to  the  little 
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finger,  lateral  half  of  the  ring  finger,  the  ulnar 
side  of  the  hand  and  forearm.  Surgical  treatment 
of  ulnar  nerve  lesions  is  the  most  satisfactory  of 
^ the  peripheral  nerves  in  the  upper  extremity.  This 
is  particularly  true  in  lesions  around  the  elbow 
joint,  where  a simple  transplant  of  nerve  is  re- 
warded with  a return  of  function. 


TABLE  I 
Upper  Extremity 


Nerve 

Motor 

Sensory 

Radial 

Inability  to  extend  thumb, 
proximal  phalanges  of  the 
fingers,  wrist  and  elbow. 

Inability  to  abduct  thumb 
on  plane  of  palm. 

Lost  over  the  dorsum  of 
the  thumb  and  dorsum  of 
the  radial  side  of  the 
hand  and  forearm. 

Median 

Incomplete  pronation  of  the 
forearm. 

Inability  to  flex  distal 
phalanges  of  fingers  ex- 
cept the  fifth  finger. 

Inability  to  clasp  hands. 

Inability  to  oppose  thumb 
and  fifth  finger. 

Lost  over  the  radial  side  of 
the  palm,  the  palmar  sur- 
face of  the  thumb,  index, 
middle  and  medial  half  of 
the  ring  fingers. 

The  dorsal  surface  of  the 
distal  phalanges  of  the 
index  and  middle  fingers. 

Ulnar 

Inability  to  flex  the  prox- 
imal and  distal  phalanires 
of  the  ring  and  little  fin- 
gers : to  abduct  or  adduct 
the  fingers  : to  extend  the 
second  and  distal  phal- 
anges of  any  of  the 
fingers : to  adduct  the 

thumb  ; to  abduct  or  op- 
pose the  little  finger. 

Lost  in  little  finger,  ulnar 
half  of  ring  finger  and 
ulnar  side  of  the  hand 
and  forearm. 

THE  SCIATIC  NERVE 

Injury  to  the  sciatic  nerve  above  the  bifurca- 
tion into  the  peroneal  and  tibial  nerves  is  not  com- 
mon. This  nerve  may  be  injured  by  gunshot  and 
stab  wounds  or  from  fracture  of  the  femur.  Re- 
duction of  dislocation  of  the  hip  may  produce  in- 
jury to  the  sciatic  nerve  and  this  condition  is  also 
seen  in  infants  as  a result  of  birth  injury.  Jump- 
ing upon  the  extended  foot  or  sudden  extension 
of  the  lower  extremity  with  flexion  of  the  trunk 
can  produce  an  injury  to  this  nerve.  The  occu- 
pational type  of  trauma  to  the  sciatic  nerve  is  most 
common  among  saddlers  and  plasterers.  Injury 
may  occur  during  anesthesia  or  in  surgical  pro- 
cedures carried  out  in  the  region  of  the  nerve.  As 
the  nerve  to  the  semitendinous  and  membranosis 
muscles  is  given  off  high,  complete  loss  of  flexion 
of  the  leg  is  uncommon.  Paralysis  is  manifested 
by  a dangling  leg,  foot  drop,  and  in  walking  a 
steppage-gait  is  noted.  All  of  the  muscles  below 
the  knee  are  paralyzed,  and  standing  on  either  the 
heels  or  toes  is  impossible.  The  patient  cannot 
run.  In  course  of  time,  there  is  a shortening  of 
ligaments  producing  a limitation  of  motion  of  the 
foot.  When  this  has  taken  place,  the  patient  walks 
as  if  he  had  a peg  leg  with  relatively  little  disabil- 
ity. Owing  to  edema  and  infiltration  of  the  tis- 
sues, atrophy  is  not  as  apparent.  The  patellar  re- 
flex is  always  present  and  the  Achilles  reflex  is 
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always  absent.  The  intrinsic  muscles  of  the  foot 
are  of  minor  importance  in  comparison  to  those  of 
the  hand  and,  consequently,  there  are  few  supple- 
mentary movements.  Objective  sensation  is  lost 
or  diminished  over  the  foot,  with  the  exception  of 
the  inner  border  of  the  arch  and  the  internal  mal- 
leolus. It  is  also  lost  over  the  outer  side  of  the  leg 
to  the  knee.  Since  ankylosis  is  a frequent  occur- 
rence, injury  to  the  sole  of  the  foot  is  common. 
Vasomotor  and  trophic  disturbances  are  followed 
by  ulcers.  Edema  of  the  leg  and  foot  is  common, 
and  brawny  infiltration  of  the  calf  is  .seen.  Color 
changes  are  frequently  observed  and  sweating  is 
diminished  except  over  the  inner  surface  of  the 
foot. 

THE  PERONEAL  NERVE 

This  nerve  may  be  injured  in  the  usual  manner 
and  not  infrequently  paralysis  results  from  pres- 
sure of  the  nerve  against  the  head  of  the  fibula. 
This  is  known  as  “crossed  leg”  paralysis,  occur- 
ring after  the  patient  has  been  seated  for  a consid- 
erable length  of  time  with  the  legs  crossed,  as  in 
a lengthy  session  of  playing  cards.  Then,  when 
the  patient  stands,  there  is  a complete  foot  drop 
and  inability  to  flex  the  foot  dorsally.  When  the 
patient  is  examined  for  voluntary  motion,  it  is  nec- 
essary to  immobilize  the  knee  and  to  beware  of 
twitchings  of  the  aponeurosis  of  the  leg.  These, 
caused  by  contraction  of  the  muscles  of  the  thigh, 
may  be  mistaken  for  contractions  of  muscles  sup- 
plied by  the  peroneal  nerve.  Thus,  no  active 
movement  or  dorsal  flexion  of  the  foot  is  possible. 
Extension  or  dorsal  flexion  of  the  proximal  phal- 
anges of  the  toes  or  abduction  of  the  foot  cannot 
be  performed.  A steppage-gait,  walking  with  the 
knee  raised  high  and  the  point  of  the  foot  dropped 
and  adducted,  is  characteristic.  Supplementary 
movements  are  the  result  of  strong  flexion  of  the 
toes  inverting  and  slight  dorsal  flexion  of  the  foot. 
Subjective  sensory  loss  is  very  rare.  Objective 
sensation  is  absent  over  the  dorsal  surface  of  the 
foot  to  the  base  of  the  toes,  the  outer  and  anterior 
surface  of  the  leg. 

THE  TIBIAL  NERVE 

Isolated  paralysis  of  the  tibial  nerve  is  uncom- 
mon and  the  usual  causes  are  lacerations,  stabs  or 
gunshot  wounds.  When  the  tibial  nerve  is  di- 
vided, plantar  flexion  and  adduction  of  the  foot  is 
impossible.  The  tibialis  anticus  exerts  such  a pull 
that  the  foot  is  elevated  and  walking  is  painful  and 
difficult.  Hyperkeratosis  and  ulceration  of  the 
foot  is  frequent.  The  subjective  sensation  is  of  a 
painful  nature,  limited  to  the  sole  of  the  foot. 
Objective  sensation  is  lost  over  the  sole  of  the 
foot,  except  at  the  inner  border,  the  lateral  surface 
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of  the  heel,  the  plantar  surface  of  the  toes  and  at 
times  over  the  distal  phalanges. 


table  II 
Lower  Extremity 


Nerve 

Motor 

Sensory 

Sciatic 

Inability  to  flex  lower  ex- 
tremity, to  elevate  foot, 
to  walk  on  heel  or  toes. 

Lost  over  foot,  outer  and 
anterior  portion  of  leg. 

Peroneal 

Inability  to  dorsal  flex  foot 
and  abduct  foot. 

Inability  to  extend  toes. 

Lost  over  dorsum  of  foot, 
the  outer  and  anterior 
surface  of  leg. 

Tibia! 

Inability  to  flex  and  adduct 
foot. 

Lost  over  sole  of  foot,  lat- 
eral surface  of  heel  and 
plantar  surface  of  the 
toes. 

TREATMENT 

The  management  of  each  case  is  guided  by  the 
type  of  injury,  duration  of  symptoms  and  evi- 
dence of  complete  and  incomplete  nerve  division. 
Frequently  more  than  one  nerve  is  involved,  the 
most  common  type  being  a combined  median-ulnar 
nerve  paralysis.  Providing  the  injury  is  one  of 
contusion,  because  of  no  laceration  and  evidence 
of  incomplete  paralysis  or  sensory  loss,  it  is  wise 
to  treat  conservatively  with  massage,  underwater 
therapy,  supervised  exercise  and  placing  the  ex- 
tremity in  optimum  position. 

It  is  a well  known  fact  that  new  nerve  tissue 
grows  at  a rate  of  one  millimeter  a day,  or  roughly 
one  inch  a month,  thus,  the  patient  must  be  warned 
lest  he  become  discouraged  and  seek  some  unor- 
thodox and  speedy  cure.  When  the  evidence 
points  to  complete  division  of  the  nerve,  early  ap- 
proximation of  the  fibers  should  be  carried  out. 
In  this  instance,  meticulous  care  and  flawless  tech- 
nic is  of  paramount  importance,  as  a tendon  su- 
tured to  a nerve,  or  the  onset  of  infection  will  re- 
sult in  failure,  humiliation  and  discouragement. 
Following  accurate  approximation  of  the  severed 
nerve  ends,  the  usual  course  of  physiotherapy 
must  be  carried  out  under  careful  supervision. 


TECHNIC  IN  USING  TRICHLORACETIC 
ACID  FOR  THE  REMOVAL  OF  MOLES 
UPON  THE  EYELIDS  AND  OTHER 
PARTS  OF  THE  BODY 

Frank  G.  Murphy,  M.D.,  Mason  City 

Moles  upon  the  eyelids,  about  the  nose  or  on 
the  face  and  neck  are  invariably  unsightly.  They 
may  become  irritated  and  have  a tendency  to 
grow  larger,  though  only  rarely  do  they  become 
malignant.  When  these  lesions  appear  upon  the 
eyelids,  on  the  nose  or  ear,  patients  are  inclined 
to  consult  the  eye,  ear,  nose  and  throat  specialist 
regarding  their  removal.  Eyeglasses  and  spec- 
tacles sometimes  irritate  these  growths.  The  spe- 


cialist, like  his  colleague  in  general  practice,  rare- 
ly has  familiarized  himself  with  the  manner  in 
which  they  may  be  successfully  removed ; there- 
fore, his  patients  are  usually  advised  that  it  is 
best  to  leave  them  alone. 

A few  suggestions  are  herein  ofifered  regarding 
the  technic  in  successfully  disposing  of  these  epi- 
thelial blemishes.  While  moles  do  not  often  be- 
come malignant  it  is  safer  to  have  them  removed. 
Their  removal  many  times  is  also  of  decided  cos- 
metic advantage.  All  of  the  trichloracetic  acid 
required  for  the  successful  removal  of  a mole 
should  preferably  be  applied  at  the  first  sitting. 
A second  treatment  is  rarely  necessary  if  the  num- 
ber of  applications  in  the  initial  attempt  has  been 
correctly  estimated.  All  of  the  tissue  of  the  lesion 
should  be  removed.  If  a second  treatment  is 
thought  advisable  a period  of  several  weeks  should 
elapse  before  it  is  given. 

Trichloracetic  acid  is  a mild  caustic  and  when 
applied  to  the  skin  appears  to  have  the  property 
of  attacking  only  the  loosely  protected  capillaries. 
Because  of  its  mild  escharotic  effect  it  is  much 
used  in  closing  bleeding  points  upon  the  nasal 
septum.  Its  effect  when  applied  to  moles  and 
other  epithelial  lesions  is  to  dehydrate  the  tissues. 
The  time  required  to  saturate  the  growth  down 
to  the  healthy  skin  depends  upon  whether  the 
lesion  is  hard  or  soft.  If  the  growth  is  small  and 
also  soft,  one  or  two  applications  may  be  sufficient, 
but  if  it  is  hard,  saturation  will  take  place  more 
slowly  and  the  surface  must  be  kept  moistened 
with  the  solution  every  few  moments  until  the 
acid  ceases  to  be  absorbed. 

Caution  is  advised,  however,  in  treating  epi- 
thelial lesions  on  young  women  who  have  very 
tender  skins  and  also  those  on  children.  Tri- 
chloracetic acid  is  hygroscopic  and  is  purchased 
in  paraffin  sealed  ounce  bottles.  For  convenience 
in  use  a half  drachm  should  be  transferred  to  a 
glass  stoppered  bottle.  While  these  crystals  will 
soon  dissolve  when  exposed  to  the  air,  one  drop 
of  water  will  melt  them  sufficiently  at  once  to 
moisten  the  point  of  the  wooden  applicator.  A 
fairly  well  pointed  pine  stick  makes  an  ideal  in- 
strument for  applying  the  acid  solution.  When 
dipping  the  point  of  the  instrument  in  the  acid 
care  should  be  taken  to  contact  the  side  of  the 
bottle  when  it  is  withdrawn  so  that  any  surplus 
fluid  will  be  removed,  thus  obviating  the  annoy- 
ance of  having  some  of  the  solution  run  from  the 
mole  over  the  healthy  skin.  Only  enough  of  the 
acid  to  moisten  the  surface  of  the  mole  should 
be  applied  at  a time.  When  the  acid  cea.ses  to  be 
absorbed  the  growth  has  been  tboroughiv  impreg- 
nated and  no  more  need  be  applied. 

In  a large  firm  mole  the  moist  applications  may 
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continue  to  be  absorliecl  for  thirty  minutes  or 
longer.  The  chemical  action  of  trichloracetic  acid 
on  epithelial  abnormalities  appears  to  consist  es- 
sentially in  its  dehydrating  effect.  After  the  mole 
has  been  saturated  with  the  liquid  it  begins  to 
shrink  in  height  and  circumference  and  continues 
to  do  so  for  several  hours.  The  firm  crust  that 
is  formed  serves  as  its  own  dressing;  however, 
if  the  lesion  is  situated  where  it  is  likely  to  he 
rubbed  by  the  clothing  an  adhesive  pad  should  be 
applied.  Small  soft  moles  which  require  but  one 
or  two  applications  will  drop  off  in  six  or  seven 
days.  Larger  ones  will  take  a longer  time,  even 
to  three  weeks. 

The  shrinking  of  the  mole  after  the  applica- 
tions have  been  made  causes  it  to  draw  slightly 
upon  the  surrounding  skin,  and  a small  ridge  is 
formed  around  the  area  involved.  This  ridge, 
after  the  dehydrated  mole  has  separated  itself 
from  the  skin,  causes  the  central  area  to  appear 
at  a lower  level : hut  soon  the  surrounding  ridge 
is  absorbed  and  the  remaining  reddish  brown  sur- 
face is  found  to  be  level  with  the  adjacent  epi- 
thelium. If  the  removed  mole  was  a large  one 
the  newly  exposed  skin  will  retain  its  color  hue 
for  several  weeks  and  occasionally  longer,  but 
this  always  disappears  eventually.  If  the  mole 
is  situated  on  the  edge  of  the  eyelid,  a cocaine  so- 
lution should  be  instilled  in  the  eye  and  sterilized 
cotton  held  between  the  lid  and  the  eyeball  while 
the  applications  are  being  made.  In  this  pro- 
cedure skillful  technic  and  patience  will  yield  ex- 
cellent results. 

Nearlv  every  heginner  makes  the  mistake  of 
getting  too  much  of  the  acid  solution  on  his  ap- 
plicator, of  getting  too  much  on  the  mole  at  each 
a])plication,  and  of  assuming  that  because  the  sur- 
face of  the  lesion  has  become  white  that  enough 
solution  has  been  applied.  Moles  seem  to  be  like 
wood  which  takes  in  fluid  slowly.  When  the 
lesion  ceases  to  absorb  the  acid  solution  it  is  satu- 
rated. The  treatment  of  these  dermal  blemishes 
is  necessarily  incidental  in  the  physician’s  pro- 
fessional work.  However,  for  thirty-four  years 
the  writer  has  paid  considerable  attention  to  the 
treatment  of  these  small  epithelial  growths  and 
at  no  time  has  he  seen  the  skin  injuriously  affected 
where  a mole  had  been  removed  with  the  remedy 
here  recommended. 

Trichloracetic  acid  seems  to  be  particularly 
adajitable  for  the  purpose  of  removing  moles  and 
other  skin  lesions  because  of  the  qualities  it  pos- 
sesses in  dehydrating  pathologic  epithelial  tissues, 
and  in  its  failure  to  affect  appreciably  the  healthy 
skin  beneath.  Eller^  thinks  that  the  dark  pig- 
mented moles  are  best  left  alone  unless  they  show 
evidence  of  growth.  The  writer  has  occasionally 
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removed  large  pigmented  moles  successfully,  a i 
few  as  large  as  an  inch  in  diameter.  He  is  in- 
clined to  believe  that  failure  in  the  attempts  to 
remove  these  pigmented  moles  occurs  when  the 
applications  are  not  continued  sufficiently  long  to 
permit  the  entire  growth  to  become  dehydrated. 
Some  of  these  neoplasms  absorl)  the  acid  solution 
more  slowly  than  others. 

Taussing-  treats  small  epithelial  lesions  with 
trichloracetic  acid.  We  also  have  removed  small 
epitheliomas  with  this  remedy  ; however,  there  has 
never  been  any  yielding  to  the  temptation  to  un- 
dertake the  removal  of  larger  ones  nor  of  birth- 
marks or  other  forms  of  nevi.  The  object  of 
this  communication  is  for  the  sole  purpose  of 
urging  a more  general  use  of  this  remedy  in  re- 
moving ordinary  moles  which  are  physically  an- 
noying to  so  many  and  which  distract  from  the 
comely  appearance  of  thousands. 
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DIAGNOSIS  OF  BACILLARY 
DYSENTERY 

REPORT  OF  A CHRONIC  CASE  ASSOCIATED  WITH 
PERNICIOUS  ANEMIA 

J.  A.  Greene,  M.D.,  Iowa  City 
From  the  Department  of  Internal  Medicine 

Acute  bacillary  dysentery  occurs  rather  more 
frequently  in  the  temperate  zone  than  is  generally 
appreciated,  as  evidenced  by  the  relatively  large 
incidence  of  chronic  stages  of  the  disease  and  by 
the  frequency  with  which  dysentery  bacilli  are 
found  during  epidemics  of  diarrhea  when  these 
are  subjected  to  thorough  study.  Since  many  ob- 
servers, among  them  Strasburger^,  agree  that 
approximately  five  per  cent  of  the  acute  cases  be- 
come chronic,  the  four  chronic  cases  observed  at 
the  University  Hospitals  during  the  past  four 
years  represent  eighty  acute  cases.  A brief  dis- 
cussion of  the  diagnosis  of  acute  bacillary  dysen- 
tery with  the  report  of  a chronic  case  associated 
with  pernicious  anemia,  therefore,  appears  to  be 
worthwhile. 

The  diagnosis  of  the  acute  stage  is  difficult  and 
may  be  overlooked  because : first,  it  has  not  been 
generally  recognized  that  the  disease  occurs  in  this 
latitude : second,  although  severe  forms  of  the  dis- 
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ease  occur,  its  course  is  frequently  mild  in  a tem- 
perate climate ; and  third,  the  diagnosis  depends 
upon  uncertain,  and  often  unavailable  laboratory 
examinations.  The  clinical  features  in  mild  cases 
are  often  insufficient  to  arouse  suspicion  of  the 
disease.  Diarrhea  is  usually  present  in  varying 
degrees,  whereas  abdominal  cramps,  pea  soup  or 
purulent  stools  and  constitutional  reactions  may 
be  absent.  One  should,  therefore,  bear  in  mind 
the  possibility  that  even  a mild  diarrhea  may  be 
due  to  dysentery  bacilli. 

Isolation  of  the  organism  from  the  stool  of  a 
suspect  establishes  the  diagnosis.  However,  it 
may  be  necessary  to  obtain  several  specimens  early 
in  the  course  of  the  disease  as  the  chance  of  iso- 
lating the  organism  increases  with  the  number  of 
stools  examined,  and  decreases  as  the  disease  pro- 
gresses. Martin  and  Williams'^  report  only  15 
per  cent  success  in  isolating  the  organism  from  the 
first  culture.  Repeated  cultures  obtained  during 
the  first  few  days  of  the  disease  revealed  the  or- 
ganism in  67  per  cent  of  Soule  and  Heynian’s” 
cases  and  in  70  per  cent  of  Seligmann’s-^  cases.  The 
latter  author  succeeded  in  isolating  the  bacillus  in 
only  38  per  cent  of  all  cases  studied  during  the  first 
twenty  days  and  in  less  than  ten  per  cent  studied 
thereafter.  Similar  observations  have  been  made 
by  many  authors,  including  Martin  and  Williams^ 
and  Feemster”.  In  mild  cases,  however,  even  re- 
peated stool  cultures  may  be  worthless,  according 
to  Davison®.  A greater  percentage  of  positive  re- 
sults is  obtained  when  the  culture  is  inoculated  by 
mucus  or  blood  taken  from  a fresh  stool  specimen 
or  directly  from  the  rectum  through  a proctoscope. 
Isolation  of  the  organism  from  old  or  dried  stools 
is  very  difficult,  in  fact,  culture  media  inoculated 
forty-eight  hours  after  passage  of  a stool  seldom 
show  growth  unless  the  specimen  has  been  pre- 
served on  ice.  These  facts  are  of  importance  when 
it  is  necessary  to  send  a specimen  to  a distant  lab- 
oratory. In  chronic  cases  stool  cultures  are  seldom 
of  diagnostic  value  even  when  an  adequate  bac- 
teriologic  laboratory  is  ^readily  accessible.  Posi- 
tive results  have  been  reported  in  less  than  one 
per  cent  of  such  cases  by  Seligmann®  and  Martin 
and  Williams'*  and  others.  On  the  other  hand 
Smyly'^  claims  to  have  isolated  the  organism  from 
69  per  cent  of  chronic  cases  studied  by  him. 

The  agglutination  reaction  has  also  been  used 
in  the  diagnosis  of  the  disease  but  there  is  no  gen- 
eral agreement  as  to  its  value.  Positive  agglutina- 
tions were  obtained  by  Davison®  in  all  patients 
from  whom  agglutinable  dysentery  bacilli  were 
isolated.  Feemstcr'"  reports  positive  results  in  65 
per  cent  of  his  j)atients  but  did  not  attemjit  to 
agglutinate  the  isolated  organisms.  .Agglutinins 
are  not  demonstrable  in  the  blood  until  the  sixth 


to  tenth  day  of  the  disease  so  that  a negative  re- 
sult is  an  indication  for  a repetition  of  the  test 
three  or  four  days  later.  However,  repeated,  neg- 
ative agglutinations  do  not  necessarily  exclude  the 
diagnosis  of  the  disease.  A positive  agglutination 
reaction  is  often  confusing,  as  agglutinins  persist 
in  the  blood  for  months  or  even  years.  ’A  positive 
reaction  signifies,  according  to  Davison®,  past  or 
present  infection,  or  previous  inoculation.  Men- 
ton®, on  the  other  hand,  observed  positive  reac- 
tions in  apparently  healthy  persons  who  lived  in 
districts  where  dysentery  is  rarely  found  and  who 
had  no  history  of  diarrhea  or  dysentery.  He  be- 
lieves that  the  occurrence  of  these  reactions  may 
interfere  with  the  serologic  diagnosis  of  the  dis- 
ease. Davison®  claims  to  obviate  this  difficulty  by 
a quantitative  repetition  of  a positive  reaction  in 
three  to  five  days,  believing  that  the  diagnosis  may 
be  made  if  a marked  change  in  litre  occurs. 

Because  of  the  lack  of  a satisfactory  laboratory 
method  for  the  diagnosis  of  bacillary  dysentery 
other  laboratory  methods  are  being  investigated. 
Studies  of  the  bacteriophage  content  of  the  stools 
by  Feemster^  have  produced  some  encouraging 
results  but  the  method  is  not  generally  available. 

Many  acute  cases  of  bacillary  dysentery  un- 
doubtedly would  be  diagnosed  if  the  occurrence 
of  the  disease  were  generally  appreciated  and  the 
diagnostic  methods  available  adequately  used. 
The  agglutination  reaction  is  probably  more  im- 
portant than  other  diagnostic  methods  since  it  is 
generally  available. 

The  following  case  report  emphasizes  the  fact 
that  bacillary  dysentery,  as  a possible  diagnosis, 
must  be  constantly  borne  in  mind  when  one  is  de- 
termining the  etiology  of  diarrhea,  even  if  other 
explanations  appear. 

CASE  REPORT 

Mrs.  E.  M.  B.,  hospital  number  Kl-1017,  a 
white  woman,  fifty-six  years  of  age,  who  had  al- 
ways lived  in  Iowa,  entered  the  University  Hos- 
pitals May  23,  1935.  She  had  enjoyed  good 
health  until  ten  years  preceding  admission  when 
intermittent  swelling  of  feet  and  ankles  was  noted. 
Weakness  and  nervousness  were  present  for  six 
years,  a persistent  diarrhea  for  three  years,  pares- 
thesia of  extremities,  yellowish  color  of  skin  and 
sore  tongue  and  rectum  for  one  year,  prior  to 
admission.  She  had  never  noted  bloody,  black, 
mucoid,  or  jiurulent  stools.  Intermittent  abdom- 
inal cramps  had  occurred,  but  there  was  no  history 
of  fever,  chills,  or  sweats. 

I’liysical  examination  revealed  a well  developed, 
poorly  nourished,  j)ale,  while  woman  who  ap- 
peared chronically  ill.  There  was  a yellowish  tint 
to  the  skin  and  the  edges  of  the  tongue  were  atro- 
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phic.  Sensations  of  pallesthesia  and  two  point 
discrimination  were  diminished  over  the  lower 
legs.  Varying  degrees  of  albumin  and  an  occa- 
sional cast  were  found  on  repeated  examinations 
of  the  urine.  The  hemoglobin  was  45  per  cent, 
red  blood  count  1,880,000,  and  macrocytosis  and 
poikilocytosis  were  observed  in  the  blood  smear. 
Free  hydrochloric  acid  was  absent  from  the  gas- 
tric secretions  even  after  histamine  injection.  The 
blood  bilirubin  (Van  den  Bergh)  was  1.0  mg. 
per  cent.  Sigmoidoscopic  examination  revealed 
no  ulcerations  of  the  rectum  or  lower  sigmoid. 
Roentgen  ray  studies  of  the  gastro-intestinal  tract 
revealed  only  a polyp  of  the  stomach.  A diagnosis 
of  pernicious  anemia  with  subacute  combined 
sclerosis  was  made,  and  supported  by  a reticulo- 
cyte crisis  and  improvement  in  the  red  blood 
count  and  hemoglobin  concentration  which  oc- 
curred following  administration  of  liver  extract. 
The  diarrhea,  however,  persisted  in  spite  of  large 
doses  of  dilute  hydrochloric  acid  by  mouth.  Oc- 
cult blood  in  varying  amounts  was  found  repeated- 
ly in  the  stools  and  two  of  four  stool  cultures  re- 
vealed dysentery  bacilli  of  the  Shiga  type.  Ag- 
glutinations were  positive  for  this  type  in  dilu- 
tions of  one  to  eighty.  The  patient’s  tempera- 
ture rose  at  intermittent  intervals  from  101  to  104 
degrees,  remained  there  for  one  or  two  days  and 
quickly  returned  to  normal. 

A frequency  of  five  to  eight  daily  stools  de- 
creased to  one  to  three  following  twice  daily 
colonic  irrigations  of  25  per  cent  Dakin’s  solu- 
tion and  four  intravenous  injections  of  50  cubic 
centimeters  of  polyvalent  antidysentery  serum  at 
three  day  intervals.  Improvement  in  the  pa- 
tient’s sense  of  well  being  was  so  marked  that 
she  elected  to  leave  the  hospital  prematurely. 

We  were  unable  to  ascertain  whether  or  not 
the  intrinsic  factor  reported  by  Castle®  was  pres- 
ent in  the  gastric  secretions  before  the  patient  left 
the  hospital,  and  therefore  the  relationship  be- 
tween the  pernicious  anemia  and  the  chronic  ba- 
cillary dysentery  remains  a subject  for  specula- 
tion. 
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THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCES 


DEATH  FROM  HEMORRHAGE  IN 
GASTRIC  AND  DUODENAL  ULCERS 

F.  P.  McNamara,  M.D.,  Dubuque 

Hemorrhage  is  one  of  the  most  common  com-  t 
plications  of  gastric  and  duodenal  ulcers.  In  t 
younger  individuals,  bleeding  is  rarely  severe 
enough  to  cause  death.  In  older  patients  a single 
massive  hemorrhage  or  repeated  hemorrhages  may 
result  in  a fatal  termination.  The  cases  to  be  re- 
ported are  instances  of  unexpected  or  relatively 
sudden  deaths  due  to  this  cause. 

CASE  1 

The  first  case  was  that  of  a man,  sixty-seven  i 
years  of  age,  who  was  found  dead.  The  coroner 
stated  that  there  was  considerable  blood  near  the  i 
body  and  that  the  lips  were  covered  by  coagulated 
blood.  As  far  as  could  be  determined  he  had 
never  consulted  a physician. 

Necropsy  ( abstract ) : The  relevant  findings  j 

were  in  the  circulatory  system  and  the  stomach.  j 
The  latter  contained  1,000  c.  c.  of  slightly  changed  j 
blood.  The  intestine  contained  700  c.  c.  of  blood.  1 
A large  duodenal  ulcer  with  a firm,  fibrous  base  I 
was  found  just  beyond  the  pylorus  (Fig.  1).  An  j 
eroded,  stiffened  artery,  evidently  the  source  of  ] 
the  hemorrhage,  could  be  made  out  at  one  side 
of  the  ulcer.  There  was  a well  marked  generalized  | 
arteriosclerosis  with  a tendency  to  intimal  ulcera-  1 
tion.  The  aortic  and  mitral  cusps  were  thickened  I 
and  a few  minute  vegetations  were  seen  on  each.  ,, 
The  aortic  leaflets  were  partly  calcified. 

Anatomic  diagnosis:  Primary  : duodenal  ulcer  ; 
with  a massive  hemorrhage.  Subsidiary : arterio- 
sclerosis; chronic  and  subacute  mitral  and  aortic 
endocarditis ; calcification  of  the  aortic  cusps. 

CASE  2 

The  second  case  was  that  of  a white  man,  sev- 
enty-one years  of  age,  who  was  first  seen  three 
days  before  death  when  he  complained  of  “weak- 
ness, loss  of  appetite,  and  tarry  stools.” 

Past  history:  Five  months  ago  the  patient  fell 
from  a ladder  and  he  felt  as  though  something 
“gave  way  in  his  abdomen.”  Shortly  afterward 
he  was  kicked  in  the  abdomen  by  a horse  but 
was  able  to  continue  at  his  work  as  a blacksmith. 
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Frcscnt  illness:  Two  weeks  ago  he  lost  his 

appetite,  his  bowels  became  loose  and  he  had 
passed  tarry  stools  ever  since.  He  had  not  vom- 
ited and  had  had  no  abdominal  pain.  He  stated 
that  he  had  lost  twenty  pounds  in  weight  during 
the  past  five  months.  He  noticed  that  his  ankles 


Fig.  1.  Large  duodenal  ulcer  resulting  in  a fatal  hemorrhage. 

and  hands  swelled  during  the  day  and  that  it  was 
necessary  for  him  to  void  twice  each  night.  Re- 
cently he  had  also  been  subjected  to  attacks  of 
dizziness. 

Physical  examination:  The  patient  was  a well 

developed  man  weighing  157  pounds,  hut  he  had 
evidently  lost  weight.  The  head  was  negative ; 
there  was  marked  pyorrhea,  and  the  tongue  was 
heavily  coated.  The  lungs  were  clear ; the  heart 
was  moderately  enlarged,  but  otherwise  negative ; 
the  blood  pressure,  168/78.  There  were  no  ab- 
dominal masses  or  points  of  tenderness.  There 
was  well  marked  edema  of  the  legs  and  ankles. 
The  prostate  gland  was  firm  but  not  enlarged. 
The  urine  showed  a heavy  trace  of  albumin,  hya- 
line and  granular  casts,  an  occasional  leukocyte 
and  red  blood  cell.  The  feces  were  definitely 
tarry. 

Clinical  course:  The  patient  had  a profuse 

hemorrhage  from  the  stomach  two  days  after  the 
first  visit  and  subsef|uently  had  three  others,  con- 
si.sting  of  a cupful  of  bright  bloorl.  He  continued 
to  pass  tarry  stools.  He  failed  progressively  in 
spite  of  treatment  and  died  on  the  third  day  after 
he  was  first  seen. 


Clmical  diagnosis:  Gastro-intestinal  hemor- 

rhage ; question  of  carcinoma  or  ulcer ; chronic 
nephritis  ; arteriosclerosis ; cardiac  hypertrophy. 

Necropsy  (abstract):  There  was  generalized 

arteriosclerosis  which  was  most  marked  in  the 
abdominal  aorta  and  its  branches.  The  kidneys 
together  weighed  155  grams,  and  grossly  and  mi- 
croscopically presented  the  picture  of  chronic 
glomerular  nephritis  plus  the  changes  due  to  ar- 
teriosclerosis. The  heart  was  moderately  hyper- 
trophied and  weighed  475  grams.  The  stomach 
was  dilated  and  contained  1,000  c.  c.  of  slightly 
changed  blood.  There  was  also  considerable  blood 
in  the  small  intestine.  The  source  of  the  hemor- 
rhage was  a rigid,  sclerotic  blood  vessel  found  at 
one  side  of  an  ulcer  three  centimeters  in  diameter 
situated  on  the  lesser  curvature  of  the  stomach. 
Microscopic  studies  of  the  ulcer  showed  no  evi- 
dence of  malignancy. 

Anatomic  diagnosis:  Primary:  1.  Chronic 

ulcer  of  the  lesser  curvature  of  the  stomach  with 
massive  hemorrhage.  2.  Chronic  diffuse  glom- 
erular nephritis ; arteriosclerosis ; cardiac  hyper- 
trophy ; edema  of  the  lower  extremities. 

CASE  3 

The  patient,  a white  man,  fifty-one  years  of  age, 
was  first  admitted  to  The  Finley  Hospital  eighteen 
months  before  death  when  he  was  treated  for  a 
perforating  ulcer  of  the  lesser  curvature  of  the 
stomach.  Under  medical  treatment  the  ulcer  was 
cured  as  judged  by  x-ray  studies  and  clinical 
symptoms.^  He  remained  free  from  symptoms 
though  there  was  no  supervision  of  his  diet  until 
five  weeks  ago.  He  then  began  to  have  gastric 
symptoms  and  noted  blood  in  his  stools.  He  did 
not  consult  his  physician  until  three  days  before 
death.  At  that  time  he  was  in  a serious  condition 
from  loss  of  blood  and  was  sent  to  the  hospital. 

Course  in  hospital:  On  admission  the  patient 

was  in  moderately  severe  shock.  The  blood  ex- 
amination showed  white  blood  count,  9,800 ; red 
blood  count,  1,650,000;  hemoglobin,  32  per  cent. 
The  general  examination  was  otherwise  negative 
except  for  tenderness  in  the  epigastrium.  He 
was  kept  quiet  by  the  use  of  morphine,  and  given 
hemostatic  agents,  but  continued  to  bleed.  The 
vomitus  and  stools  contained  bright  red  blood. 
He  died  while  being  prepared  for  a bloorl  trans- 
fusion. 

Clinical  diagnosis:  Recurrent  gastric  ulcer  with 
hemorrhage. 

Necropsy  (abstract):  Permission  was  obtained 
to  examine  the  contents  of  the  abdomen.  The  es- 
sential findings  were  in  the  stomach.  The  stom- 
ach and  intestines  contained  2,000  c.  c.  of  slightly 
changed  blood.  The  source  of  the  hemorrhage 
was  an  ulcer  two  and  one-half  centimeters  in 
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diameter  found  on  the  lesser  curvature  of  the 
stomach  (Fig.  2).  An  eroded,  rigid  blood  vessel 
was  found  at  the  upper  edge  of  the  ulcer.  There 
was  practically  no  attempt  at  repair  and  the  base 


Fig.  2.  Acute  perforating  ulcer  of  the  left  curvature  of  the 
stomach  resulting  in  a fatal  hemorrhage.  The  base  of  the  ulcer 
is  formed  by  the  pancreas. 


of  the  ulcer  was  formed  by  the  pancreas  which 
was  bound  to  the  posterior  stomach  wall  by  ad- 
hesions. ^Microscopic  studies  showed  no  malig- 
nancy. 

Anatomic  diagnosis:  Acute  (recurrent)  per- 

forating ulcer  of  the  lesser  curvature  of  the  stom- 
ach ; erosion  of  a gastric  artery  with  massive 
hemorrhage. 

COMMENT 

The  first  case  was  that  of  a sudden  death  from 
a massive  hemorrhage  due  to  an  eroded  blood 
vessel  in  a chronic  duodenal  ulcer.  The  last  two 
cases  were  deaths  from  continuous  hemorrhages 
originating  in  sclerotic  blood  vessels  at  the  base 
of  gastric  ulcers.  Each  case  emphasizes  the  seri- 
ous prognosis  of  bleeding  peptic  ulcers  in  elderly 
patients.  Undoubtedly  the  bleeding  continues  be- 
cause of  the  rigidity  and  lack  of  contractility  of 
the  blood  vessel  walls.  In  an  excellent  study  of  a 
series  of  1,046  cases  of  bleeding  peptic  ulcer  en- 
countered at  the  State  University  of  Iowa  hos- 
pital, Fowler  and  Hurevitz^  pointed  out  that  with 
advancing  age  there  was  a gradual  increase  in 
the  severity  of  bleeding  as  indicated  by  the  fol- 
lowing table: 


Average  Age 

Entire  group 
With  hemorrhage 
Severe,  not  fatal  hemorrhage 
Fatal  hemorrhage 


42.2  years 

45.7  years 
46.9  years 

52.7  years 


The  realization  of  the  fact  that  fatal  hemor- 
rhage is  more  likely  to  occur  in  older  patients 
should  influence  the  decision  as  to  the  type  of 
treatment  in  bleeding  peptic  ulcers.  As  a group 
these  patients  are  recognized  as  poor  surgical  risks 
and  it  is  obviously  safer  to  control  the  hemorrhage 
by  medical  means,  i.  e.,  hemostatic  agents,  gastric 
lavage  and  blood  transfusions.  However,  if  medi- 
cal means  fail  as  they  are  very  likely  to  in  this 
group  of  patients,  surgical  intervention  should  be 
seriously  considered  before  the  patient  has  lost 
so  much  blood  that  a fatal  termination  is  almost 
certain. 


I wish  to  express  appreciation  to  Drs.  Roy  I. 
Theisen  and  G.  C.  Fritschel  for  the  use  of  their 
clinical  records. 
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INVITATION  FROM  THE  KANSAS  STATE 
MEDICAL  SOCIETY 

1 he  Kansas  State  Medical  Society,  through  its 
president.  Dr.  H.  L.  Snyder,  and  its  Committee 
on  the  Control  of  Cancer,  has  extended  an  invi- 
tation to  the  members  of  the  Iowa  State  IMedical 
Society  to  attend  any  of  the  following  meetings 
which  are  being  sponsored  by  that  society  in  con- 
nection with  a Cancer  Control  Program  ; 

March  30 Chanute 

March  31 Wichita 

April  1 Dodge  City 

April  2 Hays 

April  3 Salina 

April  4 Topeka 

Cancer  topics  of  general  interest  to  all  phy- 
sicians will  be  presented  on  these  programs  by 
the  following  speakers ; Dr.  Charles  F.  Geschick- 
ter  of  Baltimore,  head  of  the  Department  of  Sur- 
gical Pathology,  Johns  Hopkins  Universitv : Dr. 
Burton  T.  Simpson  of  Buffalo,  director  of  the 
New  York  Institute  for  .Study  of  Malignant  Dis- 
ease; and  Dr.  Frank  L.  Rector  of  Evan.ston,  rep- 
resentative of  the  American  Society  for  the  Con- 
trol of  Cancer.  For  each  of  the  above  dates, 
scientific  meetings  are  scheduled  for  the  after- 
noons, and  public  meetings  for  the  evenings.  No 
admission  charge  will  be  made  at  any  of  the 
meetings,  and  members  of  the  Iowa  State  Med- 
ical Society  will  be  most  cordially  w^elcomed  at 
any  or  all  of  the  sessions. 
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Herman  B.  Carlson,  Attorney,  Director,  Division  of  Law  Enforcement 


In  discussing  this  subject  it  seems  well  to  define 
at  the  outset  several  of  the  terms  mentioned  here- 
in, viz.,  “inquest,”  “postmortem”  and  “autopsy.” 
According  to  Dorland’s  American  Medical  Dic- 
tionary, Fifteenth  Edition,  the  word  “inquest”  is 
defined  as  “inquiry  by  a coroner  into  the  manner 
of  a death,”  and  in  Webster’s  N^ew  International 
Dictionary,  Second  Edition,  as  “a  judicial  or  offi- 
cial inquiry  or  examination,  especially  by  a judge; 
as,  a coroner's  inquest.’'  “Postmortem”  is  defined 
in  Dorland’s  American  Dictionary  as  “Latin  for 
after  death,”  and  in  Webster’s  New  International 
Dictionary,  as  “an  examination  of  a body  after 
death,  usually  with  such  dissection  as  will  expose 
the  vital  organs  for  cause  of  death,  the  character 
and  extent  of  changes  produced  by  disease,  etc. : 
an  autopsy.”  “Autopsy”  is  defined  in  Dorland’s 
American  Medical  Dictionary  as  “the  postmortem 
examination  of  a body,”  and  in  Webster’s  N^ew 
International  Dictionary  as  “1.  Personal  obser- 
vation or  examination ; .seeing  with  one’s  own 
eyes;  ocular  view.  2.  Inspection  and  usually  par- 
tial dissection  of  a dead  body  which  has  been 
opened,  so  as  to  expose  important  organs,  either 
to  ascertain  the  cause  of  death,  or,  if  this  is  known, 
the  exact  nature  and  extent  of  the  lesions  of  the 
disease,  and  any  other  abnormalities  present : a 
postmortem  examination,  a necropsy.” 

I.  Inquest 

Right  to  hold  inquest.  A coroner  is  re- 
quired to  hold  an  inquest  upon  the  dead 
bodies  of  such  persons  only  as  are  supposed 
to  have  died  by  unlawful  means,  and  in  such 
other  cases  as  are  required  by  law. 

II.  Autopsy 

A.  Right  to  order. 

1.  A judge  of  any  district  court  may  or- 
der a disinterment  for  the  purpose  of 


holding  an  autopsy  in  those  instances 
where  civil  or  criminal  proceedings 
have  been  instigated. 

2.  A coroner  may  order  an  autopsy  when 
in  his  opinion  that  is  the  appropriate 
means  of  ascertaining  the  cause  of 
death. 

B.  Right  to  perform.  A physician  may  per- 
form an  autopsy  only  after  proper  author- 
ization has  been  obtained. 

1.  Preferably  in  writing  from  the  next  of 
kin  (as  addendum  No.  1)  or 

2.  In  compliance  with  a statutory  require- 
ment or  pursuant  to  an  order  properly 
issued  by  a coroner  acting  within  the 
limits  of  his  legal  authority. 

C.  Incurring  of  Liability. 

1.  Unlawful  acts. 

a.  Performing  an  autop.sy  or  necropsy 
without  full  authority. 

b.  Making  a more  complete  postmor- 
tem examination  than  is  authorized, 
if  any  restrictions  har^e  been  or- 
dered. 

2.  Careless  or  unskillful  ]rerformance. 
No  recovery  possible. 

A dead  body  in  the  strictly  legal  semse  has  no 
property  rights  but  it  does  have  sentimental  value. 
Damages  recoverable  for  an  unauthorized  autopsy 
are  not  for  injury  done  to  the  dead  body  but  for 
the  wrong  or  trespassing  on  the  right  to  the  un- 
di.sturbed  ]>ossession  and  control  of  the  body 
which  belongs  to  those  who  are  charged  with  the 
duty  of  burial.  This  duty  in  the  case  of  married 
[K-rsons  is  held  tf)  devolve  u])on  the  surviving 
sixnise.  1 f the  deceased  is  unmarried  the  duty 
devolves  upon  the  next  of  adult  kin. 
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Addendum  No.  1 

Suggested  Form  for  Authority  to  Perform 

Autopsy. 

“ , bearing  the  relationship 

of to , the  de- 

ceased patient,  does  hereby  authorize  the  per- 
formance of  an  autopsy  on  the  body  of  said 
patient  with  the  object  of  ascertaining  the 
correct  cause  of  death. 

Dated Signed ” 

SUMMARY 

1.  Statutes  of  Iowa  authorize  autopsy  in  cer- 
tain cases  when  made  under  the  direction  of  a 
coroner  or  pursuant  to  an  order  of  court. 

2.  The  physician  who  performs  an  autopsy  pur- 
suant to  an  order  by  a coroner  acting  within  legal 
authority  cannot  be  held  liable  for  damages,  de- 
spite the  refusal  of  consent  from  next  of  kin. 

3.  Autopsies  cannot  be  performed  by  a phy- 
sician or  hospital  without  the  consent  of  the  in- 
dividual having  legal  right  to  bury  the  body,  un- 
less such  action  is  performed  under  a valid  order, 
either  by  coi'oner  or  court. 

4.  The  legal  right  to  a body  by  next  of  kin  is 
absolute  and  may  not  be  infringed  upon  by  one 
without  authority  or  consent. 

5.  Damages  may  be  recovered  from  a phy- 
sician performing  an  autopsy  without  proper  au- 
thority or  beyond  the  limits  of  restriction. 

6.  Recovery,  if  any,  is  not  for  the  careless  or 
unskilled  performance,  but  for  the  wrongful  do- 
ing of  an  autopsy. 


GUEST  SPEAKERS  TO  DISCUSS  MENINGOCOC- 
CIC  MENINGITIS,  DIPHTHERIA  AND 
CONVALESCENT  SERUM 

The  Eighty-fifth  v\nnual  Meeting  of  the  Iowa 
State  Medical  Society  will  be  held  in  Des  Moines, 
April  29,  30  and  May  1.  This  meeting  will  be  pre- 
ceded on  Tuesday,  April  28,  by  the  Tenth  An- 


nual Meeting  of  the  Iowa  Public  Health  Associa- 
tion, at  the  Hotel  Savery. 

Prominent  among  guest  speakers,  scheduled  to 
take  part  in  the  coming  programs,  is  Archibald  S. 
Hoyne,  M.D.,  Medical  Superintendent,  Municipal 
Contagious  Disease  Hospital  and  Attending  Phy- 
sician and  Chief,  Department  of  Contagious  Dis- 
eases, Cook  County  Hospital,  Chicago,  Illinois.  Dr. 
Hoyne  will  present  the  subject  of  meningococcic 
meningitis,  with  emphasis  on  a new  form  of  ther- 
apy, in  the  development  of  which  he  has  played 
a major  part.  Arrangements  are  also  being  made 
for  Dr.  Hoyne  to  discuss  the  treatment  of  diph- 
theria at  the  meeting  on  Tuesday. 

Sidney  O.  Levinson,  M.D.,  Director  of  the 
Samuel  Deutsch  Serum  Center  in  Chicago,  will 
discuss  the  value  of  convalescent  serum  in  measles, 
scarlet  fever  and  in  the  preparalytic  stage  of  polio- 
myelitis. 

Physicians  and  health  officers  will  not  want  to 
miss  the  opportunity  to  attend  the  coming  meet- 
ings. The  detailed  program  of  the  Iowa  Public 
Health  Association  will  be  printed  in  the  April 
number  of  the  Journal. 


HAVE  YOU  USED  CONVALESCENT 
SCARLET  FEVER  SERUM? 

As  announced  in  recent  numbers  of  the  Jour- 
nal, the  State  Department  of  Health  has  avail- 
able for  distribution,  a limited  amount  of  conva- 
lescent scarlet  fever  serum.  Urgent  calls  for 
serum  from  near  and  distant  parts  of  the  state, 
have  been  met  during  the  past  weeks.  Physicians 
have  reported  gratifying  results  following  the  use 
of  the  convalescent  serum  in  severe  cases  of  scar- 
let fever.  As  stated  in  the  February  number  of 
the  Journal,  page  119,  convalescent  scarlet  fever 
serum  may  be  had  by  notifying  the  department  by 
telegram  or  otherwise.  Telephone  numbers  at  the 
State  Department  of  Health  are  as  follows : 8 :00 
a.  m.  to  5 :00  p.  m.,  4-9111,  Extensions  137  or  103 ; 
after  5 :00  p.  m.,  7-1417,  or  5-0453. 


PREVALENCE  OF  DISEASE 


January,  1936 

December,  1935 

January,  1935 

Most  Cases  Reported  From 

Diphtheria  

55 

92 

46 

Black  Hawk,  Polk 

Scarlet  Fever  

817 

694 

296 

Pottawattamie,  Dubuque,  Scott 

Typhoid  Fever  

9 

17 

8 

O’Brien,  Monona 

Smallpox  

57 

32 

6 

Woodbury 

Measles  

31 

23 

4,680 

Woodbury,  Poweshiek 

Whooping  Cough  

101 

66 

55 

Scott,  Dallas 

Cerebrospinal  Meningitis 

19 

7 

4 

Polk,  Scott 

Chickenpox  

392 

545 

301 

Dubuque,  Polk 

Mumps  

1,008 

914 

602 

Boone,  Black  Hawk 

Poliomyelitis  

2 

10 

0 

Clinton,  Jackson 

Tuberculosis  

169 

15 

42 

(For  State) 

Undulant  Fever 

7 

11 

14 

(For  State) 

Syphilis  

121 

90 

148 

(For  State) 

Gonorrhea  

174 

138 

172 

(For  State) 
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THE  COMMON  COLD 

Authorities  agree  that  respiratory  diseases  cause 
a greater  loss  of  occupational  time  in  this  country 
annually  than  any  other  class  of  diseases.  It  is 
estimated  that  these  occupational  losses  represent 
a total  of  90,000,000  days  at  a cost  of  $450,000,- 
000.  This  figure  assumes  approximately  42,000,- 
000  workers  in  this  country  with  an  average 
incapacitation  from  colds  of  from  two  to  three 
days.  If  we  add  to  this  figure,  which  represents 
dissipated  earnings,  the  expenditures  for  medical 
care,  drugs,  nursing  and  hospitalization,  the  fig- 
ure mounts  to  about  $1,000,000,000  to  $1,500,- 
000,000  annually.  Because  of  this  gigantic  waste, 
clinicians  and  research  workers  have  and  are  bend- 
ing every  effort  toward  a solution  of  the  etiology 
of  the  common  cold,  which  when  established  will 
no  doubt  provide  a basis  for  a more  specific 
curative  therapy. 

Prominent  among  the  suggested  causes  of  the 
common  cold,  and  each  advocated  by  observers 
whose  investigations  seem  to  support  their  claims 
are:  first,  an  acid  condition  of  the  body;  second, 
a lack  of  certain  vitamins,  particularly  Vitamin  A ; 
third,  breathing  of  irritating  or  polluted  air; 
fourth,  bacteria;  and  fifth,  a filtrable  virus  or 
ultra-microscopic  organism.  With  insufficient 
proof  to  establish  any  of  these  factors  in  a true 
causal  relationship,  the  search  goes  on. 

During  the  past  two  years,  observation  has 
added  to  the  sum  total  of  our  knowledge  and  no 
doubt  brought  us  nearer  the  solution  of  the  prob- 
lem. Outstanding  in  the  field  of  research  and 
apparently  most  promising  in  character,  are  the 
reported  studies  of  Dr.  Alphonse  Raymond 
Dochez,*  whose  work  in  the  etiology  of  this  dis- 
ease supports  the  view  that  the  specific  agent 
mav  be  one  of  the  filtrable  virus  class.  Bacteri- 

• Formerly  a member  of  the  stafT  of  the  Rockefeller  Institute 
for  Me<lical  Research,  and  now  professor  of  meclicine,  College  of 
Physicians  and  Surgeons.  Columbia  University,  New  York. 


ologic  studies  were  made  to  establish  the  normal 
bacterial  flora  of  thirteen  individuals  in  normal 
health,  and  later,  during  periods  when  colds  ex- 
isted. These  studies  revealed  a change  in  bac- 
terial flora  with  the  onset  of  a cold,  due  to  the 
preponderance  or  invasion  of  H.  influenzae  and 
Streptococcus  hemolyticus.  Inasmuch  as  these 
organisms  are  not  infrequently  found  in  the  nose 
and  throat  of  normal  individuals,  and  that  they 
were  not  strikinglv  present  or  increased  during 
the  early  stages  of  the  cold,  Dochez  is  reluctant 
to  ascribe  to  them  anything  more  than  the  role 
of  secondary  invader. 

Following  these  observations,  he  conducted  a 
series  of  experiments  with  the  chimpanzee,  in 
whom  the  common  cold  manifests  symptoms 
closelv  resembling  those  in  the  human  being.  He 
observed  that  experimental  colds  could  be  trans- 
mitted from  ape  to  ape  by  intranasal  inoculations 
of  filtrates  of  the  nasal  secretions  from  infected 
animals,  and  that  the  filtrates  from  these  animals 
were  again  infectious  in  a second  exoerimental 
animal.  Inasmuch  as  pure  cultures  of  the  ordi- 
nary organism  observed  in  the  human  nose  dur- 
ing the  stages  of  a common  cold  were  insufficient 
to  produce  the  clinical  syndrome  in  the  experi- 
mental animals,  proof  seems  established  that  a 
substance  in  the  filtrate  and  not  the  bacterial  flora 
itself,  was  the  potent  factor.  He  repeated  these 
observations,  employing  twenty-one  human  sub- 
iects,  duplicating  exactly  his  animal  experiment. 
He  concludes,  “The  contagious  cold  in  human 
beings  is  due  to  an  invisible  agent  which  passes 
through  filters,  which  hold  back  all  ordinary 
bacteria.” 

While  this  work  appears  convincing  and  fits 
well  into  our  general  knowledge  concerning  the 
common  cold,  it  has  not  solved  the  problem  of  the 
etiology^  of  the  condition,  since  the  virus  or  or- 
ganisms, if  such  be  present,  have  not  been  isolated 
or  studied  biologically  in  pure  culture.  However, 
these  observations  recorded  by  Dr.  Dochez  would 
seem  to  be  the  most  significant  of  tho.se  recorded 
in  the  study  of  the  common  cold  during  the  past 
few  years. 


MARCHING  WITHOUT  A BAND 
Vdio  of  us  can  resist  the  captivating  rhythm 
of  the  military  band?  The  blare  of  trumpets,  the 
melody  of  reeds,  the  syncopation  of  trombones 
combine  with  responsive  chords  in  the  human 
breast,  and  the  rhythmic  beat  of  the  drums  stirs 
the  spirit  to  march.  It  was  no  idle  imagining  of 
the  artist  that  gave  warmth  and  feeling  to  the 
memorable  painting.  “The  Sjiirit  of  ’76.”  The 
symbolic  realism  of  the  stirring  fife  and  drum  is 
the  compelling  note  climaxed  by  the  theme  of 
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patriotism  in  the  flag.  Wouldn’t  you  like  to  fall 
into  step  and  inarch  with  these  illustrious  patriots 
of  this  new  country? 

When  the  circus  moves  to  town  and  the  grand 
parade  begins  and  band  after  band  sweeps  by, 
who  among  us  is  so  unmindful  of  the  seductive 
urge  of  the  music  in  its  full  military  time  that 
we  do  not  wish  our  years  and  dignity  would  per- 
mit us  to  take  our  places  with  the  small  boys 
who  swell  the  parade?  “Marching  with  the  band,’’ 
is  an  old  adage  and  always  implies  the  thought  of 
following  easily  a compelling  impulse.  It  is 
like  rowing  downstream,  or  eating  when  hungrv. 
The  reflex  is  automatic  and  a natural  result  of  a 
jiarticular  stimulation.  It  is  not  so  easy  to  march, 
however,  when  the  hand  is  silent,  or  when  the 
circus  has  folded  its  tents  and  moved  to  the  next 
town.  Then  only  a steadfastness  of  purpose  and 
strength  of  character  can  furnish  the  necessarv 
stimulus.  Then  only  do  we  have  the  opportunity 
of  purposeful  action. 

In  our  society  affairs  we  always  find  some  who 
are  willing  to  “march  with  the  band,’’  even  if  they 
are  denied  the  jiomp  of  brass  buttons  and  a gaudy 
uniform.  Others  are  unresponsive  unless  given 
all  the  trajipings  and  a seat  on  the  hand  wagon. 
The  great  majority  of  .societv  members,  however, 
need  neither  ]inm]i  nor  music  to  keep  marching. 
They  are  those  who  possess  a steadfastness  of 
purjiose  which  guarantees  accomplishments,  re- 
gardless of  conditions  or  circumstances. 

A financial  yardstick  frequently  serves  as  an 
accurate  guide  in  aopraising  the  actions  of  us 
mortals.  We  may  drop  a dollar  hill  in  the  beg- 
gar's hat  once,  or  even  twice,  to  impress  the  on- 
lookers with  our  generosity,  hut  if  this  is  done 
when  no  audience  is  at  hand,  and  without  duress 
or  urge,  one  cannot  doubt  that  the  action  is 
prompted  by  a spirit  of  true  philanthropy  and  a 
fraternal  feeling.  Time  was  in  our  society  when 
notices,  duns,  bills,  statements,  and  even  threats 
were  reiiuired  to  secure  member shiii  dues  so  nec- 
e.ssary  for  the  maintenance  of  society  activities. 
■A.  brass  band  and  a Fourth  of  July  orator  were 
hardly  enough  to  secure  a full  membership  be- 
fore the  closing  week  of  the  year.  Year  after 
vear  a steady  increase  in  the  prompt  payment  of 
dues  has  been  noted  and  your  county  and  state 
secretaries  have  been  commended  on  their  effi- 
ciencv.  Somehow,  it  seems  to  us,  little  credit 
has  been  given  to  the  members  themselves  who 
have  marched  without  a band  and  made  this  en- 
viable record.  We  would  not  in  any  wav  dis- 
count the  efficiency  of  the  officers  whose  faithful 
services  are  so  necessary  for  our  success,  but  we 
would  commend  in  no  uncertain  terms  the  mem- 
bers who  so  effectively  uphold  the  officers’  hands. 


Let  us  look  at  the  figures.  Records  indicate  i 
that  there  are  now  about  3,000  physicians  reg-  j 
istered  to  practice  medicine  in  Iowa,  and  approxi- 
mately 85  per  cent,  or  2,500,  are  eligible  for  mein-  ^ 
bership  in  the  State  Society  through  its  com-  i. 
ponent  county  societies.  In  1934  a total  member- 
ship  of  2,211  was  eni'olled,  and  in  1935,  the  figure  fc 
was  increased  to  2,297,  with  1,062  paid  in  full  i 
on  or  before  the  first  of  March.  This  year  1,576,  jj 
or  68  per  cent  of  the  total  expected  membership 
for  the  year,  have  remitted  dues,  and  twelve  ► 
counties  are  listed  as  one  hundred  per  cent.  ^ 

To  some  this  may  seem  solely  the  result  of  a || 
more  favorable  economic  condition  in  Iowa  which  || 
reflects  itself  in  a greater  income  to  physicians,  J! 
and  consequently  an  ability  on  their  part  to  pay.  i| 
To  us  it  means  far  more.  It  means  that  the  mem-  ^ 
hers  have  confidence  in  their  leaders  and  in  the  jj 
policies  developed  through  their  elected  repre- 
sentatives. It  means  that  Iowa  physicians  treas- 
ure fraternity  and  the  privilege  of  scientific  study 
and  debate.  It  assures  confidence  in  the  ability 
of  organized  medicine  to  further  medical  science 
in  the  jirotection  of  the  public  health.  And  finally 
it  means  to  us  a steadfastness  of  purpose — a 
keeping  of  the  faith,  which  causes  one  to  march 
without  a band. 


CONGRESS  OF  MEDICAL  EDUCATION,  MEDI- 
CAL LICENSURE  AND  HOSPITALS 
Chicago,  February  17-18,  1936 

The  Thirty-second  Annual  Congress  on  Medi- 
cal Education,  Licensure  and  Hospitals,  recently 
held  in  Chicago  formed  another  important  mile- 
stone in  the  evolution  and  changing  order  of  medi- 
cal training  and  methods  of  licensure  that  has 
characterized  the  past  three  decades.  These  an- 
nual conferences,  which  comprise  a two  days’  ses- 
sion, are  arranged  by  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  iMedical 
Association  in  conjunction  with  the  Eederation  of 
State  Medical  Boards  and  in  participation  with 
leading  medical  educators  and  representatives  of 
the  Association  of  American  Medical  Colleges. 

The  first  forenoon  is  usually  devoted  to  the 
discussion  of  general  subjects  in  medical  educa- 
tion and  licensure,  which  this  year  included  a re- 
jiort  of  the  Council  on  Medical  Education  and  | 
hospitals  by  the  chairman.  Dr.  Ray  Lyman  Wil-  1 
bur,  pertaining  largely  to  the  resuiwey  of  medical  j 
schools  now  being  carried  on  by  the  Council ; a i 
paper  by  Dr.  George  E.  Zook,  Ph.D.,  President  of 
the  American  Council  on  Education,  Washington, 

D.  C.,  on  “The  Accrediting  of  Higher  Institu- 
tions,” the  discussion  of  “Consistency  versus 
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Chaos  in  Medical  Education  and  Licensure”  by 
Walter  L.  Bierring,  M.D.,  and  the  closing  paper 
by  President -Arthur  C.  Willard  of  the  University 
of  Illinois  on  “The  State  University  and  Profes- 
sional Education,”  which  was  very  ably  discussed 
by  President  Gilmore  of  Iowa  City. 

The  afternoon  program  of  the  first  day  con- 
sisted of  a symposium  on  the  scope  and  objectives 
of  the  undergraduate  teaching  of  obstetrics,  in 
which  the  following  clinical  teachers  of  obstetrics 
participated : Drs.  George  W.  Kosmak  of  N^ew 
York.  Charles  B.  Reed  and  Ered  L.  Adair  of  Chi- 
cago, E.  D.  Plass  of  Iowa  City,  and  Paul  Titus 
of  Pittsburgh.  The  public  health  viewpoint  of 
this  subject,  particularly  with  reference  to  the 
high  maternal  and  infant  mortality  rate  in  certain 
sections,  was  presented  by  Dr.  Robert  H.  Riley, 
Director  of  the  IMaryland  State  Department  of 
Health,  and  Dr.  Waller  S.  Leathers.  Dean  of  \^an- 
derhilt  University  School  of  Medicine,  Nashville, 
and  former  state  health  officer  of  Mississippi. 
An  interesting  point  was  made  by  Dr.  Plass  that 
the  blame  of  obstetric  mortality  should  not  be 
placed  entirelv  at  the  door  of  the  American  teach- 
ers of  obstetrics. 

Separate  programs  were  arranged  for  the  fore- 
noon and  afternoon  periods  of  the  second  dav  by 
the  Council  on  IMedical  Education  and  Hospitals 
and  the  Federation  of  State  IMedical  Boards  re- 
spectively. The  forenoon  program  arranged  bv 
the  Council  presented  the  social  and  economic 
phases  of  a student's  training  in  preparation  for 
medical  practice.  This  discussion  on  medical  eco- 
nomics was  quite  different  from  that  of  a year 
ago  when  practicallv  every  paper  contained  some 
reference  >to  health  insurance  in  its  relation  to  the 
future  practice  of  medicine.  In  this  svmposium 
Dr.  Nathan  B.  \ffinEtten.  sneaker  of  the  House 
of  Delegates.  .American  Medical  .Association,  pre- 
sented an  interesting  paper  on  “What  is  the  So- 
cial Objective  of  the  Affiung  Physician?”,  com- 
menting on  the  inadequacv  of  the  present  p’an  of 
training  to  prepare  the  young  tdivsician  for  his 
place  in  modern  society.  Dr.  Richard  E.  Scam- 
mon  of  the  University  of  Minne.sota,  presented 
.some  of  his  “Observations  on  the  Social  Back- 
ground of  Medical  Practice  in  Great  Britain,” 
which  offered  an  interesting  contrast  to  conditions 
in  this  country.  The  “Instruction  of  Students 
and  Interns  in  the  Legal.  Social  and  Economic  In- 
fluences .Affecting  Medical  Practice”  was  pre- 
sented bv  the  Dean  of  Yale  L’niversity  School  of 
Medicine.  Dr.  Stanhope  Bayne-Jones.  and  a con- 
cluding paper  on  “The  Present  Curriculum  and 
the  .\ims  of  Merlical  Education : .Are  They 
Compatible?”,  bv  Dean  Langley  Porter  of  the 
University  of  California  Medical  School,  com- 


pleted a distinctly  worthwhile  and  rather  unique 
discussion. 

The  afternoon  program  of  the  Council  at  which 
Dr.  Fred  Moore  presided,  w’as  equally  interesting. 
The  opening  paper  by  Dean  E.  P.  Lyon  of  the 
University  of  Minnesota,  bore  the  title  “Swans 
Sing  Before  They  Die,”  and  presented  a rare 
philosophic  retrospect  interspersed  with  abundant 
humor,  of  a long  experience  as  an  administrator 
of  a medical  school.  In  projecting  a glance  into 
the  future  of  medical  education,  he  proposed  a 
seven  year  course,  two  in  the  pre-medical  sciences, 
and  five  in  the  training  of  medicine  with  a closer 
linking  of  the  several  divisions  and  grea.ter  enqiha- 
sis  to  be  placed  on  a background  of  a more  cul- 
tural nature.  Dr.  J.  A.  Curran  of  X"ew  York  City 
discussed  the  “Function  of  the  Hospital  in  the 
Training  of  Interns  and  Residents”  : the  “Labora- 
tory of  Pathology  in  a Small  Hospital”  was  pre- 
sented by  Professor  Karsner,  Director  of  the  In- 
stitute of  Pathology,  Western  Reserve  University, 
Cleveland ; and  Dr.  W.  AIcKim  Marriott,  Dean  of 
Washington  Universitv  School  of  Aledicine,  St. 
Louis,  spoke  on  the  “X^ewer  Points  of  Anew  Con- 
cerning the  Use  of  the  Out-Patient  Department 
in  Aledical  Education.” 

The  Federation  of  .State  Aledical  Boards  had 
two  interesting  programs  on  the  second  day  of  the 
Congress.  The  forenoon  session  consisted  of  a 
symposium  of  the  relation  of  licensure  to  a resur- 
vey of  medical  schools.  The  responsibility  of  the 
Federation  in  this  survey  was  invoked  bv  Dr. 
W.  W.  Cutter,  Secretary  of  the  Council  on  Aledi- 
ical  Education  and  Hospitals.  The  two  year  med- 
ical school  and  its  part  in  the  present  scheme  of 
medical  education  was  discussed  by  Dr.  C.  AI. 
Williamson  of  North  Dakota,  and  Dr.  B.  J.  Law- 
rence of  North  Carolina,  both  secretaries  of  state 
examining  boards  and  from  states  in  which  two 
year  medical  schools  are  in  operation. 

Comments  on  N’ational  Board  Examinations 
were  presented  jointly  by  Dr.  J.  .S.  Rodman,  Aled- 
ical  .Secretary,  and  Air.  E.  .S.  Elwood,  Executive 
.Secretary  of  the  National  Board,  with  particular 
reference  to  their  influence  on  educational  meth- 
ods and  state  board  examinations.  The  “Final 
Objective”  of  the  survey  was  summed  up  by  Dr. 
Harold  Rypins  of  the  XAw  Affirk  board,  with 
closing  discussions  by  Dr.  John  H.  J.  Upham  of 
Ohio  and  Dr.  Willard  C.  Rappleye  of  X'ew  Affirk 
City. 

It  was  the  consensus  of  opinion  that  unitv  of 
action  and  understanding  between  the  Council  on 
Aledical  Education  and  Hospitals  of  the  .American 
Alcdical  .As.sociation.  and  the  Federation  of  State 
Alcflical  Boards  must  be  maintained  in  carrving 
out  the  resurvev  of  medical  scliools.  since  this 
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would  be  the  only  assurance  of  united  support  of 
the  final  objectives  to  be  determined.  At  the  after- 
noon session  the  subjects  for  discussion  were  of 
special  interest  to  state  board  members,  such  as 
narcotic  legislation,  enforcement  procedures,  for- 
eign medical  credentials,  experiences  with  basic 
science  laws,  and  psychiatry  as  a requirement  for 
licensure. 

One  of  the  happy  occasions  of  the  Congress  and 
the  only  social  function,  was  the  annual  Federa- 
tion dinner  on  the  first  evening.  It  was  attended 
by  one  hundred  and  ten  guests.  The  presidential 
address,  delivered  by  Dr.  I.  D.  Metzger  of  Pitts- 
burgh, on  “The  Art  of  Medicine,”  was  well  pre- 
sented and  well  received.  The  distinctive  feature 
of  the  after  dinner  program  was  the  address  of 
Dr.  Eugene  A.  Gilmore,  President  of  the  Univer- 
sity of  Iowa,  on  “The  Responsibility  of  a Univer- 
sity in  IMedical  Training.”  It  attracted  general 
interest  and  many  favorable  comments.  To  Iowa 
friends  it  may  not  be  generally  known  that  Presi- 
dent Gilmore  came  to  our  university  with  a back- 
ground of  experience  that  explains  his  sympa- 
thetic interest  in  the  welfare  of  physicians  and  all 
matters  pertaining  to  higher  standards  in  medical 
training.  As  Vice-Governor  of  the  Philippines 
during  a period  of  eight  years,  he  was  in  charge 
of  the  Public  Health  Service  of  the  Islands,  in- 
cluding a population  of  thirteen  million  peonle, 
as  well  as  having  supervision  of  a leprosy  colony 
of  6.000  patients  and  several  large  general  hos- 
pitals. 

The  principal  impression  gained  from  this  Con- 
gress is  that  we  are  entering  upon  a new  phase  in 
the  evolution  of  medical  education  and  licensure 
in  this  country,  as  indicated  bv: 

1.  A wider  recognition  of  the  educational  as- 
pects of  the  ]irohlem  and  the  placing  of  greater 
resnonsihilitv  upon  the  universities  to  provide 
medical  training  in  keeping  with  scientific  devel- 
opment. 

2.  It  is  likewise  evident  that  the  time  has  ar- 
rived again  to  take  stock,  as  it  were,  and  to  deter- 
mine if  the  present  plan  of  medical  training  is  ful- 
filling the  needs  of  medical  service,  in  keeping 
with  changing  conditions  and  the  highest  purposes 
of  American  Medicine. 

3.  Two  facts  stand  forth  having  special  impli- 
cation for  medical  education. 

a.  The  restriction  and  higher  qualifications  of 
the  dififerent  medical  s]>ecialists. 

b.  In  consequence  of  this  and  other  evident  ten- 
dencies, the  general  practitioner,  the  basic  doctor, 
is  being  restored  to  an  honorable  place  in  the  prac- 
tice of  medicine. 


The  training  of  the  specialist  comes  properly  in  > 
the  field  of  postgraduate  medical  education,  as  . 
does  that  of  the  medical  teacher,  research  invest!-  } 
gator,  and  public  health  official.  The  significant  \ 
announcement  was  made  at  this  meeting  that  with-  | 
in  the  vear  special  boards  in  the  twelve  recognized  • 
medical  specialties  will  be  established  and  here-  I 
after  only  those  candidates  will  be  certified,  who  i 
have  completed  the  required  course  of  special  I 
training  and  been  satisfactorily  qualified  in  the  I 
particular  specialty.  All  this  has  been  accom- 
plished within  three  years  after  the  movement  for 
special  certifying  boards  was  inaugurated  in  1933 
at  the  Milwaukee  session  of  the  American  IMedi- 
cal  Association.  There  will  be  fewer  medical  spe- 
cialists in  the  future,  but  they  will  deserve  the 
designation,  for  they  will  have  passed  the  scru- 
tiny of  their  peers.  Thus  again  it  has  come  to 
pass  that  the  medical  profession  has  solved  an- 
other of  its  important  problems. 

It  seems  rather  well  established  that  onlv  fifteen 
per  cent  of  those  whO'  become  ill  require  the  serv- 
ices of  a specialist,  and  thus  85  per  cent  of  those 
who  are  sick  and  a large  proportion  of  those  who 
are  apparently  in  good  health  will  come  within 
the  serruce  of  the  general  practitioner.  It  is, 
therefore,  proper  to  assume  that  approximatelv 
75  per  cent  of  the  registered  medical  students  of 
tomorrow  will  depend  upon  our  medical  schools 
for  the  comprehensive  training  neces.sary  for  the 
general  practice  of  medicine.  This  constitutes  a 
distinct  challensre  to  the  educational  forces,  one 
that  entails  a number  of  distinct  reforms  in  medi- 
cal education  which  may  be  more  clearly  defined 
after  the  completion  of  the  present  resuiwey  of 
American  medical  schools.  If  we  are  correct  in 
our  conception  of  the  sphere  of  service  of  the 
future  practitioner,  there  will  he  need  of  much 
reform  in  the  training  of  the  “basic”  doctor. 

Much  has  been  said  in  recent  years  of  the  chang- 
ing order  of  modern  societv  with  its  invasion  of 
lay  control  of  medical  practice,  and  the  theory  has 
been  advanced  that  medical  schools  must  modify 
their  objectives  to  prepare  the  student  for  pro- 
fessional w'ork  in  this  changed  environment.  Does 
this  imply  that  medical  schools  .should  subordinate 
themselves  to  these  social  trends  and  develop  med- 
ical servants  to  social  convictions?  Or.  as  so 
aptlv  stated  in  a recent  address  bv  Dr.  Schwitalla,  j 
“would  it  not  be  far  more  consistent  to  develop  | 
medical  guides  and  leaders  of  popular  thought  to  I 
direct  these  trends  into  channels  of  thought  sug-  I 
gested  rather  bv  the  personal  character  of  medi- 
cal service  than  by  group  considerations,  and  thus 
maintain  the  physician  in  his  traditional  place  of 
honor  and  jirivilege  in  society.”  W.L.B. 
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NORTHWEST  REGIONAL  CONFERENCE 

The  annual  meeting  of  the  Northwest  Regional 
Conference  was  held  in  the  Palmer  House  in  Chi- 
cago, February  16,  1936.  Officers  representing 
the  State  Societies  of  Illinois,  Indiana,  Wisconsin, 
Michigan,  Missouri,  Kansas,  Flebraska,  Colorado, 
North  Dakota,  South  Dakota,  Minnesota  and 
Iowa  were  in  attendance.  The  presidents  of  most 
of  these  state  organizations  were  present. 

The  attendance  was  remarkably  good  consider- 
ing the  condition  of  railroads  and  highways  and 
the  temperature  of  fifteen  degrees  below  zero. 
Some  fifty  ate  breakfast  together  at  eight-thirty 
o’clock  and  when  Dr.  Fay  called  the  meeting  to 
order  at  ten  o’clock,  one  hundred  and  twenty-five 
were  registered.  All  speakers  were  present  and 
with  but  one  exception,  all  who  were  on  the  pro- 
gram for  discussions  were  in  attendance,  and  he 
sent  a substitute.  The  papers  showed  careful 
preparation  and  from  the  discussion  it  was  very 
evident  that  the  profession  is  wide  awake  to  the 
new  schemes  being  offered  to  disrupt  the  present 
plans  for  the  private  practice  of  medicine.  One 
of  the  most  interesting  gue.sts  was  Dr.  E.  H. 
Oschner,  author  of  “Social  Security,”  which  is  a 
book  every  doctor  should  read.  The  author  has 
waived  his  royalties  and  the  book  may  be  secured 
from  the  Social  Security  Press.  538  South  Wells 
Street,  Chicago,  Illinois,  for  a very  .small  sum. 

The  following  officers  were  elected  for  1937: 
Dr.  W.  F.  Rraa.sch  of  Rochester,  Minnesota,  pres- 
ident: and  Dr.  Fred  Moore  of  Des  Moines,  Iowa, 
secretary.  The  Iowa  State  Medical  Society  will 
be  host  in  1937,  the  meeting  to  be  held  in  Chicago 
at  such  a time  as  shall  be  determined  by  the 
officers. 

Dr.  Hamilton  of  Illinois  should  be  congratu- 
lated for  the  successful  1936  Conference.  He  and 
Dr.  Fay  conducted  a most  excellent  program 
which  will  indeed  be  difficult  to  surpass. 


THE  PHYSICIAN’S  INCOME  TAX 
While  the  Revenue  Act  of  1935  amended  in 
several  re.sj)ects  the  previous  existing  income  tax 
provisions,  no  changes  were  made  which  would 
affect  i)hysicians  as  a class.  However,  from  time 
to  time  the  .State  Society  office  receives  requests 
from  members  for  information  relative  to  authen- 
tic defluctions,  according  to  the  federal  statutes. 
For  that  reason  we  are  presenting  the  following 
items,  in  the  hope  that  the  material  will  be  valu- 
able to  any  of  our  members  who  have  not  yet  filed 
their  returns. 

I en  per  cent  t)f  the  net  incf)me.  providing  this 
amount  is  not  in  excess  of  $14,000,  may  be  de- 


ducted from  the  net  income.  In  addition  the 
physician  may  deduct  the  following  expenses : 

1.  Cost  of  supplies,  such  as  dressings,  drugs, 
thermometers,  etc. 

2.  Cost  of  operating  automobile  used  in  mak- 
ing professional  calls. 

3.  Dues  to  professional  societies  (but  not  dues 
to  social  clubs). 

4.  Rent  paid  for  office  rooms. 

5.  Cost  of  fuel,  light,  water,  telephone,  etc., 
used  in  office. 

6.  Hire  of  office  assistants. 

7.  Subscriptions  to  medical  journals  and 
books. 

8.  Expenses  incurred  attending  medical  con- 
ventions. 

9.  Traveling  expenses  incurred  on  strictly 
professional  business. 

10.  Insurance  premiums  paid  for  professional 
protection. 

11.  Expenses  in  defending  malpractice  suits. 

12.  Cost  of  spectacles,  etc.  (but  not  services  in 
connection  with  the  fitting  of  spectacles). 

It  should  be  called  to  your  attention  that  the 
Commissioner  of  Internal  Revenue  has  ruled  that 
expenses  incurred  in  attending  postgraduate 
courses  are  not  deductible. 

A more  detailed  article  on  this  subject  is  to  be 
found  in  the  Journal  of  the  American  Medical 
Association  for  January  11,  1936,  and  those  de- 
siring more  complete  information  are  referred  to 
that  publication. 


MEDICAL  MINSTRELS 
OF  193  6 

Presenting 

The  Social  Security  Act 

I.S.M.S.  Smoker  April  29,  1936 
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SPEAKERS  BUREAU  ACTIVITIES 


POSTGRADUATE  COURSES 

The  postgraduate  courses  which  were  to  be  given 
at  Boone  and  Sheldon  were  cancelled  upon  the  request 
of  members  of  both  localities,  and  will  not  be  pre- 
sented until  autumn.  It  was  felt  that  the  courses 
could  not  be  attended  by  many  physicians  because  of 
the  condition  of  the  roads,  and  for  that  reason  the 
cancellation  was  requested.  The  Speakers  Bureau 
Committee  will  endeavor  to  obtain  the  same  lectur- 
ers next  fall,  and  will  present  the  two  courses  at  that 
time. 

The  laboratory  course  at  Creston  stalled  February 
26,  and  will  conclude  April  15.  There  were  twenty- 
seven  present  at  the  first  meeting,  but  enrollments 
will  still  be  accepted.  The  schedule  of  lecturers  is 
as  follows: 

February  26 — Immunology  of  the  Blood,  I.  H.  Borts, 
M.D.,  Iowa  City. 

March  4 — ^Urinalysis,  H.  W.  Morgan,  M.D.,  Mason 
City. 

March  11 — Bacteriology,  W.  W.  Herrmann,  M.D., 
Iowa  City. 

March  18 — Stool  and  Gastric  Analysis,  W.  D.  Paul, 
M.D.,  Iowa  City. 

March  25 — Tissue  Examination,  F.  P.  McNamara, 
M.D.,  Dubuque. 

April  1 — Electrocardiography,  H.  W.  Rathe,  M.D., 
Waverly. 

April  8 — X-ray,  H.  Dabney  Kerr,  M.D.,  Iowa  City. 
April  15 — Hematology — F.  H.  Lamb,  M.D.,  Daven- 
port. 

The  fee  for  the  eight  meetings  is  $7.50.  Enroll- 
ments may  be  made  with  Dr.  John  C.  Parsons  of 
Creston.  The  meetings  will  be  held  in  the  Greater 
Community  Hospital  at  Creston,  starting  at  seven 
p.  m.  and  concluding  at  nine.  Every  physician  who 
is  interested  is  cordially  invited  to  attend. 


UNIVERSITY  COURSE 

Through  the  kindness  of  the  faculty  of  the  College 
of  Medicine  of  the  State  University  of  Iowa,  the 
Jefferson  County  Medical  Society  and  the  Speakers 
Bureau  Committee  of  the  Iowa  State  Medical  So- 
ciety will  present  a six  weeks’  series  of  lectures  in 
medicine  and  surgery  at  Fairfield,  starting  Thursday, 
March  12.  Meetings  will  be  held  in  the  Nurses’ 


Home,  706  East  Bui'lington  Street,  at  7:00  p.  m. 
The  fee  for  the  six  lectures  will  be  $7.50,  and  regis-  i 
tration  may  be  made  with  Dr.  Ludwig  Gittler  of 
Fairfield.  / 

The  following  subjects  will  be  discussed:  | 

March  12 — Malignancies  of  the  Urinary  Tract,  with  ^ 
Special  Reference  to  Treatment,  N.  G.  Alcock,  M.D.,  I 
Iowa  City. 

March  19 — -Diagnosis  and  Treatment  of  Nephritis — ' 
W.  M.  Fowler,  M.D.,  Iowa  City. 

March  26 — Medical  Treatment  of  Non-tuberculous  ! 
Diseases  of  the  Lungs,  H.  M.  Korns,  M.D.,  Iowa  H! 
City. 

April  2 — Surgical  Treatment  of  Diseases  of  the  Lungs  :j 
and  Pleura,  H.  L.  Beye,  M.D.,  Iowa  City. 

April  9 — Specific  Treatment  of  Infectious  Diseases — : 
P.  C.  Jeans,  M.D.,  Iowa  City.  , 

April  16 — Minor  Surgery  of  Today — F.  R.  Peterson, 
M.D.,  Iowa  City. 


RADIO  SCHEDULES 
Iowa  State  Medical  Society  \ 

WOI — Wednesdays  at  4:30  p.  m. 

WSUI — Mondays  at  8:00  p.  m. 

March  4 — What’s  Behind  the  Prescription,  J.  Earle  1 
Galloway,  Ph.C.  I 

March  11 — Headache,  H.  B.  Henry,  M.D.  ’ 

March  18 — Narcotics,  I.  H.  Pierce,  M.D. 

March  25 — Arteriosclerosis,  William  H.  Rendleman, 
M.D. 

April  1 — Meningitis,  Ralph  H.  Heeren,  M.D. 

American  Medical  Association 

Broadcasts  weekly  through  the  Red  Network  on 
Tuesdays  at  4:00  p.  m..  Central  Standard  Time.  WHO 
carries  the  program.  1 

I 

Des  Moines  Academy  of  Medicine  and  Polk  County  j 

Medical  Society  \ 

KSO — Wednesdays  at  5:00  p.  m. 

March  4 — Sight  Conservation. 

March  11 — A Day  in  the  Nursing  Service  Bureau. 
March  18 — The  Parents’  Part  in  the  Control  of  Com- 
municable Diseases. 

March  25 — Insomnia. 
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Muscatine  County  News 

We  have  held  seven  meetings  during  this  yeai'.  On 
October  23  we  entei-tained  the  wives  of  the  doctors 
attending  the  Southeastern  Iowa  Medical  Associa- 
tion with  cards,  music  and  a tea.  Our  organization 
secured  Dr.  Fred  Moore  of  Des  Moines,  who  gave  a 
talk  on  Diphtheria  Prevention  and  Immunization  at 
the  Jefferson  School  in  Muscatine.  Our  November 
program  consisted  of  a book  review,  “Rats,  Lice,  and 
History,”  by  Hans  Zinsser.  We  held  a guest  night 
in  January,  the  entertainment  of  the  evening  being 
furnished  by  students  from  the  Junior  College  who 
debated  the  question  of  “Socialized  Medicine.”  There 
was  special  music  by  a quartette,  and  a tea  closed 
a pleasant  evening.  The  February  meeting  was  a 
luncheon  at  the  Hotel  Muscatine  followed  by  the  an- 
nual reports  and  the  election  of  officers:  president, 
Mrs.  C.  P.  Phillips;  president-elect,  Mrs.  P.  M.  Jes- 
sup; secretary,  Mrs.  T.  I.  Wigim;  treasurer,  Mrs. 
L.  C.  Howe. 


Polk  County  Auxiliary 

Newly  elected  officers  of  the  Polk  County  Aux- 
iliary are:  president,  Mrs.  Thomas  B.  Throckmor- 
ton; vice  president,  Mrs.  E.  R.  Posner;  secretary, 
Mrs.  Floyd  W.  Rice;  treasurer,  Mrs.  Arthur  E. 
Merkel  of  Ankeny.  The  following  committee  chair- 
men have  been  appointed:  social,  Mrs.  C.  A.  Sones, 
chairman,  with  Mesdames  Dennis  H.  Kelly,  George 
H.  Watters,  Charles  H.  Sprague,  James  A.  Downing, 
F.  W.  Fordyce,  L.  K.  Meredith,  and  H.  E.  Kleinberg 
as  co-chairmen.  Mrs.  Raleigh  R.  Snyder,  chairman 
of  the  program  committee,  will  have  the  Mesdames 
Fred  Moore,  S.  M.  Magarian,  H.  I.  McPherrin,  Hugh 
B.  Woods,  Daniel  J.  Glomset,  Leslie  M.  Ndurse, 
Julius  S.  Weingart,  and  Russell  C.  Doolittle  for  co- 
chairmen.  Mrs.  James  A.  Downing,  chairman  of 
public  relations  committee,  will  have  the  Mesdames 
S.  E.  Lincoln,  E.  B.  Mountain,  Robert  L.  Parker, 
Addison  C.  Page,  George  H.  McCreigbt,  H.  A.  Minas- 
sian,  and  William  R.  Hornaday  as  co-cbairmen.  Mrs. 
Douglas  N.  Gibson  will  be  chairman  of  the  telephone 
committee,  with  the  Mesdames  Joseph  B.  Priestley, 
Walter  I).  Abbott,  Walter  Kirsch,  William  O.  Purdy, 
Richard  O.  Pfaff,  Lester  D.  Powell,  and  Julian  M. 
Bruner  serving  as  co-chairmen. 


National  Executive  Visits  Iowa 
On  Saturday,  February  15,  Mrs.  Rogers  N.  Her- 
bert of  Nashville,  Tennessee,  president  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation, honored  Iowa  with  a visit.  The  Auxiliary 
to  the  Pottawattamie  County  Medical  Society  en- 
tertained Mrs.  Herbert  and  guests  including  Iowa’s 
president,  Mrs.  M.  C.  Hennessy,  Nebraska’s  presi- 
dent, Mrs.  Tomlinson,  and  members  from  surround- 
ing cities,  as  well  as  a delegation  from  Des  Moines, 
at  a luncheon  in  Council  Bluffs  at  the  Chieftan  Ho- 
tel. Mrs.  Herbert  endeared  herself  with  her  per- 
sonal charm  to  all  who  were  so  fortunate  as  to  hear 
her.  In  a very  interesting  and  inspirational  address, 
following  the  luncheon,  she  emphasized  the  need  in 
auxiliaries  of  correlation,  coordination,  and  cooper- 
ation. 


Educational  Value  of  Medical  Exhibits 
The  popular  appeal  of  the  exhibits  of  scientific 
medicine  is  surprising.  The  public  is  greatly  in- 
terested in  the  beginning  and  development  of  the 
human  body.  They  are  also  tremendously  interested 
in  the  architecture  of  the  bodily  machine;  how  it 
is  constructed,  in  the  form  and  function  of  the 
human  body  in  health.  They  are  interested  in  the 
relation  of  the  internal  organs  to  each  other  and 
to  the  skin  surface.  These  various  forms  and  func- 
tions have  been  described  many  times  in  a popular 
manner  in  popular  magazines,  but  exhibits  which 
clearly  depict  the  architecture  and  function  have  a 
very  definite  appeal.  The  kind  of  material  con- 
tained in  medical  exhibits  should  be  of  two  types. 
First,  one  should  use  material  of  a natural  appeal, 
creating  the  aspect  of  reality,  such  as  actual  charms 
and  medicine  bags  which  have  been  used  by  the  In- 
dians. Exhibits  that  can  be  examined,  such  as  the 
respirator  and  the  model  of  the  various  kinds  of 
joints  have  a natural  appeal  for  the  visitor.  The 
second  type  of  material  with  a strong  appeal  is  the 
motion  picture,  and  we  might  mention  also,  dimen- 
sional diorama.  By  the  promotion  of  health  through 
educational  medical  exhibits  a tremendous  civic  ob- 
stacle will  be  overcome  and  tbe  way  will  be  paved 
for  tbe  future  generations.  The  importance  and 
the  precedence  of  seeking  medical  advice  will  be 
passed  on,  gathering  force  as  it  proceeds.  In  this 
way  only  will  prevention,  which  is  the  ultimate  goal 
of  medicine,  be  achieved.  e.  j.  Cnry,  m.d. 
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SOCIETY  PROCEEDINGS 


Clinton  County 

The  Clinton  County  Medical  Society  met  Thursday, 
March  5,  at  the  LaFayette  Hotel  in  Clinton,  for  a 
dinner  meeting,  after  which  A.  W.  Erskine,  M.D.,  of 
Cedar  Rapids,  spoke  on  The  Cancer  Problem  in  Iowa. 
The  next  scheduled  meeting  will  be  held  Thursday, 
April  2,  with  the  following  program:  The  Obstetric 
Pelvis,  E.  D.  Plass,  M.D.,  of  Iowa  City;  and  Some 
Phases  of  Medical  Education,  E.  M.  MacEwen,  M.D., 
of  Iowa  City. 


Dubuque  County 

The  regular  monthly  meeting  of  the  Dubuque 
County  Medical  Society  was  held  Tuesday,  February 
11,  in  the  nurses’  class  room  of  Finley  Hospital. 
After  the  business  session  Dr.  Roy  I.  Thiesen,  pro- 
gram chairman  for  the  meeting,  presided  over  the 
following  interesting  and  instructive  program:  Re- 

cent Advances  in  the  Treatment  of  Vaginal  Dis- 
charges, illustrated  with  lantern  slides,  H.  C.  Hes- 
seltine,  M.D.,  of  the  University  of  Chicago,  and  the 
Chicago  Lying-in  Hospital. 

A.  C.  Pfohl,  M.D.,  Secretary. 


Fremont  County  Annual  Meeting 
Officers  elected  at  the  annual  meeting  of  the  Fre- 
mont County  Medical  Society  held  in  Sidney,  Tues- 
day, February  11,  include:  Dr.  G.  L.  Roark  of  Tabor, 
president;  Dr.  H.  L.  Coleman  of  Farragut,  vice  presi- 
dent; and  Dr.  A.  E.  Wanamaker  of  Hamburg,  secre- 
tary and  treasurer. 


Jasper  County 

K.  L.  Johnston,  M.D.,  of  Oskaloosa,  furnished  the 
scientific  program  for  the  Jasper  County  Medical 
Society  at  its  regular  meeting  held  Tuesday,  Febru- 
ary 4,  in  Newton.  Dr.  Johnston  spoke  on  Goiter. 


Johnson  County 

The  Johnson  County  Medical  Society  met  in  regu- 
lar session  Wednesday,  February  5,  at  Youde’s  Inn 
in  Iowa  City.  The  guest  speaker  of  the  evening  was 
Edward  A.  Schumann,  M.D.,  professor  of  obstetrics. 
University  of  Pennsylvania,  who  discussed  The  Con- 
sideration of  Obstetric  Deaths. 


Linn  County 

The  next  meeting  of  the  Linn  County  Medical  So- 
ciety will  be  held  in  Cedar  Rapids,  Thursday,  March 
12,  and  the  following  program  will  be  presented  by 
local  physicians:  The  Physiology  of  the  Uterus  in 

Labor,  W.  E.  Brown,  M.D.;  The  Pathology  of  the 
Uterus  in  Labor,  Charles  S.  Day,  M.D.;  Movement 
Disorders  and  Various  Types  of  Gaits,  J.  Stuart  Mc- 


Quiston,  M.D.;  and  The  Practical  Application  of 
Electrocardiography,  B.  F.  Wolverton,  M.D. 


Polk  County 

The  following  program  was  presented  for  the  Des 
Moines  Academy  of  Medicine  and  Polk  County  Med- 
ical Society  at  its  regular  meeting  held  Tuesday,  Feb- 
ruary 25,  at  the  Hotel  Fort  Des  Moines:  Symptoms 
of  Early  Toxemias  of  Pregnancy,  Walter  E.  Baker, 
M.D.;  Treatment  of  Early  Toxemias  of  Pregnancy, 
Floyd  W.  Rice,  M.D.;  Etiology,  Symptoms  and 
Pathology  of  the  Late  Toxemias  of  Pregnancy,  A.  D. 
James,  M.D.;  and  Treatment  of  Late  Toxemias  of 
Pregnancy,  William  O.  Purdy,  M.D.  The  discussion 
was  opened  by  Addison  C.  Page,  M.D. 


Pottawattamie  County 

Arthur  E.  Hertzler,  M.D.,  of  Halstead,  Kansas, 
professor  of  surgery.  University  of  Kansas  School  of 
Medicine,  was  guest  speaker  for  the  Pottawattamie 
County  Medical  Society  at  its  meeting  held  Monday, 
Februai’y  17.  Dr.  Hertzler  spoke  on  The  Present 
Trend  of  the  Goiter  Problem,  and  case  presentations 
were  given  by  W.  E.  Ash,  M.D.,  G.  V.  Caughlan,  M.D., 
and  M.  E.  O’Keefe,  M.D. 

The  next  meeting  will  be  held  Monday,  March  16, 
with  Herbert  W.  Rathe,  M.D.,  of  Waverly,  speaking 
on  The  Diagnosis  of  Coronary  Disease. 


Scott  County 

The  Scott  County  Medical  Society  held  a dinner 
meeting  Tuesday,  February  4,  at  the  Lend-a-Hand 
Club  in  Davenport.  Honored  guest  of  the  occasion 
was  R.  H.  Jaffe,  M.D.,  professor  of  pathology  at  the 
University  of  Illinois  College  of  Medicine,  who  ad- 
dressed the  group  on  The  Classification  of  Spleno- 
megalies. 


Shelby  County 

Tuesday,  February  11,  at  the  second  of  the  regular 
monthly  meetings  scheduled  by  the  Shelby  County 
Medical  Society  for  1936,  M.  C.  Howard,  M.D.,  of 
Omaha,  gave  a lecture  and  lantern  demonstration  on 
Cardiac  Irregularities.  In  addition  to  the  members, 
visiting  physicians  from  Avoca,  Denison  and  Carroll 
were  present  for  the  meeting,  which  followed  dinner 
at  the  Hotel  Davis  in  Harlan. 

a.  L.  Nielson,  M.D.,  Secretary. 

Woodbury  County 

Members  of  the  Woodbury  County  Medical  Society 
were  addressed  by  Robert  S.  Dinsmore,  M.D.,  of  the 
Crile  Clinic  at  Cleveland,  Ohio,  on  The  Practical 
Points  in  the  Treatment  of  Gallbladder  Disease,  at 
the  meeting  held  Wednesday,  February  12,  at  the 
West  Hotel  in  Sioux  City. 


^OL.  XXVI,  No.  3] 


Journal  of  Iowa  State  Medical  Society 


163 


PERSONAL  MENTION 

Dr.  Marvin  J.  Blaess  of  Marshalltown  was  invited 
:o  attend  the  February  meeting  of  the  Chicago  Oph- 
halmologic  Society,  on  February  17,  where  he  dis- 
lussed  “A  Survey  of  Glaucoma  Operations,”  in  col- 
aboration  with  Dr.  Louis  Bothman,  professor  of 
)phthalmology  of  the  University  of  Chicago. 


Dr.  T.  G.  Herrick,  formerly  of  Hubbard,  has  left 
hat  city  to  take  over  the  practice  of  his  father,  the 
ate  Dr.  R.  C.  Herrick,  at  Gilmore  City.  Dr.  Herrick 
las  practiced  in  Hubbard  for  six  years. 


Dr.  Walter  D.  Abbott  of  Des  Moines,  addressed 
he  annual  meeting  of  the  Fort  Dodge  Lutheran 
lospital  Staff,  Wednesday,  February  19,  speaking 
in  “The  Diagnosis  of  a Brain  Tumor.” 


Dr.  J.  C.  Donahue  of  Centerville  delivered  the  sec- 
)nd  in  a series  of  talks  being  sponsored  by  the 
speakers  Bureau  of  the  Iowa  State  Medical  Society 
:or  the  benefit  of  the  junior  college  students.  Dr. 
Donahue  spoke  in  Albia  Friday,  February  21,  on 
‘Medicine  as  a Profession.” 


Dr.  David  D.  King,  formerly  of  Indianapolis,  has 
issociated  himself  with  Dr.  A.  L.  Braden  in  Well- 
nan.  Dr.  King  is  a graduate  of  the  University  of 
ndiana.  College  of  Medicine. 


Dr.  Roland  W.  Stahr  of  Fort  Dodge  was  the  guest 
peaker  for  the  Rockwell  City  Parent-Teachers  Asso- 
iation  Thursday,  February  6,  taking  for  his  subject, 
‘Immunization.” 


Dr.  Edwin  J.  Marble,  who  has  been  engaged  in 
general  practice  with  his  father.  Dr.  P.  L.  Marble, 
it  Liscomb,  has  just  received  word  of  his  appoint- 
nent  to  a fellowship  in  the  Louisiana  State  Charity 
lospital  in  New  Orleans.  He  will  leave  at  once  to 
ake  up  his  new  work. 


Dr.  G.  E.  Harrison  of  Mason  City  reviewed  “Rats, 
jice  and  History”  by  Hans  Zinsser,  at  a meeting  of 
he  Mason  City  Woman’s  Club,  Wednesday,  Feb- 
uary  12. 


DEATH  NOTICES 

Green,  William  Henry,  of  Bridgewater,  aged  sixty- 
wo,  died  February  10,  following  an  illness  of  several 
veeks.  He  was  graduated  in  1903  from  Drake  Uni- 
rersity  College  of  Medicine,  Des  Moines,  and  at  the 
ime  of  his  death  was  a member  of  the  Adair  County 
VIedical  Society. 


Hayden,  Arthur  Sumner,  of  Wall  Lake,  aged  sixty- 
hree,  died  January  25,  as  the  result  of  pneumonia. 
He  was  graduated  in  1896  from  the  State  University 
>f  Iowa  College  of  Homeopathic  Medicine,  and  at 
he  time  of  his  death  was  a member  of  the  Sac 
lounty  Medical  Society. 


Jappe,  Christian  Frederick,  of  Davenport,  aged 
seventy-six,  died  February  3,  following  an  extended 
illness.  He  was  graduated  in  1895  from  the  State 
University  of  Iowa  College  of  Medicine,  and  at  the 
time  of  his  death  was  a member  of  the  Scott  County 
Medical  Society. 


Osincup,  Frank  A.,  of  Waverly,  aged  seventy- 
three,  died  January  31,  following  an  extended  ill- 
ness of  heart  disease.  He  was  graduated  in  1893 
from  the  University  of  Illinois  College  of  Medicine, 
Chicago,  and  at'  the  time  of  his  death  was  a member 
of  the  Bremer  County  Medical  Society. 


Riordan,  James  Cook,  of  Pocahontas,  aged  sixty- 
eight,  died  suddenly  February  7,  as  the  result  of 
heart  failure.  He  was  graduated  in  1894  from  Rush 
Medical  College,  Chicago,  and  at  the  time  of  his 
death  was  a member  of  the  Pocahontas  County 
Medical  Society. 

{• ' 


ANNUAL  MEETING,  IOWA  TUBERCULOSIS 
ASSOCIATION 

The  Twenty-first  Annual  Meeting  of  the  Iowa  Tu- 
berculosis Association  will  be  held  in  Fort  Dodge, 
Wednesday  and  Thursday,  March  18  and  19.  The 
scientific  medical  section  will  be  presented  Thursday, 
March  19,  at  9:30  a.  m.,  with  Dr.  John  H.  Peck  of 
Des  Moines,  presiding  over  the  following  program: 

Tuberculosis  Surveys  of  School  Children — T.  J. 
Werle,  Lansing,  Michigan. 

Finding  the  Case  in  a City  Area — Miss  Alma  Hartz, 
R.N.,  Cedar  Rapids. 

A Tuberculosis  Investigation  in  a Rural  County 
— Miss  Esther  Wick,  R.N.,  Manchester. 

The  X-ray  in  Pulmonary  Tuberculosis — T.  A.  Bur- 
cham,  M.D.,  Des  Moines. 

Summation — Improving  Our  Techniques — J.  Ar- 
thur Myers,  M.D.,  Minneapolis,  Minnesota. 

The  Control  of  Heart  Disease — Fred  M.  Smith, 
M.D.,  Iowa  City. 

12:15  p.  m. — General  Luncheon 
J.  A.  Edwards,  M.D.,  Presiding 

Minnesota  Methods — E.  A.  Meyerding,  M.D.,  St. 
Paul,  Minnesota. 

Some  Practical  Points  in  the  Tuberculosis  Problem 
— John  F.  Allen,  M.D.,  Omaha,  Nebraska. 

1:30  p.  m. — Medical  Session 
A.  A.  Schultz,  M.D.,  Fort  Dodge,  Presiding 

Atherosclerosis  of  the  Coronary  Arteries — D.  J. 
Glomset,  M.D.,  Des  Moines. 

Primary  Pulmonary  Tuberculosis,  with  X-ray  dem- 
onstration— R.  W.  Stahr,  M.D.,  and  A.  H.  Schu- 
macher, M.D.,  Fort  Dodge. 

Teen-Age  Tuberculosis — Sara  B.  Kalar,  M.D., 
Ames. 

Modern  Treatment  of  Pulmonary  Tuberculosis — 
J.  Arthur  Myers,  M.D.,  Minneapolis,  Minnesota. 

All  members  of  the  Iowa  State  Medical  Society  are 
invited  and  urged  to  attend  any  or  all  of  the  sessions. 
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History  of  Drake  University  College  of  Medicine* 

Ferdinand  J.  Smith,  B.S.,  M.D.,  Milford,  Iowa 


Drake  University  College  of  Medicine  was  or- 
ganized in  1881.  Drake  University  had  been 
recently  established  and  in  its  endeavor  to  assume 
the  character  of  a university  it  began  at  once  to 
organize  professional  departments,  which  would 
enable  it  better  to  sustain  the  dignity  of  such  an 
institution.  The  University  traced  its  origin  to 
a Bible  College  founded  at  Oskaloo.sa,  Iowa,  in 
1856  by  the  Disciples  of  Christ,  and  the  feeling 
of  its  essentially  religions  character  still  lingered 
and  influenced  the  forming  of  the  medical  school 
in  a somewhat  amusing  manner,  for  we  read 
that : “The  scholarly  men  who  made  up  the  official 
body  of  the  University  created  a medical  depart- 
ment by  bringing  together  a group  of  eclectic  med- 
ical men.  The  board  of  trustees  labored  under 
the  belief  that  eclecticism  in  medicine  was  based 
upon  a broader  conception  of  medicine  than  any 
other  system  and  consequently  better  suited  for 
an  institution  founded  by  a devoutly  religious 
body  of  men  !”^ 

The  organization  of  a medical  college  was  a 
comparatively  simple  matter  in  those  days.  To 
begin  with,  it  was  not  such  a costly  enterprise  as 
it  would  be  now.  The  physical  needs  were  met 
with  a few  class  rooms,  an  anatomic  laboratory, 
enough  equipment  to  teach  the  student  how  to 
examine  urine  for  specific  gravity,  acidity  or  al- 
kalinity, albumin  and  sugar,  which  was  the  ex- 
tent of  laboratory  teaching  in  chemistry.  Other 
laboratories  did  not  exist,  and  how  could  or  why 
should  they?  The  students  were  not  prepared 

Author’s  Note:  The  writer  extends  to  Dr.  Jeannette  Dean- 

Throckmorton  his  appreciation  of  and  thankfulness  for  her  assist- 
ance in  making:  accessible  sources  of  information  in  the  State 
Medical  Library  and  elsewhere. 


for  advanced  laboratory  work.  Most  of  them 
had  never  gone  beyond  the  public  school  grades, 
a few  had  a smattering  of  high  school  studies,  and 
but  rarely  was  there  one  who  was  fortunate 
enough  to  have  a college  education.  Remember- 
ing, too,  that  the  medical  college  was  in  session 
only  about  twelve  or  fourteen  weeks  each  year 
for  two  years,  one  sees  that  even  if  it  had  been 
possible  to  have  laboratories,  there  would  have 
been  no  time  to  devote  to  such  instruction. 

Most  of  the  teaching  was  didactic,  the  teachers 
delivered  lectures  each  day,  and  after  the  first 
day  spent  ten  to  fifteen  minutes  at  the  beginning 
of  each  period  in  “quizzing,”  covering  the  topics  r 
under  consideration  the  preceding  day.  The  basic  i 
sciences  taught  included  anatomy,  physiolog^q 
chemistry,  materia  medica  and  therapeutics.  The  i 
remaining  subjects  were  theory  and  practice  of 
medicine,  of  surgery,  of  obstetrics  and  diseases 
of  women,  of  diseases  of  the  eye.  ear.  nose  and 
throat,  of  mental  ailments,  of  medical  jurispru- 
dence and  toxicology.  Such  pathology  as  was  : 

taught  was  given  in  connection  with  the  lectures  ! 

on  the  principles  of  the  practical  branches,  and 
each  teacher  taught  the  pathology  of  the  diseases 
upon  which  he  was  lecturing.  The  only  laboratory 
in  operation  was  that  of  anatomy. 

During  the  years  from  1884  to  1887,  inclusive, 
when  the  writer  was  attending  a medical  college, 
the  anatomic  laboratory  was  intended  to  give  a 
good  course  in  dis.section,  but  this  course  was 
sometimes  very  meager,  owing  to  the  difficulty  of 
obtaining  material.  Bodies  of  negroes  from  the 
south  were  brought  to  the  northern  medical 
schools,  and  “body  snatching”  was  much  in  vogue. 
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even  as  late  as  1887.  The  writer  has  in  his  pos- 
session a letter  dated  November  2,  1887,  of  which 
the  following-  is  a quotation : 

“Dear  Doctor : 

" “I  got  a letter  from  Pete  (Pete  was  the  dem- 
onstrator of  anatomy)  and  he  is  in  the  market 

I for  fall  chickens.  $40.00  each,  not  bad ! Only 
wish  I had  some  to  sell.  Did  you  ever  hunt  chick- 
ens? If  so  what  would  be  the  matter  in  driving 
down  some  night  after  I have  discovered  a covy 
and  let  us  try  to  get  a couple.  Forty  dollars,  you 
know,  is  not  bad,  when  one  has  good  luck  and  gets 
plenty.  There  is  an  excellent  field  here  as  no  one 
disturbs  it. 

“Say,  write  to  me  soon  and  let  me  know  what 
you  think  of  my  scheme.  In  hopes  to  hear  from 
you  soon  I am  as  ever 

“Your  friend.  Dr.  .” 

Eventually,  laws  were  passed  which  made  avail- 
able to  medical  colleges  the  bodies  of  all  persons 
who  died  in  poor  houses,  insane  asylums  or  peni- 
tentiaries, unless  their  relatives  or  friends  would 
assume  the  burial  charges. 

In  forming  any  judgment  on  the  adequacy  of 
medical  teaching  at  a certain  time,  it  is  necessary 
to  take  into  consideration  the  status  of  medical 
science  at  the  same  period.  In  other  words,  one 
must  ask  not  only,  “What  was  taught?”  but  also, 
“What  was  there  to  teach  ?”  It  was  not  until  the 
early  eighties  of  the  nineteenth  century  that  Koch 
was  engaged  in  his  epoch-making  discoveries  in 
bacteriology,  opening  up  ever  increasing  vistas  in 
that  field.  Pasteur  and  Lister,  the  former  in 
France,  the  latter  in  England,  were  also  at  work 
along  this  line ; but  even  after  Lister  published  his 
investigations  and  gave  an  insight  into  the  brilliant 
results  he  was  achieving  in  overcoming  blood 
poisoning,  infections  and  inflammations,  it  is  truly 
amazing  how  much  opposition  developed  amongst 
some  of  the  best  surgeons  and  obstetricians,  men 
of  ability  and  intelligence.  I have  in  mind  one 
such  surgeon,  who  was  bitterly  opposed  to  Lister’s 
methods  and  prided  himself  on  being  an  aseptic 
surgeon.  This  same  surgeon  had  one  operating 
gown,  which  he  wore  at  all  operations.  When 
the  day’s  work  was  done,  this  gown  was  hung  up 
behind  the  operating  room  door,  unsterilized,  un- 
washed, until  the  next  day,  and  thus  it  went  from 
day  to  day  and  for  months  without  cleansing.  The 
wonder  of  it  all  was  that  in  spite  of  his  “technic” 
he  did  achieve  very  good  results  for  tho.se  days 
and  was  one  of  the  be.st  surgeons  in  the  country. 

In  considering  the  brevity  of  the  course  and 
the  other  deficiencies  of  the  medical  schools  of 
those  times,  it  must  also  be  remembered  that  the 
medical  school  made  no  claim  to  fit  students  for 
the  practice  of  medicine.  It  was  neces.sary  for 


those  who  aspired  to  the  degree  of  doctor  of  medi- 
cine to  enter  the  office  of  a reputable  physician,  who 
became  his  “preceptor”  and  directed  his  studies.  As 
soon  as  he  could  do  so  advantageously,  the  student 
was  taken  along  on  the  doctor’s  rounds,  where 
he  watched  the  doctor  examine  his  patients,  lis- 
tened to  the  advice  he  gave  them  and  saw  what 
he  did  for  them  to  restore  their  health.  As  he 
progressed,  he  was  permitted  to  help  his  pre- 
ceptor carry  out  office  treatment,  to  give  an  anes- 
thetic during  an  operation,  and  in  many  other 
ways  to  acquire  practical  experience.  This  took 
the  place  of  the  hospital  clinics,  for  hospitals  were 
not  found  except  in  the  very  large  cities. 

It  is  a remarkable  fact  that  beginning  in  the 
year  1879  there  was  in  operation  at  the  Iowa 
State  College,  at  Ames,  Iowa,  a college  of  vet- 
erinary medicine  with  stiffer  entrance  require- 
ments and  a longer  and  fuller  course  of  instruc- 
tion than  any  college  of  human  medicine  in  the 
country.  The  applicant  for  admission  had  to  be 
a high  school  graduate  or  pass  an  examination 
in  subjects  usually  taught  in  high  schools,  and 
the  course  for  the  degree  of  bachelor  of  veterinary 
medicine  was  two  years  of  nine  months  each,  and 
for  the  degree  of  doctor  of  veterinary  medicine 
four  years  of  nine  months  each.  This  school  af- 
forded the  student  didactic  and  laboratory  courses 
in  the  fundamental  sciences  (chemistry,  bacteri- 
ology, pathology,  anatomy,  histology,  physiology 
and  embryology)  in  addition  to  the  practical 
branches.  Dr.  Stalker,  a veterinarian,  was  head 
of  the  school  and  taught  all  the  practical  branches, 
while  Dr.  D.  S_.  Fairchild,  who  later  became  dean 
of  the  Drake  College  of  Medicine,  was  professor 
of  comparative  anatomy,  pathology,  materia  med- 
ica  and  therapeutics,  and  at  times  of  physiology, 
receiving  for  all  of  this  the  munificent  salary  of 
$1,000  a year.  This  school  is  still  functioning 
and  is  considered  one  of  the  best,  if  not  the  best, 
of  the  veterinary  colleges  in  this  country  today.^ 

It  was  at  about  the  time  the  Drake  College  of 
Medicine  was  first  organized  that  there  began  a 
movement  in  the  profession  to  exercise  some  con- 
trol over  medical  education  through  the  regula- 
tions of  the  various  states.  The  first  step  was  to 
set  up  certain  standards  for  medical  colleges 
which  must  be  met  before  a school  was  “recog- 
nized” by  the  State  Medical  Board  and  permitted 
to  graduate  students  eligible  to  practice  medicine 
legally  in  the  state.  By  1887  further  progress  in 
medical  regulation  had  been  achieved,  and  it  was 
necessary  for  the  graduate  to  register  with  the 
.State  Board  in  order  to  practice  legally.^ 

On  the  organization  of  the  college  of  medicine 
of  Drake  University.  Dr.  bb  II.  Carter  was  ap- 
pointed dean  and  also  ]>rofessor  of  theory  and 
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practice  of  medicine.  He  was  succeeded  in  1885 
by  Dr.  1.  W.  Martin,  who  served  until  1887. 
Other  members  of  the  faculty  were  Drs.  J.  G. 
Hall,  science  and  art  of  surgery:  E.  M.  Harris, 
diseases  of  the  nose  and  throat : N.  L.  Van  Sandt, 
gynecology ; H.  I.  Gadd,  materia  medica  and 
therapeutics:  J.  S.  Lee.  chemistry  and  toxicology: 
H.  O.  Conway,  anatomy,  descriptive  and  surgical. ■* 

After  a number  of  years  the  meeting  of  the 
faculty  became  discordant,  and  the  character  of 
some  of  the  meetings  was  so  abhorrent  to  the 
University  trustees  that  the  school  was  discon- 
tinued as  a part  of  Drake  University.’’  However, 
it  seems  that  the  faculty  continued  to  function  as 
a college  for  a while  longer:  for  there  is  a notice 
in  the  \’is  Aledicatrix  as  follows: — "Iowa  Eclectic 
College  of  Des  Moines  versus  the  Iowa  State 
Board  of  Health  and  IMedical  Examiners  has  been 
decided  in  the  district  court  in  favor  of  the  board. 
The  ‘college,’  however,  has  appealed  to  the  su- 
preme court  on  the  grounds  that  the  Board  has 
exceeded  its  powers,  and  that  the  law  is  uncon- 
stitutional. In  the  meantime  their  di])lomas  will 
still  fail  of  recognition  hy  the  Board,  so  that  the 
extent  of  their  ‘pernicious  activity’  seems  likely  to 
be  small  until  the  appeal  is  acted  upon.’’*’’  Dili- 
gent search  fails  to  reveal  what,  if  any,  court  ac- 
tion was  taken  in  this  case,  nor  can  the  exact 
date  of  the  demise  of  the  institution  be  a.scer- 
tained. 

In  1874,  or  about  that  time.  Dr.  A.  G.  Eield 
began  to  talk  in  favor  of  founding  a medical 
school  in  Des  Moines,  and  he  finally  succeeded  in 
interesting  Drs.  Kennedy  and  Blanchard.  Con- 
ferences were  held  with  increasing  frequency  and 
Drs.  Fairchild  and  Priestley  and  others  were  also 
consulted  and  promi.sed  their  support.’  One  of 
the  arguments  advanced  in  behalf  of  this  move 
was  that  Des  Moines,  being  tbe  State  Capital,  was 
sure  to  grow  and  out-distance  all  of  the  other 
cities  of  the  state,  and  that,  because  the  city  was 
centrally  located  with  reference  to  the  state  as  a 
whole  and  the  surrounding  country,  was  well  de- 
veloped and  settled,  and  would  eventually  become 
much  more  densely  populated,  they  could  en- 
visage the  building  of  ho.spitals  in  the  city  and  the 
possibility  of  developing  a large  and  fine  ambu- 
lant clinic.  The  greater  size  of  the  city  would 
provide  a much  better  opportunity  for  the  selec- 
tion of  a group  of  able  teachers  to  constitute  a 
faculty  for  the  college.  An  organization  was  not 
effected  until  April,  1882.*  The  medical  college 
was  begun  on  a private  and  independent  basis. 
The  first  dean  of  the  school  was  Dr.  John  A. 
Blanchard,  who  was  also  head  of  the  department 
of  theory  and  practice  of  medicine.  The  follow- 
ing gentlemen  were  members  of  the  first  faculty: 


Drs.  A.  C.  Simonton,  principles  and  practice  of 
surgery : J.  F.  Kennedy,  obstetrics  and  diseases 
of  children,  and  secretary  of  the  faculty;  H.  A. 
Ward,  gynecology : W.  W.  Hale,  L.L.B.,  materia 
medica  and  therajicutics : F.  E.  Cruttenden,  dis- 
eases of  the  throat  and  nasal  passages : C.  M. 
Colvin,  adjunct  in  gynecology  and  demonstrator 
in  anatomy;  D.  S.  Fairchild,  physiology  and  path- 
ology: E.  H.  Hazen,  eye  and  ear;  Professors  C. 
C.  Nourse,  medical  jurisjirudence ; and  T.  E.  Pope 
(professor  of  chemistry  at  the  Iowa  State  Col- 
lege), chemistry.  The  newly  organized  facultv 
circularized  the  jirofession  as  follows: 

"In  issuing  this  circular  announcing  the  or- 
ganization of  the  College  of  Physicians  and  Sur- 
geons of  Iowa,  at  Des  Moines,  the  incorporators 
desire  to  assure  the  profession  that  it  is  organ- 
ized in  the  interest  of  a higher  standard  of  medi- 
cal education  and  that  it  will  be  tbe  aim  of  the 
facultv  to  merit  the  confidence  of  the  physicians 
of  this  and  other  states. 

"Our  requirements  for  graduation  will  be  kept 
u]>  to  the  standard  of  the  best  medical  schools  of 
the  country.  Three  full  years  of  study  under  the 
direction  of  a regular  ])hysician,  including  not 
less  than  two  full  lecture  terms;  or  a graded  lec- 
ture course  of  three  years,  will  be  required  in  all 
cases.  Also  a good  jireliminary  education  in  the 
higher  English  branches  will  be  demanded. 

“'Phe  facilities  for  clinical  instruction  will  be 
equal  to  those  of  any  school,  except  such  as  are 
located  in  our  largest  cities,  and  will  increase 
with  the  growth  of  the  city. 

“ Phe  college  year  will  begin  on  the  second 
Tuesday  of  October.  1882,  and  will  include  twen- 
ty weeks  of  instruction. 


TERMS 

Matriculation  fee  (paid  but  once) $ 5.00 

Tickets  for  all  lectures  (twenty  weeks)  . . . 40.00 

Demonstrator’s  ticket 5.00 

P'ee  for  final  examination 25.00  , 

“Material  for  dissection  was  furnished  at  cost, 
and  a hospital  ticket  was  gratuitous.” 


The  opening  of  the  college  was  marked  by  an 
able  address  delivered  by  Dr.  D.  S.  Fairchild  in  the 
main  lecture  room  on  the  upper  floor  of  a building 
adjoining  the  old  Register  printing  office  on  Court 
Avenue.  The  college  enrolled  eight  .students  in  its 
first  year,  and  of  this  number  three  were  gradu- 
ated. The  standards  of  the  school  were  no  differ- 
ent from  those  of  the  great  majority  of  American 
medical  schools.  This  was  due  in  part  to  a keen 
desire  to  obtain  students ; schools  which  increased 
the  standards  above  the  general  run  or  which 
lengthened  their  courses  were  avoided  by  pros- 
pective students.  Northwestern  College  of  Med- 
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icine  and  Rush  Medical  College,  both  in  Chicago, 
and  the  College  of  Medicine  of  the  University 
of  Michigan  were'  at  that  time  the  largest  and 
most  influential  of  the  western  schools.  Their 
annual  course  of  lectures,  starting  early  in  De- 
cember, continued  for  sixteen  weeks.  Many  of 
the  larger  cities  had  more  than  one  college,  and 
there  were  homeopathic  and  eclectic  medical 
schools  also.  A few  exclusively  women’s  medical 
colleges  were  located  in  the  east.  At  one  time  or 
another  there  existed  in  the  state  of  Iowa  nine 
medical  schools,  two  of  which  were  in  Keokuk, 
two  in  Iowa  City,  three  in  Des  Moines,  and  one 
in  Sioux  City,  and  its  seems  to  the  writer  that 
the  other  one  was  in  Council  Blufifs.  Of  these 
colleges,  two  were  eclectic  and  one  was  home- 
opathic. 

Hospitals  were  .still  very  few  and  were  located 
almost  exclusively  in  the  largest  cities.  Most  of 
these  hos]>itals  were  not  available  for  clinical  in- 
>truction  to  the  students.  The  people  generallv 
were  prejudiced  against  hospitals  and  would  not 
consent  to  go  into  them  until  the  danger  to  life 
was  ver\-  great  The  delay  resulted  in  a higher 
mortality  rate  than  was  necessarv  and  confirmed 
the  people’s  belief  that  entrance  into  a hospital 
meant  almost  certain  death. 

Physicians  who  engaged  in  teaching  in  the 
medical  colleges  were  divisible  into  two  grou])s: 
:hose  of  the  smaller  group  looked  upon  it  as  an 
ethical  way  of  aih'ertising  their  skill  and  ability, 
while  those  of  the  larger  group  valued  the  .stim- 
ulus to  increase  their  own  knowledge  afiforded 
them  by  the  contact  with  eager  young  students 
ind  the  continuous  challenge  of  the  healthilv  crit- 
ical mind  of  youth. 

I have  before  me  a report  of  the  third  annual 
.'ommencement  exerci.ses  of  the  Iowa  College  of 
Physicians  and  .Surgeons.  They  were  conducted 
in  the  English  Lutheran  Church.  iMarch  1885, 
ind  Dr.  J.  .A.  Blanchard,  dean  of  the  facultv,  de- 
Ivered  a short  address  to  the  students  and  grad- 
uates. lie  reviewed  the  history  of  medical  edu- 
cation. its  progress  and  literature,  and  called  at- 
:ention  to  the  great  advancement  being  made  in  all 
lepartments  in  recent  years,  esjieciallv  in  our 
■oiintry.  He  noted  that  “there  are  now  si.xty-two 
recognized  regular  medical  colleges  which  are  in 
ijooil  standing,  besides  numerous  irregular  and 
siib-standard  schools  styling  themselves  medical 
colleges. ’’"  In  his  final  charge  to  the  graduating 
class  he  urged:  ‘A'ou  should  engage  in  constant 
study  of  the  science  and  practice  of  the  art  of 
fnedicine.  which  is  the  only  way  in  which  to  be- 
come what  society  has  a right  to  expect  of  you, 
(hat  you  be  intelligent  and  successful  practition- 


ers. Our  profession  is  a jealous  one,  requiring 
one’s  whole  time,  and  will  not  bear  mixing  or 
diluting  with  any  other  calling  or  business.”®  Dr. 
D.  W.  Crouse,  of  Waterloo,  Iowa,  delivered  a 
splendid  commencement  address,  after  which  the 
faculty,  graduates  and  their  friends  were  hos- 
pitably entertained  at  the  home  of  Dr.  James  T. 
Priestley. 

At  the  beginning  of  the  school  year  1886-1887 
the  Iowa  College  of  Physicians  and  Surgeons  be- 
came affiliated  with  Drake  University ; but  this 
affiliation  was  at  first  merely  nominal.  Had  it  not 
been  for  the  energy  and  persistence  of  Dr.  Lewis 
■Schooler,  who  had  in  the  meantime  succeeded  Dr. 
Blanchard  as  dean  of  the  medical  college,  the 
school  could  not  have  survived.  The  college  was 
now  able  to  pay  rentals  and  other  expenses  from 
the  student  fees.  It  was  in  good  standing  with 
the  Iowa  State  Board  and  the  other  State  Boards, 
and  also  with  all  of  the  recognized  colleges.  The 
faculty  members  rendered  their  services  gratis, 
not  one  of  them  received  anything  for  his  work. 
At  this  time  the  following  men  constituted  the 
teaching  staff  of  the  college:  Drs.  J.  F.  Kennedy, 

A.  AT,  emeritus  professor  of  obstetrics;  D.  S. 
PNirchild,  medicine  and  pathology:  A.  C.  Simon- 
ton,  principles  and  practice  of  surgery;  H.  Landis 
Getz,  obstetrics;  Lewis  Schooler,  dean  of  the  col- 
lege, anatomy:  W.  W.  Hale,  materia  medica;  H. 

B.  Page,  i>hysiology  and  hygiene ; Robert  Steph- 
enson, gynecology;  E.  Lawrence,  chemistry  and 
toxicology:  E.  H.  Hazen,  eye  and  ear;  F.  E. 
Cruttenden,  nose  and  throat  and  clinical  ophthal- 
mology: Robert  AdcNutt,  psychologic  medicine; 
Hon.  J.  Mitchell,  medical  jurisprudence:  E.  C. 
Cherrie,  demonstrator  of  anatomy ; Woods  Hutch- 
inson. hygiene;  A.  J.  Crawford,  orthopaedics; 
and  W.  ?T.  ,S.  Mathews,  dissecting.^® 

According  to  the  catalogue,  the  students  were  to 
receive  full  didactic  and  laboratory  courses  in  the 
jiractical  and  basic  sciences,  and  they  were  per- 
mitted to  take,  without  extra  charge,  the  courses 
in  botany  and  jiharmacy,  offered  by  the  iiharmacy 
department. 

(To  be  continued  next  month) 
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BOOKS  RECEIVED 


DISEASES  OF  WOMEN — By  Harry  S.  Crossen,  M.D.,  professor 
emeritus  of  clinical  gynecology,  Washington  University  School 
of  Medicine;  and  Robert  J.  Crossen,  M.D.,  instructor  in  clin- 
ical gynecology  and  obstetrics,  Washington  University  School 
of  Medicine.  Eighth  edition,  entirely  reset,  with  1068  engrav- 
ings. C.  V.  Mosby  Company.  St.  Louis,  1986.  Price.  $10.00. 

THE  EVALUATION  OF  SYMPTOMS— By  Oliver  T.  Osborne, 
M.D.,  professor  of  therapeutics,  emeritus,  and  formerly  clini- 
cal professor  of  medicine,  Yale  University.  Yale  University 
Press.  1936.  Price,  $3.60. 

FOR  AND  AGAINST  DOCTORS— By  Robert  Hutchison,  and  G. 
M.  Wauchope.  William  Wood  and  Company,  Baltimore,  1936. 
Price,  $2.00. 

THE  HUMAN  FOOT — By  Dudley  J.  Morton,  associate  professor 
of  anatomy.  College  of  Physicians  and  Surgeons.  Columbia 
University.  Columbia  University  Press,  New  York  City, 
1936.  Price.  $3.00. 

IMMUNOLOGY — By  Noble  Pierce  Sherwood,  M.D.,  professor  of 
bacteriology.  University  of  Kansas.  Illustrated.  C.  V.  Mosby 
Company,  St.  Louis,  1936.  Price,  $6.00. 

INFANT  NUTRITION— By  WUliam  McKim  Marriott,  M.D.,  pro- 
fessor of  pediatrics,  Washington  University  School  of  Medi- 
cine. St.  Louis.  Second  edition.  C.  V.  Mosby  Company,  St. 
Louis,  1936.  Price,  $4.60. 

INTERNATIONAL  CLINICS.  Volume  IV,  Forty-fifth  Series- 
Edited  by  Louis  Hamman,  M.D.,  visiting  physician,  Johns 
Hopkins  Hospital,  Baltimore.  J.  B.  Lippincott  Company, 
Philadelphia,  1936. 

MEDICAL  TREATMENT  OF  GALLBLADDER  DISEASE— By 
Martin  E.  Rehfuss,  M.D.,  clinical  professor  of  medicine, 
Jefferson  Medical  College;  and  Guy  M.  Nelson.  M.D.,  instruc- 
tor of  medicine,  Jefferson  Medical  College.  466  pages  with 


BOOK 


PHYSIOLOGY  IN  MODERN  MEDICINE 

By  J.  R.  Macleod,  M.D.,  regius  professor 
of  physiology,  University  of  Aberdeen, 
Scotland.  Seventh  edition,  with  297  illus- 
trations and  seven  colored  plates.  C.  V. 
Mosby  Company,  St.  Louis,  1935.  Price, 
$8.50. 

In  this,  the  seventh  edition  of  a well-established 
work,  the  authors  have  digressed  somewhat  from  the 
plan  of  the  earlier  editions,  in  that  they  have  omitted 
from  discussions,  biochemistry,  as  such.  This  de- 
parture was  demanded  because  of  the  more  prom- 
inent position  created  in  biochemistry  by  modem 
advancement  and  discovery.  In  the  present  work, 
the  authors  discuss  the  minute  physiology  of  the 
body,  taking  up  the  physiology  of  the  cells,  of  the 
blood  and  lymph,  and  in  later  sections  of  the  book, 
special  physiology  by  system.  This  reorganization 
of  the  text  has  required  the  rewriting  of  many  chap- 
ters, and  in  every  instance  the  material  has  been 
brought  entirely  up  to  date. 

The  bibliography  has  been  moved  from  the  end  of 
the  section  to  the  conclusion  of  the  book,  where  the 
title  of  each  article  or  monograph  is  presented  in 
full,  together  with  the  proper  identification  of  its 
source.  Long  recognized  and  accepted  as  outstand- 
ing and  authoritative  in  this  fundamental  science, 
the  present  revision  fully  maintains  the  high  stand- 
ards set  in  previous  editions. 


113  illustrations.  W.  B.  Saunders  Company,  Philadelphia 
and  London,  1935.  Price,  $6.60. 

THE  NATIONAL  FORMULARY— Sixth  edition  prepared  by  the 
Committee  on  National  Formulary  by  authority  of  the  Amer- 
ican Pharmaceutical  Association.  Official  from  June  1,  1936. 
Published  by  the  American  Pharmaceutical  Association, 
Washington,  D.  C.,  1935. 

NEW  PATHWAYS  FOR  CHILDREN  WITH  CEREBRAL 
PALSY — By  Gladys  Gage  Rogers,  and  Leah  C.  Thomas.  The 
Macmillan  Company,  New  York  City.  1936.  Price,  $2.60. 

NURSERY  EDUCATION-THEORY  AND  PRACTICE— By  Wil- 
liam E.  Blatz,  M.A.,  M.B.,  Ph.D.,  professor  of  psychology. 
University  of  Toronto,  director,  St.  George’s  School  for  Child 
Study.  William  Morrow  and  Company,  New  York,  1935. 
Price,  $3.60. 

THE  PARATHYROIDS  IN  HEALTH  AND  IN  DISEASE— By 
David  H.  Shelling,  M.D.,  Johns  Hopkins  University  and  Hos- 
pital. Illustrated.  C.  V.  Mosby  Company,  St.  Louis,  1936. 
Price,  $5.00. 

PRESCRIPTION  WRITING  AND  FORMULARY— By  Charles 
Solomon,  M.D.,  assistant  clinical  professor  of  medicine.  Long 
Island  College  of  Medicine.  J.  B.  Lippincott  Company,  Phila- 
delphia, 1936.  Price,  $4.00. 

THE  SPECIAL  PROCEDURES  IN  DIAGNOSIS  AND  TREAT- 
MENT— By  Don  Carlos  Hines,  M.D.,  clinical  instructor  in 
medicine,  Stanford  University.  Published  by  the  Stanford 
University  Press. 

SURGERY:  QUEEN  OF  THE*  ARTS— By  William  D.  Haggard, 
M.D.,  professor  of  clinical  surgery,  Vanderbilt  University 
School  of  Medicine.  889  pages  with  41  illustrations.  W.  B. 
Sunders  Company,  Philadelphia  and  London,  1986.  Price, 
$6.60. 


THE  1935  YEAR  BOOK  OF  GENERAL  MEDICINE 

Edited  by  George  F.  Dick,  M.D.,  Lawra- 
son  Brown,  M.D.,  George  R.  Minot,  M.D., 
William  B.  Castle,  M.D.,  William  D.  Stroud, 
M.D.,  and  George  B.  Eusterman,  M.D.  The 
Year  Book  Publishers,  Chicago,  1935.  Price, 
$3.00. 

The  1935  Year  Book  of  General  Medicine  is  fully 
on  a par  with  its  distinguished  line  of  predecessors. 
The  articles  on  arthritis  which  have  been  reviewed 
are  typical  of  the  present  unsatisfactory  condition 
of  our  knowledge  in  this  phase  of  medicine.  The 
reviewer  is  also  impressed  with  the  articles  dealing 
with  the  various  treatments  for  acute  anterior  polio- 
myelitis. 

Brown’s  review  of  diseases  of  the  chest  includes 
articles  on  the  common  cold  and  allergy,  and  articles 
on  lung  abscesses  and  their  treatment,  in  addition 
to  the  general  review  of  articles  dealing  with  the 
various  aspects  of  tuberculosis  of  the  lungs.  Per- 
haps too  many  rather  than  too  few  articles  have  been 
reviewed  in  the  part  dealing  with  diseases  of  the 
blood  and  the  blood-forming  organs.  The  section 
dealing  with  the  heart  and  blood  vessels  is  very  com- 
plete, and  as  well  reviewed  as  in  former  editions. 
In  this  section,  too,  articles  having  nothing  new  may 
perhaps  have  been  given  too  much  space.  In  the 
section  on  the  digestive  system  and  metabolism,  sev- 
eral very  interesting  articles  dealing  with  new 
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jhases  of  gastro-enterologic  manifestations  of  dis- 
;ase  have  been  reviewed.  Particularly  the  article 
iealing  with  localization  of  pain  accompanying 
faradic  excitation  of  the  stomach  and  duodenum  in 
healthy  individuals,  by  Boyden  and  Bigler,  is  very 
illuminating. 

On  the  whole,  the  Year  Book  continues  to  live  up 
to  its  former  reputation  by  furnishing  the  clinician 
selected  reviews  of  important  phases  of  general 
medicine.  D.  J.  G. 


THE  TREATMENT  OF  DIABETES  MELLITUS 
By  Elliott  P.  Joslin,  M.D.,  Fifth  Edition, 
revised  and  rewritten.  Octavo,  620  pages, 
illustrated.  Lea  & Febiger,  Philadelphia, 
1935.  Price,  $6.00. 

With  a rich  clinical  experience,  extending  over 
more  than  three  score  years,  the  author  of  this  vol- 
ume enriches  medical  literature  with  his  careful  ob- 
servations and  mature  judgment.  Dr.  Joslin  esti- 
mates that  there  are  some  five  hundred  thousand 
recognized  diabetics  in  this  country  today  and  in- 
dicates that  the  problem  of  their  management  rests 
not  with  the  specialist,  but  with  the  general  prac- 
titioner in  most  instances.  With  this  viewpoint,  he 
has  written  with  fullness  and  understanding  so  that 
the  general  practitioner  who  will  read  and  study 
may  render  an  acceptable  service  to  his  diabetic 
patients.  No  phase  of  the  subject  is  ignored  or 
slighted.  It  is  the  reviewer’s  opinion  that  the  phy- 
sician who  would  know  this  disease  and  its  treatment 
should  begin  on  page  one  and  read  without  interrup- 
tion the  entire  text.  For  the  more  advanced  student 
of  the  subject,  the  volume  will  serve  as  a reference 
guide. 

Collaborating  with  Di'.  Joslin  are  observers  with 
special  knowledge  of  diabetic  surgery,  of  circulatory 
conditions,  of  pediatric  problems,  and  finally  food 
and  dietary  conditions  so  important  in  the  treatment 
of  this  disease.  Outstanding  by  every  standard  of 
comparison  the  volume  is  recommended  without 
reservation. 


FOOD  AND  BEVERAGE  ANALYSES 
By  Milton  Arlanden  Bridges,  M.D.,  assis- 
tant clinical  professor  of  medicine  and  lec- 
turer in  therapeutics.  New  York  Postgradu- 
ate Medical  School.  Octavo,  248  pages,  limp 
binding.  Lea  & Febiger,  Philadelphia,  1935. 
Price,  $3.50. 

This  volume  is  outstanding  and  unique  in  its  par- 
ticular field  and  is  without  doubt  the  most  complete 
work  on  this  subject  in  the  English  language  today. 
Over  3,200  analyses  of  nutritive  values  are  pre- 
sented; over  400  iodine  analyses,  350  analyses  of 
vitamins,  and  the  analyses  of  over  500  foods  for  their 
constituents  of  calcium,  phosphorus,  iron,  copper, 
manganese,  chlorides  and  salt  are  included.  The 
ever-increasing  use  by  the  public  of  canned  and  pack- 
aged food  has  created  a need  for  dietetic  recognition 
of  these  products.  Heretofore  the  only  analyses 


available  have  been  those  furnished  by  the  manu- 
facturers. In  this  volume  complete  analyses  of  these 
foods  are  presented,  both  in  portion  and  volume 
amounts.  In  the  closing  chapter  of  the  volume,  the 
alcoholic  and  caloric  values  of  various  beverages  are 
given  in  detail  and  determined  not  by  the  claims  of 
the  manufacturers,  but  by  actual  chemical  analyses 
of  the  products.  The  volume  is  fully  indexed  and 
contains  adequate  bibliographies.  This  book  should 
find  a place  in  every  hospital  library  and  will  be 
invaluable  for  the  students  of  nutrition  and  home 
economics,  as  well  as  the  physician  or  interne  who 
must  daily  meet  dietetic  problems. 


A TEXTBOOK  OF  BACTERIOLOGY 
By  Thurman  B.  Rice,  M.D.,  professor  of 
bacteriology  and  public  health,  Indiana  Uni- 
versity School  of  Medicine.  Octavo,  551 
pages  with  121  illustrations.  W.  B.  Saun- 
ders Company,  Philadelphia  and  London, 
1935.  Price,  $5.00. 

To  supply  a demand  for  a shorter  concise  textbook 
of  bacteriology  this  author  has  prepared  this  volume. 
He  has  reduced  to  a minimum  the  discussion  of  cul- 
tural characteristics,  and  to  a less  extent,  laboratory 
technic.  Controversial  or  theoretical  considerations 
have  been  omitted.  The  text  has  been  organized 
otherwise  along  conventional  lines,  and  covers  the 
entire  field  in  a satisfactory  manner. 

We  feel  that  the  author  should  be  commended  upon 
his  preparation  of  this  textbook,  inasmuch  as  his 
careful  sifting  of  the  essential  information  for  the 
student  and  the  general  practitioner  has  resulted  in 
a text  adequate  for  both  purposes,  yet  concise  and 
clear.  The  practicing  physician  who  would  review 
this  subject,  or  the  one  who  wishes  to  bring  his  in- 
foi-mation  entirely  up  to  date,  will  welcome  this 
volume. 


SURGICAL  CLINICS  OF  NORTH  AMERICA 
Volume  XV,  No.  3,  Chicago  Number.  W. 

B.  Saunders  Company,  Philadelphia  and 
London,  1935.  Price,  paper  $12.00;  cloth, 
$16.00. 

This,  the  Chicago  number  of  The  Surgical  Clinics 
of  North  America,  presents  a valuable  symposium  on 
fractures,  consisting  of  nine  clinics  on  this  subject. 
Other  papers  treat  head  injuries,  examination  of  the 
back,  surgical  aspects  of  backache,  and  the  manage- 
ment of  congenital  talipes  equinovarus.  Besides 
these  orthopedic  papers,  eight  other  clinical  discus- 
sions are  presented  covering  a wide  range  of  surgi- 
cal subjects.  Of  particular  interest  to  the  general 
surgeon  is  a discussion  by  Dr.  Arthur  Dean  Bevan  on 
the  treatment  of  peritonitis.  This  paper  will  go  far 
toward  clarifying  the  confusion  which  has  existed 
among  surgeons  during  the  past  few  years  concern- 
ing the  treatment  of  this  rather  common  condition. 
The  volume  maintains  the  high  standard  established 
by  previous  numbers. 


February,  1936 
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THE  KIDNEY  IN  HEALTH  AND  DISEASE 

Edited  by  Hilding  Berglund,  M.D.,  Stock- 
holm, Sweden;  and  Grace  Medes,  Ph.D.,  re- 
search biochemist,  Lankenau  Hospital  Re- 
search Institute,  Philadelphia.  Octavo  of 
774  pages,  illustrated  with  163  engravings. 

Lea  & Febiger,  Philadelphia,  1935.  Price, 

$10.00. 

All  phases  of  kidney  anatomy  and  physiology  in 
health  and  disease  are  dealt  with  in  this  compre- 
hensive book.  It  includes  a detailed  exposition  of  all 
the  various  theories  of  kidney  function;  the  clinical 
aspects  of  renal  function  and  renal  insufficiency;  a 
survey  of  the  biologic  and  chemical  factors  in  stone 
formation;  careful  elucidation  of  the  pathology  of 
the  more  frequent  nephropathies;  and  excellent 
chapters  on  infections  of  the  kidney,  on  congenital 
renal  anomalies,  on  all  phases  of  the  experimental 
and  clinical  aspects  of  Bi’ight’s  disease  in  its  various 
manifestations. 

It  is  difficult  to  single  out  any  particular  chapter 
as  supei'ior;  the  topics  are  all  equally  well  presented. 
To  the  reviewer,  outstanding  chapters  were  those  on 
the  pathology  of  the  principal  nephropathies  by  Bell; 
on  renal  insufficiency  by  Volhard;  on  renal  counter- 
balance by  Hinman;  on  infections  of  the  kidney  by 
Hobart  Reimann;  on  urine  formation  in  the  amphib- 
ian kidney  by  A.  N.  Richards;  and  on  the  phenolsul- 
phonphthalein  and  other  tests  of  renal  function,  by 
Rowntree. 

This  volume  can  truly  be  said  to  be  one  for  use 
mainly  as  a reference  work.  It  meets  the  require- 
ments of  everyone  interested  in  the  subject,  whether 
he  is  physiologist,  anatomist,  biochemist,  general 
practitioner,  internist,  or  urologist.  The  contribu- 
tors are  workers  who  rank  high  in  their  respective 
fields  and  are  recognized  as  authorities.  A.  G.  F. 


INSTRUCTIONS  TO  PHYSICIANS  AND 
HOSPITALS 

For  submitting  charges  in  federal  injury 
cases.  By  C.  B.  Riddle,  formerly  a super- 
vising auditor,  U.  S.  Employees’  Compensa- 
tion Commission.  Published  by  the  author, 

P.  0.  Box  442,  Washington,  D.  C.  Price, 

$1.00. 

The  author  of  these  instructions  was  formerly  a 
supervising  auditor  in  the  United  States  Employees’ 
Compensation  Commission,  and  as  such  had  occasion 
to  review  many  thousand  bills  submitted  by  phy- 
sicians and  hospitals  for  federal  injury  cases.  From 
this  experience  he  was  able  to  tabulate  the  ordinary 
causes  for  inaccuracies  and  delays  due  to  the  failure 
of  the  hospital  or  physician  to  comply  with  the  regu- 
lations governing  these  payments  as  supplied  by  the 
government  in  a sixty  page  manual.  With  this  back- 
ground, he  has  condensed  and  compiled  in  four  pages 
full  details  for  the  preparation  of  accounts,  which,  in 
his  opinion,  will  minimize  errors  and  facilitate  the 
payment  of  accounts  by  tbe  government. 


The  author  does  not  claim  originality  for  his  work 
— in  fact,  he  indicates  that  it  is  taken  directly  from 
the  government  manual. 

The  price  of  one  dollar  for  this  booklet  would 
appear  excessive.  However,  tbe  physician  or  hos- 
pital having  frequently  dealings  with  these  cases 
would  no  doubt  gladly  pay  this  sum  to  eliminate  de- 
lay in  the  settlement  of  their  statements. 


DISEASES  OF  THE  SKIN 
By  Frank  Crozer  Knowles,  M.D.,  professor 
of  dermatology,  Jefferson  Medical  College. 

Third  edition,  enlarged  and  thoroughly  re- 
vised. Octavo,  640  pages,  illustrated  with 
240  engravings.  Lea  & Febiger,  Philadel- 
phia, 1935.  Price,  $6.50. 

The  newer  advances  made  in  the  field  of  derma- 
tology have  demanded  extensive  revisions  and  re-  . 
writing  of  this  text  so  that  this,  the  third  edition,  • 
is  in  a very  large  measure  an  entirely  new  work.  • 
Approximately  fifty  pages  have  been  added  to  the  i 
text,  and  forty-five  new  photographs  included. 

The  discussion  of  allergy  and  allergic  reactions  is 
extensive,  and  the  section  on  the  treatment  of  syphilis  1 
has  been  reorganized  and  expanded.  New  sections  ii 
have  been  added  covering  the  anatomy  and  physiology  | 
of  the  skin.  While  less  than  encyclopedic  in  scope,  q 
the  volume  covers  all  the  usual  and  most  of  the  rare  u 
skin  conditions,  and  should  prove  a useful  guide,  both  '( 
for  the  student  and  the  general  practitioner. 


THE  1935  YEAR  BOOK  OF  RADIOLOGY 

Diagnosis  edited  by  Charles  A.  Waters,  ^ 
M.D.,  associate  in  roentgenology,  Johns 
Hopkins  University;  Therapeutics  edited  by 
Ira  I.  Kaplan,  M.D.,  Clinical  Professor  of 
Surgery,  New  York  University  Medical  Col- 
lege. The  Year  Book  Publishers,  Chicago, 

1935.  Price,  $4.50. 

Part  I of  this  volume  discusses  radiologic  diag-  I 
nosis,  while  Part  II  discusses  radiotherapeutics.  In 
the  first  section  the  advances  and  discoveries  in  the  I 
field  of  radiologic  diagnosis  for  the  year  1934  are  i 
reviewed  by  systems.  Citations  are  made  to  readily  ' 
available  literature  and  each  article  presents  a con- 
densation of  an  outstanding  contribution. 

As  might  be  expected  in  Part  II,  dealing  with 
radiotherapeutics,  the  treatment  of  malignancies  com- 
mands major  attention.  The  chemistry  of  cancer  and 
cancer  diagnosis,  as  reviewed  by  the  authors,  consti- 
tutes a very  valuable  and  fundamental  study  for  an 
appreciation  of  this  subject. 

Easily  the  most  outstanding  of  all  reviews  of  this 
sort  in  radiologic  literature  the  volume  should  be 
accessible  to  every  physician  engaged  in  radiologic 
work,  particularly  those  devoting  less  than  full  at- 
tention to  the  subject  and  whose  diverse  interests  may 
prevent  a thorough  and  systematic  reading  of  the 
literature  in  this  field. 


®jomas  ^urrljam, 
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Organized  in  1830 

Eighty‘>fifth  Annual  Session 

Des  Moines,  Iowa,  April  29,  30  and  May  1,  1936 

Do  not  fail  to  Register.  Registration  Bureau — Hotel  Savery 


Wednesday,  April  29 
9:00  a.  m. 

Ball  Room 


Eye,  Ear,  Nose  and  Throat  Section 

Bronchoscopic  Clinic — Methodist  Hospital — 

Jambs  A.  Downing,  M.D.,  Des  Moines  8:00-  9:00 


Opening  Exercises — 


9:00-9:30 


Call  to  Order — 

Thomas  A.  Bubcham,  M.D.,  President 

Greetings — 

Clifford  W.  Losh,  M.D.,  President,  Des  Moines 
Academy  of  Medicine  and  Polk  County  Med- 
ical Society 


Response — 


Raymond  E.  Peck,  M.D.,  Davenport, 
Second  Vice  President 


Symposium  on  Intracranial  Lesions — 9:30-ii:30 

The  Clinical  Manifestations  of  Intracranial 
Lesions — 

William  E.  Ash,  M.D.,  Council  Bluffs 

Certain  Aspects  and  Fundamentals  of  Intra- 
cranial Surgery — 

O.  R.  Hyndman,  M.D.,  Iowa  City 

The  Value  of  the  Roentgenologic  Examination 
in  Intracranial  Disease — 

John  D.  Camp.  M.D.,  Assistant  Professor  of  Radi- 
ology, Mayo  Foundation,  University  of  Minnesota, 
Rochester,  Minnesota 

Intra-ocular  Changes  Associated  with  Intra- 
cranial Lesions — 

Cbctl  S.  O'Hkien.  M.D.,  Iowa  City 

Presidential  Address — 

Thomas  A.  BURniAM,  M.D.,  D<-s  Moines  11:30-12:00 


Thursday,  April  30 
8:30  a.  m. 

Ball  Room 

Essential  Hypertension  and  Medical  Clinic — 

S.  Marx  White,  M.D.  8:30-  9:30 

Professor  of  Medicine.  University  of 
Minnesota  Medical  School,  Minneapolis 

Breast  Tumors  and  Surgical  Clinic — 

W.  Wayne  Babcock,  M.D.  9:30-10:30 

Professor  of  Surprery  and  Clinical 
Surcery,  Temple  University  School 
of  Medicine,  Philadelphia 

Modern  Conception  of  Irradiation  Therapy  in 
Malignancy — 

Arthur  C.  Christie.  M.D.  10:30-11:30 

Professor  of  Clinical  Radiolofcy,  Georgetown  Univer- 
sity Medical  School,  Washington,  D.  C. 

Diseases  of  the  Petrous  Portion  of  the  Temporal  Bone 
from  the  Standpoint  of  the  General  Medical  Man, 
the  Neurologist,  and  the  Otologist — 

Sa.muei,  J.  Kopet7,ky,  M.D.  11:00-11:30 

Professor  of  Otology,  Polyclinic  Med- 
ical School,  New  York  City,  Guest, 

Eye.  Ear,  Nose  and  Throat  Section 

Feeding  Cases — 

Philip  C.  Jeans,  M.D..  Iowa  City  11:30-12:00 
Discussor  Mahiin  I).  Ott,  M I)..  Davenport 
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Wednesday  Evening,  April  29 
8:00  p.  m. 

Main  Ball  Room — Hotel  Savery 
Smoker 

MEDICAL  MINSTRELS  OF  1936 

Presenting 

“The  Social  Security  Act” 


Friday,  May  1 
3:00  p.  m. 
Main  Ball  Room 
Report  of  House  of  Delegates — 
Installation  of  President— 


Thirty-ninth  Annual  Meeting 

Thursday  Evening,  April  30  Wednesday,  April  29,  1936 

The  Grace  Ransom  Tea  Room 

ANNUAL  BANQUET  LUNCHEON  AND  BUSINESS  MEETING 

Main  Ball  Room — Hotel  Savery  12:20  p.  m. 


6:30  p.  m. 


■Toastmaster — 

James  C.  Hill,  M.D.,  Newton 

President’s  Address— 

Thomas  A.  Burcham,  M.D.,  Des  Moines 

Address  by  the  President-Elect — 

Prince  E.  Sawyer,  M.D..  Sioux  City 

Address — 

Most  Rev.  Gerald  T.  Bbrgan,  D.D.,  Bishop  of  Des  Moines 
Music — Dancing — Bridge 


Friday,  May  1 
9:00  a.  m. 
Main  Ball  Room 


DINNER 
6:30  p.  m. 

The  Grace  Ransom  Tea  Room 


PROGRAM 

President’s  Address — 

Cora  Williams-Choate,  M.D.,  Marshalltown  7:30 

The  Woman  Physician  in  a Changing  World — 

Florence  Brown  Sherborne,  M.D.  7 :40 
Dept,  of  Home  Economics,  University  of  Kansas. 

Recognition  of  Life  Members — 9:io 

Who’s  Who — One  Minute  Talks — 9:45 

Presentation  of  New  Officers  and  Adjournment — 

Business  Meeting  of  Branch  19,  Medical  Woman’s 
National  Association — 

Sara  Blaine  Kalar,  M.D.,  President, 

Dept,  of  Home  Economics,  Iowa  State  Collegre 


To  our  friends,  the  men  physicians  of  the  Iowa  State 
Anesthesia — Medical  Society,  we  extend  a cordial  invitation  to 

W.  Wayne  Babcock,  M.D.,  Philadelphia,  9:00-10  :00  be  present. 


Paroxysmal  Cardiology  and  Medical  Clinic — 

S.  Marx  White,,  M.D.,  Minneapolis  10:00-11:00 

Medical  Economics — 

Arthur  C.  Christie,  M.D.,  Washington,  D.  C.,  11:00-11:30 

Medical  Organization— 

Olin  a.  West,  M.D.,  Secretary  11:30-12:00 
American  Medical  Association,  Chicago 


OFFICERS 

President Cora  Williams-Choate,  M.D.,  Marshalltown 

Vice  President Nelle  Noble,  M.D.,  Des  Moines 

Secretary Gail  McClure,  M.D.,  Bussey* 

Treasurer Jeannette  Dean-Throckmorton,  Des  Moines 


* Dr.  McClure  is  now  at  Lawrence,  Kansas. 


W.  WAYNE  BABCOCK,  M.D. 
Philadelphia 


S.  MARX  WHITE,  M.D. 
Minneapolis 
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ARTHUR  C.  CHRISTIE,  M.D. 
Washington.  D.  C. 


JOHN  D.  CAMP.  M.D. 
Rochester 
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HOUSE  OF  DELEGATES 
West  Shrine  Room 
Wednesday,  April  29 
3:30  p.  m. 

Roll  Call 

Approval  of  Minutes  of  Friday  Morning  Session,  1935 

Report  of  Secretary 

Report  of  Treasurer 

Report  of  Board  of  Trustees 

Report  of  Council 

Report  of  the  Delegates  to  the  American  Medical 
Association 

Reports  of  Standing  Committees  of  the  House  of 
Delegates: 

Committee  on  Constitution  and  By-Laws — 

Walter  R.  Brock,  Sheldon.  Chairman 
Committee  on  Finance — 

Ernest  C.  McClure,  Bussey,  Chairman 
Committee  on  Medical  Economics — 

Thomas  F.  Thornton,  Waterloo,  Chairman 
Committee  on  Medical  Education  and  Hospitals — 

Arthur  W.  Erskine,  Ce<lar  Rapids,  Chairman 
Medico-Legral  Committet* — 

Frank  A.  Ely,  Des  Moines,  Chairman 
Committee  on  Necrology — 

C.  W.  Ellyson,  Waterloo,  Secretary 
Committee  on  Publication — 

Ralph  R.  Simmons,  Des  Moines.  Editor 
Committee  on  Public  l*olicy  and  Lejrislation — 

Fred  Moore,  Des  Moines,  Chairman 

Reports  of  Special  Committees  of  the  House  of 
Delegates: 

Baldridge  Memorial  Committee — 

E.  M.  Myebs.  Boone.  Chairman 
Committee  on  Child  Health  and  Protection — 

R.  H.  McBride,  Sioux  City.  Chairman 
Historical  Committee — 

Walter  L.  Bierring,  Des  Moines,  Chairman 
Medical  Library  Committee — 

Jeannette  Dean-Throckmorton,  Des  Moines.  Librarian 
Committee  on  Military  Affairs — 

Arnold  L.  Jensen,  Council  Bluffs,  Secretary 
Committee  on  Scientific  Exhibits — 

F.  P.  McNamara,  Dubuque,  Chairman 
Woman’s  Auxiliary  Advisory  Committee — 

Aldis  a.  Johnson,  Council  Bluffs,  Chairman 

Reports  of  Council  Committees: 

Speakers  Bureau  Committee — 

Daniel  J.  Glomset,  Des  Moines,  Chairman 
Cancer  Committee — 

F.  P.  McNamara,  Dubuque,  Chairman 
Committee  on  Professional  Relations — 

E.  J.  Watson,  Diagonal,  Chairman 
Committee  on  Public  Relations — 

Evon  Walker.  Ottumwa,  Chairman 

Memorials  and  Communications 
New  Business 

Election  of  Committee  on  Nominations 


Friday,  May  1 
1 :30  p.  m. 

Main  Ball  Room 

Roll  Call 

Reading  of  Minutes 

Report  of  Committee  on  Nominations 

Election  of  Officers 

Reports  of  Committees 

Unfinished  Business 

New  Business 

Adjournment 


ENTERTAINMENT 
Tuesday,  April  28 
Afternoon 

Golf  and  Country  Club 
Pre-convention  Golf  Tournament 

7:00  p.  m. 

Golf  and  Country  Club 
Dinner 

Cards  and  Other  Entertainment  in  the  Evening 


Wednesday,  April  29 
8:00  p.  m. 

Stag  and  Smoker 
Hotel  Savery 


6:30  p.  m. 

State  Society  of  Iowa  Medical  Women 
Banquet  and  Program 
Grace  Ransom  Tea  Room 


6:30  p.  m. 

Woman’s  Auxiliary  Banquet,  Hotel  Fort  Des  Moines  i 
Debate 

8:00  p.  m. 

Bridge  Party 

Woman’s  Auxiliary  and  Visiting  Women 
Hotel  Fort  Des  Moines 


Thursday,  April  30 
12:30  p.  m. 

Auxiliary  Luncheon,  Hotel  Fort  Des  Moines 
All  Visiting  Ladies  Invited 


6:30  p.  m. 

Annual  Banquet,  Ball  Room,  Hotel  Savery 
Physicians,  Their  Wives  and  Guests 

Arrangements  Committee 


Thomas  A.  Kurcham Des  Moines 

Robert  L.  Parker Des  Moines 

Harold  J.  McCoy Des  Moines 

N.  Boyd  Anderson Des  Moines 

Douglas  N.  Gibson Des  Moines 


Local  Committees 
Clinic  Committee — 

Harry  A.  Collins Medical 

Frank  W.  Fordycb Surgical 

Cecil  C.  Jones Eye,  Ear.  Nose  and  Throat 

Entertainment  Committee — 

Walter  D.  Abbott,  Chairman  Douglas  N.  Gibson 

Frank  W.  Fordycb  Charles  Ryan 

Leonard  A.  West 
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hotel  savery 


MEETING  PLACES 

Headquarters — Hotel  Savery 
, General  Meetings — Main  Ball  Room,  Hotel  Savery 
Medical  Section — Main  Ball  Room,  Hotel  Savery 
Surgical  Section — Florentine  Room,  Hotel  Savery 
1 Eye,  Ear,  Nose  and  Throat  Section — Club  Room, 
j Hotel  Savery 

House  of  Delegates — Wednesday:  West  Shrine  Room 
Friday:  Main  Ball  Room 

Registration  and  Commercial  Exhibits — Mezzanine 
Floor,  Hotel  Savery 

Scientific  Exhibits — Lounge  and  Assembly  Room, 
Hotel  Savery 

Headquarters  for  State  Society  of  Iowa  Medical 
, Women,  Grace  Ransom  Tea  Room 

Headquarters  for  Woman’s  Auxiliary,  Hotel  Fort 
Des  Moines 


SPECIAL  MEETINGS 
Iowa  Alumni  Association  Luncheon 
Wednesday,  April  29 

Florentine  Room,  Hotel  Savery,  12:15  p.  m. 

Military  Surgeon’s  Dinner 
Wednesday,  April  29 

Florentine  Room,  Hotel  Savery,  6:00  p.  m. 

Eye,  Ear,  Nose  and  Throat  Section 
Thursday,  April  30 

Complimentary  Luncheon  by  Cecil  C.  Jones,  M.D. 


Iowa  Pediatric  Club  Dinner 
Wednesday,  April  29 
Des  Moines  Club,  6:15  p.  m. 


County  Secretaries  Conference  Luncheon 
Friday,  May  1 

Florentine  Room,  Hotel  Savery,  12:15  p.  m. 


Section  Chairmen  and  Reporters 
Section  on  Medicine — 

Chairman,  Benjamin  F’.  Wolvbrton,  M.D.,  Cedar  Rapids 

Section  on  Surgery — 

Chairman,  Earl  B.  Bush,  M.D.,  Ames 

Section  on  Ophthalmology,  Otology  and  Rhinolaryn- 
gology — 

Chairman,  Cecil  C.  Jones,  M.D.,  Des  Moines 

Reporter,  General  Sessions,  Eye,  Ear,  Nose  and 
Throat  Section  and  House  of  Delegates — 

Master  Reporting  Company,  Chicago 


Rules  for  Papers  and  Discussions 

For  the  general  session  meetings,  no  address  or 
paper,  except  those  of  the  President  and  the  Guests, 
shall  occupy  more  than  twenty  minutes  in  its  deliv- 
ery; and  no  member  shall  speak  longer  than  five 
minutes  nor  more  than  once  on  any  subject  in  dis- 
cussing a paper.  All  papers  read  before  the  Society 
shall  be  the  property  of  the  Society.  Each  paper 
should  be  deposited  with  the  Secretary  when  read; 
it  this  is  not  done,  it  will  not  he  published. 

In  most  of  the  sectional  meetings,  the  talks  are 
twenty  minutes  in  length.  Discussions  may  not  be 
longer  than  five  minutes.  A typewritten  copy  of  each 
talk  should  be  left  with  the  chairman  of  the  section 
so  that  it  can  be  published  in  the  .loui-nal. 


Registration 

Do  not  fail  to  register. 

Please  bring  your  membership  card  for  presenta- 
tion at  the  registration  desk. 

Women  attending  the  meeting  are  urged  to  regis- 
ter at  the  registration  desk  for  the  Woman’s  Aux- 
iliary at  the  Hotel  Fort  Des  Moines. 
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IOWA  STATE  MEDICAL  SOCIETY  OFFICERS  AND  COMMITTEES  1935-1936 


President Thomas  A.  Burcham,  Des  Moines 

President-Elect Prince  E.  Sawyer,  Sioux  City 

First  Vice  President James  C.  Hill,  Newton 

Second  Vice  President Raymond  E.  Peck,  Davenport 

Secretary Robert  L.  Parker,  Des  Moines 

Treasurer Harold  J.  McCoy.  Des  Moines 


COUNCILORS 

Term  Expires 

First  District — Felix  A.  Hennessy,  Calmar,  Chairman 1937 

Second  District — Lee  R.  Woodward,  Mason  City 1938 

Third  District — Frank  P.  Winkler,  Sibley 1939 

Fourth  District — James  E.  Reeder,  Sioux  City 1940 

Fifth  District — William  W.  Pearson,  Des  Moines 1936 

Sixth  District — Charles  W.  Ellyson,  Waterloo 1937 

Seventh  District — Arthur  W.  Erskine,  Cedar  Rapids 1938 

Eighth  District — Clyde  A.  Boice,  Washington 1939 

Ninth  District — Harold  A.  Spilman,  Ottumwa 1940 

Tenth  District — James  G.  Macrae.  Creston 1936 

Eleventh  District — M.  C.  Hennessy,  Council  Bluffs 1937 

TRUSTEES 

Oliver  J.  Fay.  Des  Moines 1937 

John  I.  Marker,  Davenport 1936 

Edward  M.  Myers,  Boone 1938 

DELEGATES  TO  A.  M.  A. 

Fred  Moore,  Des  Moines 1937 

T.  F.  Thornton,  Waterloo 1936 

V.  L.  Trey  nor.  Council  Bluffs 1936 

ALTERNATE  DELEGATES  TO  A.  M.  A. 

E.  M.  MacEwen,  Iowa  City 1937 

R.  H.  Lott,  Carroll 1936 

F.  P.  McNamara.  Dubuque 1936 

EDITOR  OF  THE  JOURNAL 

Ralph  R.  Simmons Des  Moines 

STANDING  COMMITTEES  OF  THE  HOUSE  OF  DELEGATES 
Arranobments 

Thomas  A.  Burcham,  Chairman Des  Moines 

Robert  L.  Parker Des  Moines 

Harold  J.  McCoy Des  Moines 

Constitution  and  By-Laws 

W.  R.  Brock,  Chairman Sheldon 

John  H.  Henkin Sioux  City 

W.  A.  Sternberg Mount  Pleasant 


Finance 


Ernest  C.  McClure,  Chairman Bussey 

Leslie  L.  Carr Clermont 

A.  S.  Bowers Orient 


Medical  Economics 


T.  F.  Thornton,  Chairman Waterloo 

James  C.  Hill Newton 

James  C.  Donahue Centerville 


Medical  Education  and  Hospitals 


Arthur  W.  Erskine,  Chairman Cedar  Rapids 

T.  J.  Irish Forest  City 

B.  J.  Dierker Fort  Madison 

Medico-Legal 

Frank  E.  Ely,  Des  Moines,  Chairman 1938 

George  C.  Albright,  Iowa  City 1936 

F.  Earl  Bellinger,  Council  Bluffs 1937 

Publication  Committee 

Ralph  R.  Simmons,  Editor Des  Moines 

Robert  L.  Parker,  Secretary Des  Moines 

Oliver  J.  Fay,  Trustee Des  Moines 

John  I.  Marker,  Trustee Davenport 

Edward  M.  Myers,  Trustee Boone 

Public  Policy  and  Legislation 

Fred  Moore,  Chairman Des  Moines 

R.  D.  Bernard Clarion 

S.  W.  Corbin Millerton 

Thomas  A.  Burcham Des  Moines 

Robert  L.  Parker Des  Moines 


Scientific  Work 

Thomas  A.  Burcham Des  Moines 

Prince  E.  Sawyer Sioux  City 

Robert  L.  Parker Des  Moines 

Harold  J.  McCoy Des  Moines 


SPECIAL  COMMITTEES  OF  THE  HOUSE  OF  DELEGATES 
Baldridge  Memorial 


E.  M.  Myers,  Chairman Boone 

Daniel  J.  Glomset Des  Moines 

E.  D.  Plass Iowa  City 


Committee  on  Child  Health  and  Protection 


R.  H.  McBride,  Chairman Sioux  City 

E.  D.  Plass Iowa  City 

H.  E.  Farnsworth Storm  Lake 

Lee  F.  Hill Des  Moines 

Howard  A.  Weis Davenport 

C.  P.  Phillips Muscatine 

Roland  Stahr Fort  Dodge 

Historical 

Walter  L.  Bierring,  Chairman Des  Moines  i 

Frank  M.  Fuller Keokuk  j 

T.  B.  Throckmorton Des  Moines  | 

John  T.  McClintock Iowa  City  j 

Paul  W.  Van  Metre Rockwell  City  1 

William  Jepson Sioux  City  I 


Medical  Library 

Con  R.  Harken,  Chairman Osceola  i 

Carl  L.  Gillies Iowa  City 

Jeannette  Dean-Throckmorton Des  Moines  | 

Military  Affairs 

T.  F.  Suchomel,  Chairman Cedar  Rapids 

Harold  A.  Spilman Ottumwa  ' 

Arnold  L.  Jensen Council  Bluffs  ' 


Scientific  Exhibits 


F.  P.  McNamara,  Chairman Dubuque  i 

Frederick  H.  Lamb Davenport  i 

Robert  L.  Parker Des  Moines  . 


Woman’s  Auxiliary  Advisory  Committee 


Aldis  A.  Johnson,  Chairman Council  Bluffs 

Joseph  H.  Kinnaman Des  Moines  | 

Charles  F.  Snopek Cresco  t 

W.  T.  Peters Burt  ( 

T.  I.  Wigim Muscatine  it 


COMMITTEES  OF  THE  COUNCIL 


Speakers  Bureau  Committee 

Daniel  J.  Glomset,  Chairman Des  Moines 

L.  R.  Woodward Mason  City 

L.  C.  Kern Waverly 

Harold  L.  Brereton Emmetsburg 

Sydner  D.  Maiden Council  Bluffs 

James  E.  Dunn Davenport 

Committee  on  Professional  Relations 

E.  J.  Watson,  Chairman Diagonal 

W.  R.  Brock Sheldon 

Donald  C.  Conzett Dubuque 

Committee  on  Pubuc  Relations 

Evon  Walker,  Chairman Ottumwa 

Peirce  D.  Knott Sioux  City 

E.  E.  Shaw Indianoia 
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Organized  May  9,  1929,  Des  Moines,  Iowa  8:00  p.  m. 

Seventh  Annual  Meeting  Lounge,  Hotel  Fort  Des  Moines 

Registration  Headquarters  Bridge 

Hotel  Fort  Des  Moines  All  visiting  women  as  well  as  Auxiliary  members 

are  invited  to  attend 


PROGRAM 
Wednesday,  April  29 
10:00  a.  m. 

Green  Room,  Hotel  Fort  Des  Moines 
Preconvention  Meeting 

For  Board  of  Directors  and 
County  Auxiliary  Presidents 


12:00  p.  m. 
Luncheon 

For  Board  of  Directors  and 
County  Auxiliary  Presidents 


2:15  p.  m. 


! 


South  Ball  Room,  Hotel  Fort  Des  Moines 
General  Meeting 

President,  Mrs.  M.  C.  Hennessy,  presiding 
Call  to  Order — 

Invocation — 

Rev.  Dillman  Smith,  Chaplain, 

Iowa  Methodist  Hospital,  Des  Moines 

Address  of  Welcome — 

Mrs.  M.  N.  Voldbng,  Des  Moines 


Response — 

Mrs.  S.  D.  Maiden,  Council  Bluffs. 
President.  Woman’s  Auxiliary  to  the 
Pottawattamie  County  Medical  Society 


Announcements — 


Local  Arrangements  Committee  Chairman. 

Mrs.  Tom  B.  Throckmorton,  Des  Moines. 
President,  Woman’s  Auxiliary  to  the  Des 
Moines  Academy  of  Medicine  and  the  Polk 
County  Medical  Society 


Rules  for  Convention 
[ Reading  of  Minutes 


Report  of  the  President 
Announcements  of  Committees 


Reports  of  Auxiliary  State  Officers 
Adjournment 


6:30  p.  m. 

South  Ball  Room,  Hotel  Fort  Des  Moines 
Dinner 

Debate  on  the  Subject  of  Socialized  Medicine 
by  Drake  University  vs.  Iowa  State  College 


Thursday,  April  30 
10:00  a.  m. 

Green  Room,  Hotel  Fort  Des  Moines 
Reading  of  Minutes 
Cancer  Control — - 

F.  L.  Recwr,  M.D.,  Evanston,  Illinois 
American  Society  for  the  Control  of  Cancer 

Introduced  by — 

F.  P.  McNamara.  M.D.,  Dubuque.  Chairman, 
Cancer  Committee.  Iowa  State  Medical  Society 

Reports  of  Standing  Committees 
Reports  of  County  Presidents 
Adjournment 


1 :00  p.  m. 

Luncheon 

Lounge,  Hotel  Fort  Des  Moines 
Greetings — 

Prince  Sawyer,  M.D.,  Sioux  City, 
President-elect,  Iowa  State  Medical  Society 

The  Social  Security  Act — 

Thomas  A.  Burcham,  M.D.,  Des  Moines, 
President,  Iowa  State  Medical  Society 


3:00  p.  m. 

Tour  of  the  Smouse  School  for  Physically 
Handicapped  Children 


6:30  p.  m. 

Banquet,  Hotel  Savery  Ball  Room 
Physicians,  wives  and  guests 


Friday,  May  1 
9:30  a.  m. 

Green  Room,  Hotel  Fort  Des  Moines 
General  Meeting 
Reading  of  Minutes 
Report  of  Resolutions  Committee 
Election  of  Officers 
Installation  of  Officers 
Adjournment 


Postconvention  Meeting 

This  program,  social  and  business,  is  for  all  visit- 
ing women.  All  eligible  women  are  urged  to  become 
members. 
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The  New  and  Old  in  Conventions 


The  convention  city  for  the  1936  meeting  of  the 
Iowa  State  iMedical  Society  needs  no  description 
to  onr  members.  It  is  one  which  is  familiar  to 
all.  However,  there  are  many  new  features  for 
the  meeting  this  year.  First  of  all,  there  will  be 
a new  headquarters,  the  Hotel  Savery.  All  gen- 
eral meetings,  sectional  meetings,  meetings  of  the 
House  of  Delegates,  committee  meetings,  and  en- 
tertainment functions  will  be  held  there.  In  addi- 
tion to  the  Hotel  Savery,  accommodations  will  be 
available  at  any  of  the  other  hotels : Hotel  Fort 
Des  Moines,  Kirkwood  Hotel,  Brown  Hotel, 
Chamberlain  Flotel,  and  Commodore  Hotel. 

The  greatest  innovation  in  the  meeting  ar- 
rangements is  the  Friday  afternoon  session  which 
is  being  held  for  the  first  time  this  year.  For 
years  the  I'riday  morning  program  of  the  general 


county  society  secretaries  are  the  guests  of  the 
State  Society  at  this  luncheon.  The  delegates  and 
other  officers  will  be  welcome  to  attend  because 
many  of  them  will  want  to  hear  Dr.  West’s  discus- 
sion. 

The  program  itself  this  year  rejiresents  a com- 
bination of  the  new  and  the  old.  For  many  years 
only  one  general  meeting  was  held  each  morning 
and  afternoon  of  the  convention.  Within  the  past 
few  years  the  afternoons  have  been  devoted  to 
various  section  meetings.  The  sectional  plan  is 
being  continued  this  year  but  has  been  reduced  in 
number  to  three  sections:  medical,  surgical  and 
eye,  ear,  nose  and  throat.  Comments  are  already 
reaching  the  office  regarding  the  excellent  set  up 
of  the  program.  Interesting  subjects  and  out- 
standing speakers  have  been  chosen. 


Des  Moines  Golf  and  Country  Club 
Headquarters,  Annual  Golf  Tournament 


session  has  been  one  of  the  most  interesting  and 
worthwhile  sections  of  the  entire  meeting.  Because 
of  the  meeting  of  the  House  of  Delegates  which 
has  heretofore  been  held  at  the  same  time  as  the 
general  session  on  Friday,  the  delegates  were 
denied  the  opportunity  of  taking  part  in  this  ex- 
cellent meeting.  By  having  the  Friday  meeting 
of  the  House  of  Dele’gates  in  the  afternoon,  it 
will  now  be  possible  for  the  delegates  and  the 
officers  to  attend  the  program  in  the  morning  and 
still  represent  their  societies  at  the  last  meeting  of 
the  House  of  Delegates. 

Since  Dr.  Olin  West,  Secretary  of  the  Ameri- 
can Medical  Association,  is  to  be  with  us  on  Fri- 
day, May  1,  the  county  society  secretaries  lunch- 
eon, which  is  usually  held  on  Wednesday  noon, 
will  be  scheduled  for  Friday  noon  this  year.  Dr. 
West  will  speak  during  the  luncheon  meeting  on 
problems  of  the  county  medical  societies.  The 


The  pre-convention  golf  tournament,  officially 
inaugurated  last  year,  is  on  its  way  tow'ard  becom- 
ing an  old  established  custom.  Announcements 
regarding  this  year’s  tournament,  which  will  be 
held  Tuesday  afternoon,  at  the  Des  Moines  Golf 
and  Country  Club,  are  included  elsewhere  in  this 
issue  of  the  Journal. 

The  local  entertainment  committee  is  on  the 
lookout  for  all  available  talent  for  its  up-to-the- 
minute  presentation  at  the  smoker  of  The  Min- 
strels of  1936.  Another  evening  of  recreation  and 
pleasure  is  planned  for  the  evening  of  the  banquet. 
After  a short,  interesting  program,  dancing, 
bridge  and  conversation  will  hold  full  sway. 

The  State  Society  of  Iowa  Medical  Women  has 
somewhat  amjdified  its  program  this  year  to  in- 
clude a business  meeting  luncheon  in  addition  to 
the  usual  banquet  and  program  held  the  evening 
of  the  smoker.  The  guest  speaker,  Florence 
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Brown  Sherbon,  M.D.,  of  the  University  of  Kan- 
.sas,  will  bring  a message,  thereby  adding  an 
interesting  touch  of  the  old  with  the  new.  Dr. 
Sherbon  was  president  of  the  State  Society  of 
Medical  Women  at  the  time  of  its  meeting  in 
1914.  Another  feature  of  the  program  is  the 
initiation  of  a ceremony  for  the  recognition  of 
life  members  of  their  organization — those  who 
have  been  affiliated  with  it  for  a period  of  twenty- 
five  years  or  longer. 

The  Woman’s  Auxiliary  has  planned  a full  two 
and  one-half  day  session,  which  combines  business 
and  entertainment  not  only  for  all  auxiliary  mem- 
bers but  for  all  visiting  women  as  well.  A new 
and  interesting  highlight  of  this  program  is  the 
Wednesday  evening  bancpiet,  which  will  be  fol- 
lowed by  a debate  between  the  students  of  Drake 


Common  Lesions  of  the  Cervix  Uteri  and  Their  Treat- 
ment— Julian  M.  Bruner,  M.D.,  Lee  Rosebrook, 
M.D.,  and  Geo.  W.  Cushman,  A.C.L.,  Des  Moines. 
Series  of  photographs  of  various  lesions  of 
the  cervix,  with  methods  of  treatment  and 
end  results.  The  technic  of  photography  of 
the  cervix  will  also  be  shown. 

Exhibit  of  the  Iowa  Pharmaceutical  Association. 

A display  of  official  pharmaceutical  prepa- 
rations which  should  be  prescribed  by  Iowa 
physicians  in  place  of  the  more  expensive 
proprietary  preparations. 

Diagnosis  and  Treatment  of  Pulmonary  Tuberculosis 
— J.  Carl  Painter,  M.D.,  Director,  Sunnycrest 
Sanatorium,  Dubuque. 

An  exhibit  of  roentgenograms  in  sequence 
showing  the  results  of  modern  methods  of 
treatment  in  pulmonary  tuberculosis. 


i 

i 


I 


FLORENCE  B.  SHERBON,  M.D. 
Lawrence,  Kansas 


University  and  Iowa  .State  College  on  the  subject. 
“Resolved : That  the  several  states  shall  enact 
legislation  providing  for  a system  of  complete 
medical  .service  to  be  available  to  all  citizens  at 
public  exjiense.” 

The  Committee  on  Scientific  Exhibits  has  ar- 
ranged for  an  unusually  worthwhile  exhibit  this 
year,  among  which  will  be  included  many  new  and 
important  subjects.  The  extent  and  nature  of  the 
exhibit  may  lie  best  portrayed  by  listing  the  indi- 
vidual exhibits : 

Photoniicrogiaphs  of  the  Temporal  Bone — D.  M. 
Lierle,  M.D.,  Department  of  Otolaryngology  and 
Oral  Surgery,  State  University  of  Iowa. 

A series  of  photomicrographs  of  sections  of 
the  internal  ear.  There  will  also  be  an  ex- 
hibit of  gross  anatomic  specimens  of  the 
middle  ear  tract. 


Circulation  in  the  Head  and  Neck  of  the  Femur  as 
Demonstrated  by  the  Injection  of  Opaque  Mate- 
rial— W.  Eugene  Wolcott,  M.D.,  Des  Moines. 
Series  of  translites  showing  the  circulation 
in  normal  and  pathologic  lesions  of  the 
femur. 

Important  Clinical  Laboratory  Procedures — W.  E. 
Sanders,  M.D.,  Mercy  Hospital,  Des  Moines. 

Demonstration  of:  microscopic  injection  il- 
lustrating gradings  of  cancer;  polycrome 
stain  on  frozen  tissue  sections  for  cancer 
diagnosis;  Kahn  test  for  syphilis.  Spinal 
fluid  readings. 

Electrocardiograms  in  Various  Cardiac  Diseases — 
L.  E.  Cooley,  M.D.,  Dubuque. 

An  exhibit  of  typical  and  atypical  electro- 
cardiograms in  the  more  important  cardiac 
diseases. 

Public  Health  Statistics  of  Dubuque — Dubuque  De- 
partment of  Public  Health,  W.  J.  Connell,  M.D., 
Director. 

A series  of  graphs  indicating  the  gradual 
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control  of  the  infectious  diseases  in 
Dubuque. 

Cutaneous  Granulomas — American  Medical  Associa- 
tion, Committee  on  Scientific  Exhibits,  Thomas 
G.  Hull,  Director. 

A collection  of  selected  photographs  of 
cutaneous  granulomas  which  the  physician 
may  encounter  in  general  practice. 
Activities  of  the  Speakers  Bureau — The  Speakers 
Bureau  Committee,  Iowa  State  Medical  Society, 
D.  J.  Glomset,  M.D.,  Chairman. 

A graphic  exhibit  indicating  the  number  of 
lectures  and  postgraduate  medical  courses 
given  before  lay  and  professional  groups 
throughout  the  state. 

Exhibit  of  the  Iowa  Tuberculosis  Association. 

A graphic  accounting  of  the  fight  against  tuber- 
culosis in  Iowa  will  comprise  the  exhibit  of  the  Iowa 
Tuberculosis  Association.  Six  panels  will  describe: 

1.  The  public  health  professional  project  tubercu- 
losis surveys. 

2.  Sanatorium  admissions  by  counties. 

3.  The  annual  death  rate  by  counties,  1931-1935. 

4.  Declining  death  rate. 

5.  Chest  clinics,  1918-1935. 

6.  Tuberculosis  surveys,  1934-1935. 

A lighted  map  of  the  state,  outlining  Iowa’s  sana- 
torium facilities  and  needs,  will  be  another  feature 
of  the  exhibit. 

A Method  of  Administering  Meningitis  Antitoxin^ — ■ 
James  E.  Dyson,  M.D.,  Des  Moines. 

Series  of  illustrations  showing  the  technic 
of  intravenous  immunization  and  methods  of 
desensitizing  sensitive  patients. 

Convalescent  Sera,  Purpose  and  Use — Iowa  State  De- 
partment of  Health,  Des  Moines,  Walter  L.  Bier- 
ring, M.D.,  Commissioner. 

An  exhibit  showing  the  different  types  of 
convalescent  sera  available  and  how  they 
may  be  used  in  the  treatment  of  infectious 
diseases. 

Roentgenologic  and  Pathologic  Studies  on  a Series  of 
Unusual  Clinical  Cases — F.  P.  McNamara,  M.D., 
and  L.  G.  Ericksen,  M.D.,  The  Finley  Hospital, 
Dubuque. 

An  exhibit  of  x-ray  films  with  photographs 
and  microphotographs  of  pathologic  speci- 
mens from  cases  considered  at  the  Clinico- 
pathologic  Conferences. 

Publications  of  the  Finley  Hospital  Medical  Staff. 

A series  of  clinical  case  reports  of  unusual 
interest. 

Anatomic  Demonstration  of  the  Paranasal  Sinuses 
and  Their  Variations — E.  M.  MacEwen,  M.D., 
Department  of  Anatomy,  State  University  of 
Iowa. 

Series  of  dissections  which  illustrate  the 
normal  paranasal  sinuses  and  their  anatomic 
variations. 

Exhibit  of  Medical  Publications — Jeannette  Dean- 
Throckmorton,  M.D.,  Iowa  State  Medical  Li- 
brary. 

The  more  recent  and  important  medical  pub- 
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lications  of  interest  to  every  physician  will 
be  shown. 

X-Ray  Encephalograms  and  Ventriculograms  in 
Various  Diseases  of  the  Brain — C.  VanEpps, 
M.D.,  Department  of  Neurology  and  H.  Dabney 
Kerr,  M.D.,  Department  of  Roentgenology,  State 
University  of  Iowa. 

Series  of  x-ray  films  which  indicate  the  value 
of  this  method  of  diagnosis  in  brain  lesions. 
The  Technic  of  Postmortem  Examination — Julius  S. 
Weingart,  M.D.,  Des  Moines. 

A motion  picture  film  showing  the  technic 
of  postmortem  examination.  To  be  shown 
in  the  Club  Room  each  day  of  the  session 
at  1:00  p.  m. 

Technical  exhibitors  have  responded  in  their 
usual  cooperative  manner  in  attending  the  Iowa 
State  Medical  Society  meeting.  New  colorful  and 
attractive  booths  have  been  planned  for  these  ex- 
hibits. A list  of  the  firms  participating  and  a short 
description  of  their  exhibits  will  be  published  in 
the  hand  program,  which  will  be  issued  at  the 
meeting. 

Whether  attendance  at  the  State  Society  annual 
meeting  is  a new  or  an  old  experience  for  you,  the 
Eighty-fifth  Annual  Session  of  your  organization 
is  one  which  you  can  profitably  plan  to  attend. 


ATTENTION!  ALL  GOLFING  DOCTORS,  FORE! 

The  Iowa  State  Medical  Golf  Association  will  hold 
its  second  annual  tournament,  Tuesday,  April  28, 
1936,  at  1:00  P.  M.,  at  the  Des  Moines  Golf  and 
Country  Club.  Dinner  will  be  served  at  the  club 
house  at  7:00  P.  M.,  at  which  time  appropriate 
awards  will  be  presented  to  the  afternoon’s  winners. 
A short  business  session  will  be  held,  after  which 
bridge  and  other  entertainment  will  be  provided  for 
the  guests. 

The  champion  of  the  Iowa  State  Medical  Golf 
Association  will  be  he  or  she  who  turns  in  the  lowest 
gross  score.  Authenticated  handicaps  should  be  pre- 
sented to  the  chairman  of  the  local  committee,  and 
from  these  a low  net  will  be  awarded,  as  well  as  a 
prize  for  the  lowest  putting  score,  but  no  individual 
shall  be  awarded  more  than  one  prize.  Green  fees 
of  $1.50  include  prizes,  and  the  dinner  will  be  $1.00, 
attendance  being  optional. 

Last  year’s  tournament,  the  first  official  touma- 
ment  of  the  association,  was  played  on  the  course  at 
the  Rock  Island  Arsenal,  and  was  most  successful. 
Those  who  entered  spent  an  enjoyable  afternoon  and 
evening,  and  it  is  hoped  that  this  year’s  attendance 
will  be  even  larger,  and  that  many  more  physician 
golfers  will  take  part  in  this  newest  society  activity. 
Those  desiring  to  participate  in  the  tournament  are 
requested  to  communicate  with  the  local  committee, 
which  is  composed  of  Drs.  O.  W.  King,  922  Equitable 
Building,  Des  Moines,  chairman;  C.  A.  Sones,  Des 
Moines;  and  Harold  J.  McCoy,  Des  Moines. 

Donald  C.  Conzett,  M.D.,  President 

Iowa  State  Medical  Golf  Association. 
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THE  INFLUENCE  OF  ENVIRONMENTAL 
FACTORS  UPON  POSTURE* 

(With  Special  Reference  to  Psychic  Experiences) 
William  Malamud,  M.D. 

Iowa  State  Psychopathic  Hospital,  Iowa  City 

Within  recent  years  the  problem  of  posture  has 
become  the  subject  of  intensive  investigations  by 
workers  in  the  fields  of  medicine  and  education. 
The  increased  interest  in  this  work,  just  as  in  the 
case  of  practically  all  the  other  subjects  dealing 
with  the  structure  and  function  of  the  human 
organism,  has  been  conditioned  not  so  much  by  a 
discovery  of  new  objectives  as  by  a change  in  atti- 
tude and  angle  of  approach. 

It  has  always  been  known,  of  course,  that  a 
“good’  posture  is  of  great  significance  in  the  de- 
velopment and  maintenance  of  health ; but,  where- 
as previously  the  interests  were  mainly  concen- 
trated on  establishing  uniform  standards  of  ade- 
quate posture,  based  on  esthetic  or  artistic  prin- 
ciples, and  having  as  their  primary  goal  the  con- 
formity of  the  average  to  this  ideal,  today  we  are 
^ slowly  coming  to  the  realization  that  posture  is  a 
j matter  of  individual  adjustment.  'I'he  present  day 
' trend  of  the  clinician  and  physiologist,  pedagogue 
' and  educator,  is  to  discover  why  certain  postures 
develop  and,  in  consideration  of  personal  pecu- 
! liarities,  what  should  be  the  correct  one  in  each 
j particular  individual. 

The  present  communication  proposes  to  discuss 
the  influence  of  environmental  factors  upon  pos- 
I ture,  and  since  the  author’s  interests  lie  mainly  in 
the  field  of  psychiatry,  sjiecial  attention  will  be 
I given  to  those  elements  in  one’s  environment 
which  are  generally  referred  to  as  “mental.”  An 
I analysis  of  recent  and  contemporary  contributions 
: on  this  subject  shows  that,  although  a considerable 

amount  of  work  has  been  done  along  neurophysio- 
logic and  anthro])ometric  lines  of  approach,  very 
little  of  it  has  dealt  with  the  mental  aspects  of  the 
problem,  'rinis  we  find  the  valuable  work  that 
investigators  in  the  field  of  physical  education 
have  done  on  the  relationships  between  posture 
and  culture,  posture  and  exercise,  posture  and 
anatomic  structure.  Another  group  of  workers 
has  contributed  very  extensively  to  the  knowledge 
of  the  control  exerted  by  the  central  nervous  sys- 
tem upon  posture.  Here  we  think  in  the  first  place 
of  the  work  of  the  Magnus  School  on  the  centers 
of  the  brain  that  control  various  postures ; the 
works  of  the  English  physiologist  Sherrington  on 
the  integration  of  the  central  nervous  system  and 
its  relation  to  jiosture ; and  finally  the  works  of 
some  of  the  American  physiologists  on  the  devel- 
opment of  posture  (such  as,  for  instance,  the  work 

•R^d  at  the  meetirur  of  the  Health  Section  of  the  Iowa  Physi- 
cal Education  Association.  Des  Moines,  October  31,  1935. 


that  is  being  done  at  the  University  of  Iowa  by 
Irwin  and  his  group,  and  at  Johns  Hopkins  Uni- 
versity by  Langworthy).  I need  not  go  further 
to  show  that  a tremendous  amount  of  literature 
containing  some  very  useful  and  well  proved  facts 
has  accumulated  in  this  field. 

It  is  an  altogether  different  matter,  however,  in 
the  case  of  the  relationship  between  mental  factors 
and  posture.  I find  very  little  in  the  form  of  sys- 
tematic studies  that  have  actually  been  done  in 
direct  relationship  to  this  subject,  and  yet  all  of 
us,  whether  we  are  students  of  normal  or  abnor- 
mal psycholog}-  or  merely  interested  in  the  obser- 
vation and  interpretation  of  human  behavior, 
know  what  an  important  factor  posture  is  as  an 
expression  of  behavior.  Even  in  every  day  lan- 
guage we  find  significant  evidence  of  this  rela- 
tionship. We  all  speak,  for  instance,  of  meeting 
a problem  squarely,  of  planting  our  feet  firmly  on 
the  ground,  of  keeping  our  “chin  high,”  and  nu- 
merous other  allusions  to  the  fact  that  the  posture 
which  a person  assumes  is  certainly  expressive  of 
the  mental  activities  that  go  on  within  him  or  the 
form  of  behavior  which  he  is  about  to  follow  and, 
for  all  we  know,  may  actually  in  some  way  influ- 
ence his  reaction  to  a given  situation.  To  the 
])sychiatrist  this  relationship  must  apjiear  particu- 
larly obvious.  I doubt  whether  in  the  study  of 
mental  diseases,  in  the  attempt  to  size  np  the  inner 
experiences  and  reactions  of  a mentally  sick  pa- 
tient, we  ever  fail  to  use  the  impression  that  the 
patient’s  posture  makes  on  us  as  we  observe  him. 
All  psychiatrists  are  familiar,  for  instance,  with 
the  stiff,  frozen  posture  of  a catatonic  dementia 
praecox  patient ; with  the  siqx;rcilious,  haughty 
posture  of  the  paranoid  ; with  the  dejected,  slouchy 
posture  of  the  depressed ; with  the  overbearing, 
carefree  posture  of  the  maniac;  with  the  careless, 
weak,  relaxed  posture  of  the  mentally  deficient  or 
mentally  deteriorated ; and  numerous  others.  As 
one  goes  through  the  wards  of  a hospital  for  men- 
tally diseased  ix'rsons,  whether  one  knows  any- 
thing about  psychiatry  or  not,  one  can  easily  class- 
ify these  patients  according  to  the  postures  one 
sees  in  them,  regardless  of  the  actual  psychiatric 
terminology.  It  was  while  thinking  over  my  own 
experiences  in  this  field  and  those  which  have  been 
recorded  by  others  in  literature,  that  a number  of 
questions  occurred  to  my  mind  some  of  which  I 
was  able  to  answer  one  way  or  another,  but  most 
of  which,  however,  I shall  posit  in  terms  of  ques- 
tions which  I hope  the  members  of  this  group  shall 
be  able  to  answer  for  me. 

I’irst,  I start  out  with  what  I consider  to  be  the 
most  important  question  and  it  is : what  is  pos- 
ture? Right  here  at  the  very  outset  I expect  to 
get  into  difficulties.  I wonder  whether  there  are 
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any  two  persons  in  this  audience  who  wall  agree 
on  the  definition  of  this  term.  Furthermore,  hav- 
ing defined  it,  I wonder  whether  anyone  will  he 
able  to  convince  the  others  that  his  definition  is 
the  one  that  can  he  universally  accepted.  How- 
ever, a definition  is  important  since  it  tells  the 
others  what  the  person  defining  the  term  has  in 
mind  when  he  uses  it.  In  this  way,  even  if  we  are 
not  able  to  reach  mutual  agreement,  we  shall  at 
least  he  certain  that  we  have  mutual  understand- 
ing. From  my  point  of  view,  posture  may  be  de- 
fined as  a state  of  equilibrium  between  the  ZKirious 
forces  and  tensio)is  zoithin  the  organism  reached 
by  it  for  the  purpose  of  maintaining  an  adequate 
spatial  adjustment  to  the  enz’ironment  for  any 
length  of  time. 

1 think  this  definition  would  bear  some  elucida- 
tion. Let  us,  for  instance,  take  up  first  of  all  the 
last  ]>art  of  the  definition,  that  is,  that  posture  may 
refer  to  an  adjustment  maintained  for  any  given 
length  of  time.  We  are  usually  accustomed  to 
speak  of  posture  in  the  case  of  a body  when  it  is 
at  rest.  This,  however,  is  not  entirely  true  for 
we  all  know  that  motion  no  matter  how  fast  really 
represents  a succession  of  states  of  rest  or  ecjuilib- 
rium.  Thus,  for  instance,  the  sprinter  in  the  one- 
hundred-yard  dash  actually  goes  through  a series 
of  very  rapidly  changing  postures,  each  one  of 
which  is  maintained  for  a brief  fraction  of  a sec- 
ond. The  only  dif¥erence  between  this  posture 
and  the  one  that  is  assumed  in  the  case  of  a body 
at  rest  is  that  in  the  latter  the  particular  posture 
is  maintained  for  a longer  |>eriod  of  time.  On 
the  other  hand,  we  will  come  to  see  later  that  a 
state  of  rest  includes  a series  of  changes  in  motion 
no  matter  how  difficult  it  may  be  to  perceive  that 
without  adequate  apparatus.  The  soldier  who 
stands  at  attention  could  be  shown  to  go  through 
a series  of  changes  in  the  tonus  of  his  muscles,  a 
sort  of  play  of  muscular  activity  of  groups  of 
muscles  that  oppose  each  other  and  in  that  way 
keej)  the  body  in  the  posture  which  the  soldier  is 
sujiposed  to  hold. 

To  understand  this  a little  more  adequately  and 
to  form  a basis  for  elucidation  of  my  definition  as 
a whole  as  well  as  a basis  for  further  discussion, 
let  us  look  a little  more  deeply  into  the  mechanisms 
of  posture.  It  would  be  easier  to  understand  these 
by  approaching  the  problem  in  its  simplest  phase. 
Let  us,  therefore,  for  example,  describe  what  hap- 
pens when  we  observe  a unicellular  organism,  such 
as  the  ameba,  in  its  containing  fluid.  To  all  ap- 
pearances this  organism  maintains  a steady  pos- 
ture without,  as  far  as  one  can  see,  any  kind  of 
change  in  it.  This  probably  could  actually  be 
true  if  no  changes  of  any  kind  occurred  in  the 
medium  in  which  it  lives.  If,  however,  a change 


is  introduced,  there  is  immediately  a transforma- 
tion in  the  organism  for  the  purpose  of  adjusting 
itself  to  the  change  in  conditions.  If  we  tip  the 
slide  iqion  which  it  rests,  we  will  find  that  the 
whole  organism  will  immediately  go  through  a 
metamorphosis  and  then  again  assume  a new  pos- 
ture. If  we  introduce  a new  substance  into  the 
fluid,  again  a change  takes  place.  If,  for  instance,  ; 
food  is  introduced,  there  will  be  a change  in  the  ! 
contour  of  the  organism  causing  it  to  reach  out 
something  in  the  nature  of  an  arm  toward  the  ; 
food,  ingesting  it,  and  then  going  through  a series  } 
of  changes  to  assume  a new  posture.  If  a source  I 
of  danger  or  discomfort  is  introduced,  again  a 
change  takes  place ; either  the  organism  moves 
away  as  a whole  or  rearranges  its  position  or 
contour.  All  through  the  period  of  observation 
one  will  be  able  to  t>erceive  a trend  of  changes 
having  as  its  goal  the  maintenance  of  equilibrium, 
various  forces  and  tensions  within  the  body  ar- 
ranging themselves  in  such  a way  that  the  body 
as  a whole  can  maintain  a proper  relationship  to  t 
the  particular  medium  in  which  it  exists.  This  is  ^ 
not  only  true  in  regard  to  the  forces  of  gravity,  i* 
but  to  every  change  that  occurs  in  the  outside,  !j( 
sources  of  dangers  or  food;  receding  from  some 
features,  reaching  out  for  others,  etc. 

This  series  of  changes  can  be  observed,  al-  • 
though  in  progressively  increasing  complexity,  in  ;| 
all  animals,  including  the  human  being.  Here  rj 
these  changes  if  more  complex  are  also  more  evi-  1 
dent.  No  matter  how  much  relaxation  exists,  the  j 
maintenance  of  a posture  is  always  reached  only  i 
through  definite  cooperation  of  ever  present  forces  i 
and  tensions  which  have  for  their  purpose  the  i 
maintenance  of  equilibrium.  One  cannot  go  into  i 
a deep  discussion  of  this  prohlem  here  and  I would  ^ 
refer  to  the  works  already  mentioned  above  of 
Magnus  and  Sherrington.  These  observers  have 
shown  that  in  the  central  nerv^ous  system  very  r 
definite  centers  are  set  aside  for  the  purpose  of  ’• 
controlling  these  forces.  They  are  actually  con-  ' 
nected  with  groups  or  sets  of  muscles,  some  of  < 
which  work  together,  others  in  opposition  to  one  i 
another  but  all  of  them  integrated  in  such  a way  • > 
that  when  an  equilibrium  is  established,  they  tend  ' i 
to  keep  the  body  in  a set  posture. 

Having  thus  defined  posture,  the  next  and,  prac-  ■ 
tically,  the  most  important  question  concerns  the  ” 
factors  that  control  and  influence  these  states. 
Naturally,  the  first  thing  which  occurs  to  us  in  j 
this  relationship  is  the  set  of  circumstances  exist-  5 
ing-  at  the  time  a certain  posture  is  being  main-  | 
tained.  By  these  circumstances,  of  course,  we  4 
mean  conditions  within,  and  conditions  outside  of  i 
the  organism.  If  life  were  a matter  of  one  mo- 
ment of  existence,  only  one  set  of  circumstances 
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would  need  to  be  investigated  in  the  study  of 
jxisture.  Actually,  however,  we  know  that  life 
consists  of  an  ever  flowing  series  of  changes 
through  time.  The  human  being  is  born  and  lives 
for  a certain  span  of  time.  All  through  its  life 
it  proceeds  from  place  to  place,  from  event  to 
event.  Similarly,  the  environment  in  which  the 
human  being  lives  and  develops  also  changes  with 
the  flux  of  time.  As  the  human  being  grows, 
I therefore,  it  is  made  to  adjust  to  new  conditions 
and  at  times  is  made  to  come  back  to  conditions 
which  have  already  occurred  in  its  life.  It  is  here 
that  the  most  important,  and  for  that  matter,  the 
most  complex  problems  in  the  maintenance  of  pos- 
! ture  occur.  A change  of  surroundings  makes  for 
j a change  in  posture,  but  these  changes  in  our  sur- 
I roundings  are  never  complete.  There  is  always 
some  component  in  the  environment  more  or  less 
similar  to  something  that  has  gone  on  before.  If 
the  organism  once  becomes  accustomed  to  a cer- 
tain set  of  reactions  for  the  purpose  of  maintain- 
ing equilibrium  under  certain  conditions,  when- 
ever these  conditions  occur  again,  there  will  be  a 
tendency  to  assume  the  same  posture.  At  the 
same  time,  however,  if  some  of  the  conditions  are 
new,  this  jiosture  again  may  have  to  be  qualified 
in  that  respect.  Thus  it  is  that  we  gradually  de- 
velop a .series  of  habits  or  conditioned  reflexes  in 
our  posture,  some  being  very  helpful,  others  being 
deleterious. 

Just  what  takes  place  within  a unicellular  or- 
ganism like  the  ameba  as  it  lives  from  moment  to 
moment,  and  possibly  gathers  impressions  and 
develo])s  habits,  is  something  we  cannot  tell. 
\\  hether  it,  too,  can  retain  memories  of  previously 
occurring  dangers  or  moments  of  happiness,  or 
whether  there  too  these  memories  become  attached 
to  some  special  outstanding  features  is  a question. 
Furthermore,  it  is  problematic  whether  the  ameba 
can  in  its  posture  not  only  express  its  desires  to 
maintain  ecpnlibrium  but  ahso  attemjrt  to  influence 
its  environment  in  the  way  we  do.  In  other 
words,  whether  an  ameba  can,  figuratively  siK*ak- 
ing,  shrug  its  shoulders  or  frown,  is  something 
outside  the  field  of  e.xact  science  at  present.  In 
human  beings,  however,  we  know  that  that  (luite 
definitely  takes  jflace — that  a posture  does  not 
>ini|)ly  ex])ress  the  resultant  of  o])posing  forces 
within  and  without  the  organism  .so  as  to  helj)  the 
organism  maintain  equilibrium,  but  also  harks 
hack  to  the  memory  of  what  influence  a certain 
I)osture  has  on  other  organisms  around  it.  I”'ur- 
thermore,  in  a complex  organism  like  the  human 
being  we  find  that  the  i)roblem  of  maintaining  a 
|*isture  is  not  diffusely  sju'ead  all  through  the  body 
but  >eems  to  be  under  definite  control  of  certain 
organs  within  tlie  central  nervous  system.  Not 


only  that,  but  wdtbin  that  system  it  is  not  only  a 
matter  of  physical  interactions  but  an  interplay 
of  factors,  some  of  which  we  call  mental  and 
others  physical,  which  seem  to  be  almost  imper- 
ceptibly interwoven  with  one  another. 

Both  of  these  sets  of  factors  are  of  great  im- 
portance in  determining  what  type  of  posture  will 
be  assumed  at  any  given  time.  Thus  we  know  that 
certain  physical  conditions  during  the  life  of  the 
individual  may  cause  the  person  to  assume  certain 
postures  later  on.  We  are  all  familiar,  for  in- 
stance, with  the  type  of  posture  that  is  indelibly 
imprinted  upon  the  individual  who  has  had  an 
attack  of  sleeping  sicknes.s — a frozen  mask-like 
facial  expression,  the  head  thrust  forward,  the 
arms  held  stiffly  by  tbe  sides,  the  shoulders 
hunched  over  the  trunk,  the  legs  lagging  some- 
what liehind.  Numerous  other  physical  conditions 
may  affect  posture  in  a more  or  less  similar  way. 
1 need  not  go  into  that,  especially  since  one  of  the 
speakers  will  probalily  take  this  up  in  a more  de- 
tailed fashion,  but  a horde  of  questions  arises  out 
of  this  one  example.  We  ask,  for  instance,  could 
anything  be  done  during  the  time  that  the  disease 
process  is  in  its  activity  to  prevent  or  moderate 
the  development  of  such  a posture?  Further- 
more, what  is  the  influence  upon  the  mental  and 
physical  development  of  this  person  if  such  a pos- 
ture has  been  conditioned  early  in  life?  What 
influence  does  such  a posture  have  upon  other 
people  with  whom  this  jx*rson  associates  ? I3o  they 
gradually  get  to  connect  certain  mental  charac- 
teristics with  such  a posture,  and  do  they  tend  to 
expect  certain  types  of  reactions  from  such  a per- 
son because  he  shows  this  posture  ? This,  as  a 
matter  of  fact,  is  true,  and  time  and  again  we 
have  seen  in  the  ca.se  of  these  jiatients  the  common 
mistake  made  by  their  associates  that  because  the 
person  has  this  posture,  therefore,  he  also  has  cer- 
tain mental  activities  which,  as  a matter  of  fact, 
are  not  there. 

.Similarly,  we  come  to  ask  the  c|uestion,  what  is 
the  relationshij)  within  the  person  him.self  of 
forms  of  posture  and  forms  of  behavior:  in  other 
words,  which  comes  first  and  which  is  secondary? 
It  is  a well  known  fact  that  a mental  state  of  one 
kind  or  another  may  exjiress  it.self  even  in  a nor- 
mal per.son  in  the  assumption  of  a certain  iiosture. 
Defiance,  anger,  fear,  suspiciousness,  depression, 
and  a number  of  other  conditions  all  have  char- 
acteristic ])arallel  postures.  ( )n  the  other  hand, 
we  also  know  that  the  mere  assunqition  of  a ]x)S- 
tnre  brings  with  it  a certain  mental  attitude.  'I'he 
mere  con.sciousness  of  sciuaring  one’s  shoulders 
gives  one  a feeling  of  self-confidence  in  meeting 
a problem.  .\  dejected  posture,  which  may  orig- 
inally have  been  produced  by  a stale  of  depres- 
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sion,  if  maintained  long  enough  may  actually  give 
the  person  the  feeling  of  despair  and  hopelessness, 
and  so  on  ad  infinitum.  What  then  shall  we  say 
of  the  relationship  between  the  physical  state  of 
posture  and  the  mental  attitude  ? Philosophers 
throughout  the  ages  have  wondered  about  the  rela- 
tionship in  this  respect,  as  well  as  all  other  re- 
spects, that  exists  between  the  body  and  the  mind. 
Shall  we  invoke  here  the  Cartesian  dualism  or 
shall  we  look  upon  it  as  Spinoza  does,  that  is  to 
say  that  the  human  being  constitutes  an  indivisible 
whole  in  which  mental  and  physical  features  are 
both  expressive  of  one  and  the  same  occurrence? 

This,  then,  brings  us  to  the  heart  of  the  prob- 
lem of  education  or  conditioning  of  posture. 
Here  we  will  ask  primarily  two  questions.  First, 
what  influence  may  occurrences  during  develop- 
ment or  education  have  on  posture  ? Second,  what 
influence  may  posture  have  on  development  ? The 
first  question  of  whether  posture  can  be  influ- 
enced by  things  that  occur  to  the  child,  we  will 
have  to  answer  most  decidedly  in  the  affirmative. 
Physical  as  well  as  mental  factors  can  be  seen 
to  influence  this  situation  verj'  materially.  I 
have  already  referred  to  encephalitis  which, 
having  occurred  in  early  life,  may  leave  the 
person  with  a definitely  distorted  posture.  Va- 
rious diseases,  such  as  infantile  paralysis,  tuber- 
culosis, and  numerous  others,  frequently  result  in 
changing  the  posture  in  such  a way  that  later  on 
it  may  interfere  first  with  the  physical  function- 
ing of  the  organism,  and  second  may  determine 
the  development  of  various  mental  twists  either  as 
a direct  result  or  as  a compensatory  mechanism. 
We  will  here  ask  our  colleagues  to  discuss  what 
can  be  done  in  this  respect.  The  physician  who 
deals  with  the  organic  diseases  may  be  able  to  tell 
us  what  physical  and  mental  therapeutic  agents 
can  be  resorted  to  for  the  purpose  of  counteract- 
ing the  distortion  of  posture  that  follows  such 
diseases.  The  mental  hygienist  and  the  educator 
may  be  able  to  tell  us  how  we  are  to  teach  the 
child  to  adjust  himself  properly  to  such  handi- 
caps, if  they  cannot  be  prevented. 

In  contradistinction  to  the  above,  or  rather  as 
a parallel  to  it,  we  must  next  consider  the  influ- 
ences upon  posture  of  various  mental  conditioning 
factors.  Since  this  problem  is  more  nearly  re- 
lated to  my  field,  I should  like  to  discuss  the  possi- 
bilities here  in  a more  systematic  fashion.  Fur- 
thermore, I shall  be  glad  to  pick  up  the  trend  later 
in  the  discussion  if  anyone  should  wish  to  have 
further  information  on  the  subject. 

Let  us  take  our  point  of  departure  from  the 
statement  made  above  that  in  the  human  being 
postures  assumed  in  relation  to  given  situations 
are  not  purely  the  results  of  reaction  to  those 
situations  as  totally  new  ones,  but  are  determined 


by  the  fact  that  some  of  the  elements  in  the  situa- 
tion are  similar  to  others  that  have  been  experi- 
enced in  the  past.  In  other  words,  we  bring  with 
us  memories  of  previous  occurrences  that  have 
made  us  assume  certain  definite  postures  and 
which  create  what  we  could  designate  as  fixed 
posture  patterns.  We,  therefore,  come  into  these 
situations  in  some  way  prepared  by  predetermined 
postures.  The  conditions  which  can  thus  affect  us 
are,  of  course,  numerous  and  present  probably  as 
many  different  types  as  there  are  human  beings. 

In  a general  way,  however,  one  can  consider  them  i 
under  the  headings  of  certain  fundamental  cate- 
gories somewhat  as  follows : 

1.  Direct  conditioning:  The  child  who,  through- 
out its  early  development,  has  been  exposed  to 
threatening  influences  such  as  severe  punishment, 
dangers  to  life,  social  recrimination  to  himself  or 
family,  etc.,  will  frequently  develop  characteristic 
postures  which  he  may  carry  into  adult  life.  These 
may  be  in  the  form  of  the  cringing,  self-effacing, 
self-protecting  tyj^es,  postures  that  remind  us  so 
much  of  the  picture  we  see  in  the  case  of  abused 
animals.  In  a different  type  of  individual,  how- 
ever, such  experiences  may  condition  the  defiant, 
snarling  posture  of  the  animal  driven  to  its  last 
stand  and  fighting  superior  forces.  To  appreciate 
all  the  possibilities  in  this  category  it  is  important  : 
to  realize  that  in  infancy  and  early  childhood,  at  ! 
a time  when  language  has  not  as  yet  reached  the  i 
stage  of  the  controlling  feature  in  expression.  | 
gestures,  motions  and  bodily  postures  are  used  i 
frequently  as  representative  of  inner  experience.  | 
Pleasure,  approval,  fear,  desire,  protest,  etc.,  may  < 
and  usually  do  become  symbolized  in  physical  ex-  < 
pression.  Just  as  language  in  later  years  grad-  j 
uaily  accumulates  idioms  and  figures  of  speech,  so  i 
these  earlier  forms  of  expression,  if  repeated  often  i 
enough,  may  become  fixed  patterns  of  behavior.  ' 

2.  Imitation:  The  child  develops  in  the  pres- 

ence of  and  in  relationship  to  society,  his  behavior  • 
being  molded  by  the  situations  he  meets  in  that  i 
society.  Experience  teaches  the  growing  child  ' ; 
what  forms  of  behavior  are  most  likely  to  meet 
with  success,  and  these  experiences  go  into  the 
formation  of  a set  of  standards.  In  building  these 
the  child  actually  incorporates  certain  acts  of  be- 
havior as  he  perceives  them  in  various  members 
of  society.  In  other  words,  the  child  imitates.  It 

is  logical  to  assume  (an  assumption  which  is 
actually  borne  out  by  fact)  that  those  people  who 
are  closest  to  the  child  and  are  representative 
of  authority  will  serve  most  frequently  as  models 
for  such  imitation.  Thus  it  is  that  in  the  con- 
struction of  what  will  later  become  the  “charac- 
teristic” posture  of  the  adult,  imitation  serves  as 
a very  important  factor.  I need  not  dilate  on  this 
by  giving  examples.  All  of  us  know  how  easy  it 
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is  in  the  case  of  most  people  to  recognize  postural 
peculiarities  that  have  developed  on  that  basis. 

3.  Unconscious  identification:  Anyone  of  us 

who  has  had  the  opportunity  of  observing  the 
retinue  of  some  important  person  will  have  no 
difficulty  in  observing  how  very  likely  one  is  to 
exhibit  in  his  gestures,  mannerisms  and  postures 
certain,  even  if  minor,  peculiarities  of  the  central 
figure.  In  contradistinction  to  pure  imitation, 
however,  we  are  dealing  here  with  an  unconscious 
process  which  depends  upon  the  fact  that  in  admir- 
ing a person  we  tend  to  identify  ourselves  with 
him,  and  to  complete  the  identification  we  pick 
up  every  possible  characteristic,  useful  or  other- 
wise, and  make  it  part  of  our  own  behavior.  This 
holds  true  in  the  case  of  any  emotional  association. 
We  tend  to  identify  ourselves  with  people  whom 
we  love,  admire,  are  jealous  of,  and  paradoxically, 
even  those  whom  we  hate.  This  process  dififers 
from  that  of  imitation  in  that  the  particular  char- 
acteristic acquired  has  no  value  of  its  own  other 

j than  being  a peculiarity  of  the  person  with  whom 
i we  identify  ourselves. 

4.  Symbolic  expression:  Throughout  the  his- 

tory of  mankind  in  the  process  of  the  evolution  of 

I present  day  behavior  certain  physical  configura- 
tions have  gradually  come  to  stand  for  definite 
mental  states  or  attitudes.  Shoulder  shrugging, 

I winking,  sneering,  frowning  and  numerous  others 
’ have  become  symbols  either  of  local  or  universal 
significance.  Whenever  a person  is  unable  or  does 
not  dare  to  express  a feeling  in  language  he  may 
, express  it,  sometimes  automatically,  in  such  a 
' physical  act.  Although  in  most  normal  people 
this  goes  only  as  far  as  gestures,  one  finds  in  men- 
I tally  abnormal  persons  that  such  an  expression 
. may  become  a fixed  posture.  One  sees  this  par- 
ticularly in  certain  types  of  mental  diseases.  A 
young  woman  sitting  up  stiffly  with  her  arms 
crossed  on  her  chest,  eyes  turned  upwards,  and  an 
expression  of  exaltation  {permanently  fixed  on  her 
face,  will  on  deeper  analysis  be  found  to  express 
in  this  symbolic  posture  the  idea  of  saintliness  and 
purity.  Another  patient  held  for  months  a pos- 
ture in  which  he  stood  with  one  arm  raised  up- 
ward, the  head  thrust  forward,  and  the  shoulders 
' squared  back,  a posture  which  to  him  symbolized 
victory  over  his  baser  instincts.  It  is  true,  of 
course,  that  extreme  cases  of  this  type  are  found 
. very  infrequently.  Once  one  is  aware  of  these 
, possibilities,  however,  it  is  not  at  all  difficult  to 
find  examples  of  less  obvious,  but  nevertheless, 
just  as  ]x?rmanently  fixed  features  in  the  postures 
of  all  of  us.  As  an  example  I am  reminded  of  a 
girl  who  develof)ed  round  shoulders  and  a very 
unhealthy  and  unesthetic  arching  of  the  back  on 
the  basis  of  identification  with  her  father  who 


was  very  tall  and  slim  and  who  carried  himself  in 
that  posture. 

Let  me  clear  up  a possible  misunderstanding. 
The  mechanisms  mentioned  above  need  not  always 
lead  to  faulty  traits.  On  the  contrary,  in  the 
development  of  posture  as  well  as  behavior  in 
general,  these  mechanisms  are  the  most  impor- 
tant means  of  education.  They  provide  us  with 
those  acquired  and  fixed  characteristics  which  may 
be  regarded  as  the  backbone  of  personality  and 
which  may  furnish  us  with  the  easy  and  natural 
poise  that  are  the  results  of  a good  education. 
Being  fixed  in  nature,  however,  they  can  also 
become  the  determinants  of  decidedly  faulty  and 
deleterious  habits.  It  is  this  last  possibility  that 
brings  us  to  the  practical  implications  suggested 
by  the  above  discussion.  It  is  obvious  that  if 
character  formation  can  be  reduced,  in  part  at 
least,  to  conditioning  in  early  life,  we  are  forced 
to  the  conclusion  that,  whatever  the  native  endow- 
ment of  a child  may  be,  faulty  habits  may  be  pre- 
vented and  good  ones  established  on  the  basis  of 
a judicious  control  of  certain  factors;  further- 
more that  certain  habits  having  been  established, 
their  removal,  if  deemed  advisable,  can  best  be 
attempted  if  one  has  a basic  understanding  of 
their  mechanisms. 

We  have  seen  that  certain  faults  in  posture 
caused  by  physical  factors,  some  of  which  we 
have  no  means  of  preventing,  may  give  rise  to  the 
development  of  faulty  mental  attitudes.  Simi- 
larly, we  have  learned  that  certain  mental  ex- 
periences may  condition  the  development  of  defi- 
nite and  characteristic  posture  anomalies.  In  the 
intricate  web  of  psycho-physical  interactions  vi- 
cious circles  are  developed,  the  two  progressing  in 
a mutually  supplementary  and  accentuating  fash- 
ion. As  long  as  the  relationship  remains  un- 
known the  abnormality  will  not  only  persist  but 
will  actually  continue  to  grow,  and  it  is  only  on 
the  basis  of  an  understanding  of  their  mechanisms 
that  we  can  hope  to  prevent  their  occurrence  or 
check  their  progress. 


INDICATIONS  FOR  REMOVAL  OF 
TONSILS  AND  ADENOIDS* 

Leroy  M.  Downing,  M.D.,  Cedar  Rapids 

It  is  with  some  hesitation  that  one  approaches 
today  the  subject  of  the  appraisal  of  tonsils  and 
adenoids.  The  penflulum  of  thought  and  opinion 
has  at  times  swung  wide  and  violently  with  re- 
gard to  their  removal.  In  a review^  of  a number 
of  articles  on  this  subject  one  is  impressed  with 
the  outstanding  fact  that  only  a few  of  them  were 

• Presented  before  the  Kifirhty-fourth  Annual  Session.  Iowa 
State  Medical  Society,  Davenport,  May  8,  9.  10,  1935. 


188 


Journal  of  Iowa  State  Medical  Society 


April,  1936 


written  by  pediatricians,  the  majority  being  writ- 
ten by  laryngologists. 

The  faucial  tonsils  are  relatively  large  in  early 
life.  No  one  knows  whether  or  not  they  play  any 
part  in  the  nutrition  and  growth  during  infancy 
and  childhood.  There  is  much  difference  of 
opinion  as  to  whether  they  prevent  or  favor  in- 
fection of  the  cervical  lymph  nodes.  Morris^ 
states  that  he  has  never  seen  any  disturbance  of 
nutrition,  growth  or  development ; or  any  local 
or  general  infection  develop  after  their  removal 
which,  in  his  opinion,  was  the  result  of  removal, 
or  which  would  not  have  occurred  if  the  tonsils 
had  not  been  removed.  To  sum  up  all  that  has 
been  said  about  the  function  of  the  tonsils,  we 
may  say  that  any  attempt  to  assign  them  a special 
function,  different  from  that  of  the  re.st  of  the 
lymphatic  tissue,  has  failed.''’ 

When  examining  tonsils  it  is  often  difficult  to 
know  where  normal  hypertrophy  ends  and  hyj^er- 
trophy  from  chronic  irritation  or  recurrent  acute 
inflammation  begins.  It  is  probably  safe  to  say, 
however,  that  when  tonsils  are  sufficiently  large 
to  interfere  mechanically  with  respiration  and  de- 
glutition, part  of  the  enlargement,  at  least,  is 
pathologic.^  It  must  be  remembered  that  it  is 
impossible  to  tell  from  the  appearance  of  the 
outside  of  a tonsil  what  may  be  inside  of  it,  and 
that  the  small  buried  tonsils  are  just  as  likely  to 
be  diseased  as  those  which  are  enlarged.  If 
tonsils  appear  diseased  they  should  be  removed 
whether  or  not  they  show  evidence  of  infection 
or  toxic  absorption. 

For  many  years  the  removal  of  tonsils  of 
children  was  an  exceptional  procedure  but  with 
the  development  of  preventive  pediatrics,  more 
attention  has  been  given  to  their  enlargement  and 
disea.se.^  The  frequency  of  enlarged  and  diseased 
tonsils  is  variously  given  and  two  competent  ob- 
servers, examining  the  same  group  of  children, 
will  varv  considerably  as  to  the  percentage  of 
children  who.se  tonsils  should  be  removed.^ 

Patients  examined  immediately  after  an  acute 
infection  of  the  upper  respiratory  tract,  may  have 
verv  large  tonsils,  and  yet  one  or  two  months 
later  the  tonsils  may  have  shrunk  to  well  within 
the  pillars.^  Consequently  the  decision  to  recom- 
mend removal  of  tonsils  of  large  size  or  of  other 
ahnormal  appearance,  should  not  rest  on  a single 
examination,  nor  is  the  normal  size  and  appear- 
ance of  the  tonsils  at  any  one  examination  an  in- 
dication that  they  are  not  a source  of  danger  to 
the  patient.  The  past  history  of  the  child  is  of 
greater  importance  than  the  apjoearance  of  the 
tonsils  at  any  one  time.^ 

It  is  not  good  practice  to  subject  a child  to  a 


tonsillectomy  without  first  having  had  a careful 
physical  examination.  I am  sure  this  procedure 
is  not  always  carried  out.  Perhaps  too  often  the 
jihysical  condition  of  the  patient  outside  the  direct 
evidence  for  tonsillectomy  is  responsible  for  fail- 
ure in  the  end  results  following  operation.  The 
tendency  is  to  look  upon  the  operation  of  tonsil- 
lectomy too  lightly  and  let  children  up  and  about 
too  quickly.  It  takes  a week  to  recover  entirely 
from  tbe  shock  of  the  operation  and  the  throat  is 
susceptible  to  infection  until  the  denuded  surface 
is  healed.^  At  the  Mayo  Clinic  the  laryngologists 
remove  tonsils  of  children  only  on  recommenda- 
tion of  the  pediatricians,  simply  because  they  feel 
the  pediatricians  are  in  a better  position  to  judge 
the  necessity  for  removal. 

Before  mentioning  the  indications  for  tonsillec- 
tomy something  might  be  said  as  to  the  factor  of 
age.  The  growth  of  lymphoid  tissue  is  different 
from  that  of  the  body  in  general.  Such  tissue 
grows  rapidly  during  the  first  six  years  of  life 
and  then  lags,  so  that  the  younger  the  child  the 
more  careful  should  lie  our  opinion  as  to  such 
tissue  removal.  Large  tonsils  after  the  child  is 
six  or  seven  years  of  age,  in  the  absence  of  a 
«recent  acute  infection,  are  more  likely  to  be  in- 
fected, and  their  removal  more  definitely  indi- 
cated ; hut  even  then  one  should  not  rely  on  a 
single  examination.  Helmholtz^  gives  the  follow- 
ing indications  for  tonsillectomy : 

1.  Sufficient  enlargement  to  obstruct  the  naso- 
pharynx. 

2.  Recurrent  acute  follicular  tonsillitis. 

3.  Chronic  enlargement  of  cervical  nodes 
especially  of  the  node  at  the  angle  of  the  jaw. 

4.  Recurrent  otitis  media. 

5.  Rheumatic  fever,  heart  disease,  pyelitis  and 
other  conditions  in  which  the  tonsils  may 
act  as  a foci  of  infection. 

Under  the  first  indication  may  I say  that  when 
upon  rei>eated  examination  the  tonsils  are  suffici- 
ently large  to  produce  symptoms  of  obstruction 
they  should  be  removed,  but  only  after  several 
examinations  since  even  a succession  of  colds  oc- 
curring during  the  winter  months  may  be  followed 
by  sufficient  shrinkage  during  the  coming  summer 
months  to  alter  one’s  original  opinion. 

Acute  recurring  follicular  tonsillitis  may  be  de- 
termined by  characteristic  recurring  attacks  of 
illness  with  high  fever,  sore  throat,  leukocytosis, 
malaise  and  headache.  Early  in  the  attack  only 
slight  swelling  of  the  tonsils  may  be  present  but 
within  twenty-four  hours  they  become  large,  red 
and  covered  with  masses  of  follicular  yellowish- 
gray  exudate  which  can  be  readily  removed. 
About  this  time  the  swelling  occurs  in  the  lymph 
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nodes  at  the  angle  of  the  jaw.  Within  three  or 
four  days  the  temperature  returns  to  normal  but 
the  child  displays  the  result  of  the  infection  for 
several  days.  This  type  of  infection  is  usually 
caused  by  a hemolytic  streptococcus  and  may  occur 
during  the  first  year  of  life  or  any  time  thereafter. 
Such  illness  may  occur  monthly  or  at  less  fre- 
quent intervals,  but  the  clinical  picture  remains 
the  same.  Two  or  three  of  such  attacks  would  be 
sufficient  indication  for  tonsillectomy.  Many 
children  suffer  each  winter  with  recurring  colds, 
which  start  with  obstructed  nasal  breathing  fol- 
lowed by  free  discharge,  and  which  may  end  with 
an  irritating  cough.  This  condition  is  to  be  dis- 
tinguished from  tonsillitis,  since  the  removal  of 
the  tonsils  may  not  benefit  the  patient  and  recurr- 
ing bronchitis  may  result. 

Chronic  enlargement  of  the  lymph  nodes  at  the 
angle  of  the  jaw  represents  chronic  infection  of 
the  tonsils.  Enlargement  of  the  gland  does  not 
refer  to  mere  probability  Init  to  definite  enlarge- 
ment with  a tendency  to  changes  in  the  size  of  the 
gland,  varying  with  the  amount  of  absorption 
j from  the  tonsil. 

' If,  after  having  made  several  examinations  cov- 
I ering  a period  of  two  or  three  months,  in  the  ab- 
; sence  of  a new  infection,  the  glands  remain  large, 

! then  I feel  that  the  tonsils  should  be  removed. 

Likewise  tuberculosis  of  the  nodes  of  the  neck  is 
a definite  indication  for  tonsillectomy,  as  it  very 
con.siderably  reduces  the  possibility  of  a break- 
^ down  of  the  glands. 

The  fourth  indication  for  removal  of  the  tonsils 
is  recurring  otitis  media  complicating  varying  in- 
fections of  the  upper  part  of  the  respiratory  tract 
which  in  due  course  of  time  heal  without  further 
.symptoms  and  without  tendency  to  recurrence. 
While  this  is  the  rule  certain  children  who  have 
the.se  colds  frequently  have  a complicating  otitis 
I media.  It  is  more  than  probable  in  such  cases 
, that  the  adenoid  tissue  produces  obstruction  of  the 
f eiLStachian  tubes  with  lack  of  drainage  and  the 
' occurrence  of  the  otitis  media.  Removal  of  such 
tonsils  .should  eliminate  the  tendency  to  recurring 
otitis  media,  hut  in  some  cases  where  adenoidec- 
tomy  alone  was  performed  otitis  media  recurred 
and  suh.sequent  removal  of  the  tonsils  freed  the 
' j patient  from  further  attacks.  It  would  .seem  ad- 
j visahle  to  remove  both  tonsils  and  adenoids  in 
I children  who  suffer  attacks  of  recurrent  otitis 
media. 

'file  fifth  indication  for  tonsillectomy  is  the 
presence  of  disea.se  elsewhere  in  the  body  which 
may  be  the  result  of  infection  of  which  the  tonsil 
may  he  the  ])ort  of  entry  or  focus.  'I'his  includes 


the  so-called  rheumatic  cycle ; acute  arthritis,  en- 
docarditis and  chorea.  Pyelitis,  chronic  rheuma- 
tism, nephrolithiasis  and  other  conditions  may  be 
improved  by  the  removal  of  the  tonsils.  While 
the  removal  of  the  tonsils  does  not  of  course  re- 
move all  possible  sources  of  infection,  it  is  gen- 
erally accepted  that  in  childhood  the  tonsils  are 
one  of  the  most  common  sources.  Generally 
speaking  tonsillectomy  should  not  be  done  during 
the  acute  stage  of  the  disease.  In  the  case  of 
rheumatic  fever  it  is  usually  advisable  to  wait 
three  or  four  weeks  depending  of  course  on  the 
condition  of  the  heart.  In  considering  the  tonsils 
of  a child,  up  to  the  age  of  fourteen  years,  the 
adenoids  are  also  usually  reckoned  with  and  after 
the  age  of  three  years  they  are  nearly  alw'ays  both 
removed  at  the  same  time.-^ 

Some  of  the  infections  of  childhood  are  caused 
by  the  adenoids  blocking  the  nasopharynx,  the 
chief  ones  being  otitis  media  and  acute  sinusitis. 
Just  how  big  a part  the  tonsils  play  is  not  certain. 
O’Mally  feels  that  the  adenoids  are  in  the  main 
responsible,  first,  by  direct  extension  of  sepsis  up 
the  eustachian  tubes,  and  second,  by  blocking  the 
orifice.  Beneficial  results  derived  from  the  re- 
moval of  the  adenoids  is  sufficient  proof  of  these 
being  the  cause.  .Since  the  adenoids  are  re- 
sponsible for  acute  otitis  media  so  are  mastoids 
indirectly  associated.  ]\Iany  observers  give  as  an 
operative  indication  signs  of  deafness  which  may 
or  may  not  he  increasing  and  which  are  tracealfie 
to  the  adenoids.  Adenoids  are  largely  responsible 
for  sinusitis  in  children.  Dean  reports  80  per 
cent  of  children  cured  of  sinusitis  by  the  removal 
of  the  tonsils  and  adenoids,  hut  blames  the  ade- 
noids entirely. 

CONCLUSIONS 

Conservatism  is  indicated  when  contemplating 
removal  of  tonsils  in  the  first  six  years  of  life. 

If  the  five  indications  mentioned  are  adhered 
to  this  conservatism  will  he  well  carried  out. 

The  removal  of  tonsils  and  adenoids  is  not  the 
simple  procedure  most  peo|)le  regard  it  and  should 
be  performed  only  by  tho.se  who  are  competent. 
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DIARRHEA  IN  INFANTS  AND  YOUNG 
CHILDREN* 

R.  H.  McBride,  M.D.,  Sioux  City 

The  subject  of  diarrhea  in  infants  and  children 
is  of  much  less  significance  than  it  was  a few 
decades  ago.  Any  one  who  practiced  medicine  in 
the  last  of  the  nineteenth,  or  early  in  the  twentieth 
century  remembers  this  scourge  which  visited  the 
children  of  this  age  group  every  summer.  It 
caused  the  death  of  large  numbers  of  children, 
and  seriously  depleted  a great  many  others.  Even 
as  late  as  1923,  292  infants  and  children  in  the 
state  of  Iowa  died  from  diarrhea,  an  incidence  of 
11.9  per  100,000  population.  This  number  was 
diminished  by  more  than  one-half  in  1933,  when 
100  died  of  this  cause;  an  incidence  of  four  per 
100,000.  This  is  in  marked  decrease  to  the  mor- 
tality rate  of  diarrhea  in  the  early  part  of  the 
twentieth  century,  exact  figures  of  which  are  not 
available. 

This  decreased  incidence  is  due  to  many  factors, 
among  which  are  the  following:  sterilization  of 
utensils  used  in  the  preparation  of  food ; pasteur- 
ization of  milk,  and  cleanliness  in  its  collection 
and  storage,  and  also  in  the  handling  of  milk 
products ; improved  water  supplies ; more  ad- 
equate refrigeration,  and  thus,  the  ingestion  of 
less  spoiled  food ; the  decrease  of  the  house  fly 
menace,  because  of  better  screening,  and  better 
garbage  disposal.  Another  factor  which  seems 
of  importance  is  the  diminution  of  the  clothing 
of  infants,  and  small  children.  Within  the  last 
two  decades,  the  practice  of  using  a woolen  band, 
a woolen  shirt,  and  two  woolen  petticoats  through 
the  second  summer  has  been  supplanted  by  the 
use  of  a single  diaper,  or  a sun  suit  during  the 
hot  weather.  I believe  this,  too,  is  a marked 
factor  in  the  decreased  incidence  of  summer 
diarrhea. 

A useful  classification  of  diarrhea  is  as  follows: 

1.  Infections: 

Dysentery,  bacillary 
Amebic  dysentery 
Gas  bacillus 

2.  Diarrhea  from  Foods: 

Improper  milk  mixture 
Spoiled  food 

Non-edible  foods  (green  fruits,  etc.) 

3.  Parenteral  Infections: 

L^^pper  respiratory 

Pyelitis 

Cystitis 

4.  Miscellaneous : 

Newborn 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9,  10,  1935. 


Heat 

Nervousness 

Home  environment 

Nervous  strain  from  any  cause. 

Since  time  does  not  permit  the  discussion  of 
all  these  types  of  diarrhea,  only  the  more  common 
will  be  dealt  with ; namely,  those  due  to  food, 
parenteral  infection  and  heat. 

The  common  dietetic  causes  of  diarrhea  are 
overfeeding,  underfeeding,  contaminated  food, 
and  improper  food  mixtures.  In  regard  to  the 
two  former,  a careful  study  of  the  patient  as  to 
the  amount  of  food  ingested  and  retained  should 
easily  establish  the  fact  of  either  over  or  under- 
feeding. Once  the  etiology  has  been  established, 
the  treatment  is  obvious,  readily  disposing  of  these 
two  types  of  diarrhea.  In  regard  to  improper 
food  mixtures,  one  may  have  an  excess  of  protein 
in  which  we  find  a foul  putrifactive  stool,  or  an 
excess  of  carbohydrate,  in  which  the  diarrhea  is 
fermentative  in  character.  The  correction  of  the 
dietetic  error  is  all  that  is  necessary  in  the  mild 
cases,  while  more  definite  measures,  which  will 
be  given  in  detail  later,  are  necessary  in  the  severe 
cases.  Diarrhea  due  to  spoiled  food  may  be  due 
either  to  the  bacterial  content  of  such  food,  or  to 
toxins  which  develop  incident  to  the  decay  of  the 
organic  material.  The  symptoms  usually  occur 
more  acutely,  and  the  early  prostration  is  more 
severe,  if  due  to  food  toxins  than  when  due  to  the 
bacterial  content  of  the  spoiled  food.  In  other  in- 
stances, the  diarrhea  may  be  due  to  ingestion  of 
inedible  foods,  such  as  green  apples,  or  green  ber- 
ries, in  which  case,  the  cause  of  the  diarrhea  may 
be  largely  mechanical.  The  hard,  Indigested  pieces 
of  apple  overstimulate  the  sensitive  gastro-in- 
testinal  mucosa,  thus  producing  excessive  per- 
istalsis. That  parenteral  infections  cause  diarrhea 
is  almost  universally  accepted,  although  the 
method  by  which  the  diarrhea  is  caused  is  not 
clearly  understood.  Pyelitis  or  cystitis  may  cause 
profound  diarrhea.  All  upper  respiratory  infec- 
tions may  cause  diarrhea,  but  the  parenteral  in- 
fection most  frequently  responsible  for  severe 
diarrhea,  is  either  that  of  the  mastoids  or  the 
paranasal  sinuses,  in  which  drainage  is  inadequate. 
This  last  statement.  I believe,  has  been  con- 
clusively proved  by  several  clinicians,  notably 
Jeans,  Floyd,  Marriott,  Dean  and  others.  I had 
the  privilege  of  observing  many  of  the  cases  re- 
ported by  several  of  these  authors,  and  I feel  that 
the  clinical  syndrome  of  mastoiditis  or  sinusitis, 
and  diarrhea  with  marked  dehydration,  is  estab- 
lished beyond  controversy. 

That  diarrhea  occurs  more  frequently  during 
hot  weather  than  at  any  other  time  is  another  well 
recognized  fact.  This  is  easily  understandable 
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because  all  of  the  factors,  except  infection,  are 
augmented  by  hot  weather ; namely,  overingestion 
of  food  by  a thirsty  infant,  the  ingestion  of  par- 
tially spoiled  food  from  improper  refrigeration, 
the  growth  of  bacteria  is  much  more  prevalent  in 
warm  surroundings  than  in  cold,  thus  increasing 
the  opportunity  of  ingesting  food  containing  large 
numbers  of  bacteria.  Flies  are  prevalent  during 
hot  weather,  and  practically  absent  otherwise. 
This  does  not  account  for  the  fact,  however,  that 
diarrhea  is  much  more  prevalent  in  the  excessively 
hot  summer  than  in  the  normal  summer.  It  must 
be  assumed  that  heat  per  se  is  also  a primary 
cause  of  diarrhea. 

The  symptoms  of  diarrhea  are  well  known.  The 
onset  may  be  abrupt  or  gradual.  The  stools  be- 
come frequent,  the  child  passing  from  five  to 
twenty  stools  in  twenty-four  hours.  He  loses 
weight,  the  eyes  become  sunken,  the  tongue  dry, 
and  he  becomes  restless  and  fussy.  As  the  con- 
dition progresses  and  the  symptoms  become  more 
profound;  the  fontanel,  if  open,  becomes  sunken, 
the  skin  becomes  dry  and  loses  its  elasticity, 
vomiting  usually  occurs,  and  the  child  becomes 
toxic,  stuporous,  or  comatose.  The  urine  becomes 
scanty  as  these  symptoms  develop,  and  convul- 
sions may  develop  and  continue  throughout  the 
course,  or  they  may  subside  as  deep  stupor  or 
coma  develops.  The  frequent  stools  continue 
even  with  little  ingestion  of  food. 

Poole  and  Cooley  have  shown  that  such 
.symptoms  as  toxemia,  vomiting,  stupor  and  coma 
are  due,  for  the  most  part,  to  anhydremia,  bac- 
terial toxins  and  acidosis;  and.  furthermore,  that 
the  chief  requisite  of  the  patient  is  water,  with 
I which  to  restore  again  the  blood  volume  and 
I diminish  its  concentration.  With  the  blood  volume 
restored,  a more  nearly  normal  output  of  urine 
I is  obtained.  This  is  important  since  the  bases  are 
I largely  excreted  in  the  alkaline  stools  and  it  is 
necessary  to  maintain  a normal  flow  of  urine  in 
order  for  the  acid  radical  to  be  excreted,  and  an 
acid  base  balance  to  be  maintained. 

treatment 

j A decade  ago  there  was  a wide  variation  in  the 
methods  of  treating  diarrhea.  At  the  present  time 
there  is  a marked  uniformity  of  thought  regard- 
I ing  the  essentials  of  good  treatment.  The  initial 
dose  of  castor  oil  has  been  discontinued,  since  the 
rapid  peristalsis  has  swept  the  gastro-intestinal 
tract  clean  of  all  foreign  material  long  before  the 
patient  is  presented  for  treatment.  There  is  little 
to  be  gained  by  furthering  the  patient’s  discomfort 
by  purgation.  Most  authors  feel  that  in  case  of 
pain  and  restlessness,  opium,  usually  in  the  form 
of  paregoric,  is  of  value ; it  decreases  peristalsis 


and  diminishes  restlessness.  Atropine  in  suitable 
doses  is  valuable,  if  enterospasm  is  present. 
Barley  water,  and  weak  tea  are  often  given  during 
the  initial  stages  of  the  treatment.  Starvation 
for  twelve  to  twenty-four  hours  is  still  desirable 
in  some  cases,  but  is  used  much  less  frequently 
than  formerly,  and  the  starvation  period  is  much 
shorter.  Hartmann  has  suggested  a buffer  solu- 
tion composed  of  lactic  acid,  fifteen  cubic  centi- 
meters, U.  S.  P. ; sodium  bicarbonate,  twenty 
cubic  centimeters  of  a ten  per  cent  solution ; and 
water  up  to  one  hundred  cubic  centimeters.  One 
part  of  this  solution  to  ten  parts  of  water  should 
be  given  during  the  starvation  period.  It  may  be 
given  alone,  or  in  conjunction  with  one  of  the 
sugars.  This  solution  tends  to  maintain  the 
normal  acidity  of  the  upper  gastro-intestinal  tract, 
and  diminish  bacterial  growth. 

A discussion  of  the  treatment  for  diarrhea 
would  be  incomplete  without  mention  of  the  raw 
apple  diet.  This  treatment  has  been  used  by  the 
laity  in  Germany  for  a great  many  years.  It 
was  first  systematically  used  in  the  Kendersani- 
tarium  at  Koenigfield,  Germany.  The  treatment 
is  carried  out  as  follows:  five  to  fifteen  hundred 
grams  of  ripe,  raw,  pulped  apple  are  given  in 
twenty-four  hours;  one  to  four  tablespoonsful 
every  hour  for  twenty-four  to  forty-eight  hours. 
This  may  supply  enough  liquid,  but  if  it  does  not, 
weak  tea  may  be  given  in  addition.  This  treat- 
ment has  received  considerable  favorable  mention 
during  the  past  three  years.  There  is,  however, 
little  uniformity  of  opinion  as  to  the  portion  of 
the  apple  which  produces  the  beneficial  effect. 
Some  attribute  the  good  effect  to  the  malic  acid ; 
some  the  acetic  acid ; others  feel  that  it  is  due  to 
the  mechanical  effect  of  the  bulky  diet ; still  others 
feel  that  the  pectin  is  the  effective  factor.  This 
seems  to  be  the  most  probable  theory,  since  pectin 
from  other  .sources  .seems  to  be  of  A'alue,  while 
the  same  amount  of  acid  fails  to  be  of  benefit. 

As  mentioned  earlier  in  the  paper,  dehydration 
seems  to  be  the  cau.se  of  the  major  untoward 
symptoms  of  diarrhea.  Consequently,  the  treat- 
ment of  diarrhea  is  primarily  the  treatment  of 
dehydration.  Fluid  should  be  given  by  mouth,  up 
to  the  limit  of  the  child’s  ability  to  retain  it.  If 
this  is  not  sufficient  to  restore  the  normal  urinary 
output,  then  fluid  should  be  given  parenterally. 
There  are  .several  routes  available  ; it  may  be  given 
intravenously,  intraperitoneally,  or  subcutane- 
ously. .Any,  or  all  of  the.se  routes  may  be  utilized. 
The  fluids  of  choice  are  saline;  glucose  five  per 
cent  in  saline;  Ringer’s  solution  with  glucose;  or 
Hartmann’s  solution  and  gluco.se.  As  much  as 
twenty  cubic  centimeters  per  kilogram  of  theoreti- 
cal body  weight  may  be  given  at  one  time.  This 
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may  be  repeated  at  intervals  of  three  to  four  hours. 
If  the  amount  of  body  fluids  are  restored  to 
normal  by  means  of  any  of  these  solutions  men- 
tioned, the  acid  base  balance  tends  to  restore  it- 
self, the  bacterial  toxins  are  excreted,  the  cerebral 
anoxemia  is  overcome,  and  the  child  has  a good 
opportunity  of  recovering  from  his  diarrhea,  pro- 
vided the  exciting  cause  has  been  eliminated.  If 
improjier  food  is  the  cause,  this  must  be  elim- 
inated, if  excessive  heat  is  the  cause,  a change  of 
surroundings  is  necessary,  if  the  mastoids  are  in- 
fected they  should  be  drained  : but  the  removal  of 
the  cause,  without  the  replacing  of  the  body  fluids 
will  seldom  result  in  a return  to  health  of  the  child. 
The  administration  of  the  adequate  suitable  fluids 
is  of  paramount  importance,  and  is  the  part  of  the 
treatment  most  frequently  neglected. 

SUMMARY 

1.  Items  which  have  diminished  the  incidence  of 
diarrhea  include : 

Better  feeding  formulae. 

Cleaner  collection,  storage  and  pasteurization 
of  milk. 

More  adequate  garbage  disposal. 

Better  refrigeration. 

Better  screening  against  flies. 

More  sane  clothing  habits. 

2.  An  appreciation  of  the  causes  of  diarrhea  and 
their  correction,  especially  as  regards  the 
parenteral  infection,  has  improved  the  chance 
of  recovery. 

3.  The  apple  diet  has  been  outlined. 

4.  The  paramount  need  of  adequate  fluid  intake 
has  been  stressed. 


GASTKO-INTESTINAL  ALLERGY  AND 
MIGRAINE  IN  CHILDHOOD* 

Martin  D.  Ott,  M.D.,  Davenport 

Gastro-intestinal  allergy  is  encountered  more 
frequently  in  childhood  than  in  adults.  It  is  a 
well  accepted  fact  that  the  foods  are  the  chief 
allergic  factor  in  infancy  and  early  childhood,  but 
as  the  child  passes  the  age  of  four  or  five  years 
this  sensitivity  to  food  decreases  and  the  inhalants 
gradually  supplant  them  in  importance.  Inas- 
much as  the  foods  are  usually,  although  not  al- 
ways, the  disturbing  factor  in  gastro-intestinal 
allergy,  the  greater  incidence  during  infancy  and 
early  childhood  is  not  surprising. 

The  writer  is  convinced  that  a great  many  of 
the  cases  of  colic  in  infancy  are  merely  manifesta- 
tions of  food  allergy.  This  is  true  even  in  the 
breast  fed  infant,  inasmuch  as  the  offending  pro- 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9,  10,  1935. 


teins  may  be  excreted  in  the  breast  milk.  When 
the  gastro-intestinal  disturbance  is  associated  with 
eczema,  even  in  the  mildest  degree,  this  probabil- 
ity is  greatly  increased.  It  is  also  well  known 
that  as  the  infant  grows  older  these  idiosyncrasies 
to  food  liecome  less  evident,  although  in  many  in- 
stances they  may  persist  in  a latent  form  and 
later  manifest  themselves  in  a different  manner. 
Allergic  disturbances  due  to  foods  may  simulate 
practically  any  disorder  of  the  gastro-intestinal 
tract  and  allergy  must  be  ruled  out  in  any  diag- 
nosis upon  any  individual  who  is  known  to  be 
allergic.  Time  does  not  jiermit  a general  dis- 
cussion of  these  disorders  for  we  are  chiefly  con- 
cerned with  the  relation  of  gastro-intestinal  al- 
lergy to  migraine  in  childhood.  During  recent 
years  migraine  has  been  added  to  the  list  of  dis- 
orders that  may  be  allergic.  Rowe^,  Eyermann^, 
Vaughn'^,  and  Balyeat^  have  been  the  chief  ex- 
ponents of  this  theory.  While  the  theory  has  not 
been  universally  accepted  and  while  no  one  con- 
tends that  all  migraines  are  allergic  in  nature 
nevertheless  incontrovertible  evidence  is  accumu- 
lating that  many  of  them  are.  It  at  least  must 
be  conceded  that  the  results  thus  far  obtained 
through  dietary  manipulation  and  on  the  basis  of 
specific  sensitization  have  been  superior  to  those 
obtained  through  any  other  single  method  of  treat- 
ment. 

MY  are  not  prone  to  associate  migraine  with 
children  and  the  general  conception  that,  while 
migraine  may  occur  in  children,  it  is  rare,  is  prob- 
ably not  true.  Balyeat  in  a series  of  202  cases  of 
migraine  found  that  29.7  per  cent  of  his  patients 
stated  that  their  attacks  began  before  the  age  of 
ten  years.  The  symptomatology  in  childhood 
often  varies  from  that  in  adults  in  that  the  head- 
ache may  be  very  slight  and  entirely  overlooked. 
In  fact  some  of  them  do  not  complain  of  headache 
although  they  may  have  it  in  a slight  degree.  I 
have  often  found  that  many  of  these  children 
complain  of  “dizziness”  rather  than  a headache, 
but  as  they  grow  older  the  dizziness  is  replaced 
by  the  typical  headache.  Eurthermore  in  migraine 
in  children  we  have  a ])icture  of  periodic  gastro- 
intestinal upsets  associated  with  all  of  the 
symptoms  of  migraine  which  may  be  overlooked 
because  the  headache  is  not  a predominating 
symj)tom ; in  fact  that  the  child  has  any  headache 
whatsoever  may  be  elicited  with  difficulty  and  only 
after  careful  questioning. 

Balyeat  also  believes  that  cyclic  vomiting  so 
often  seen  in  children  is  allergic.  Pediatricians 
may  feel  inclined  to  dispute  this  as  they  have  laid 
great  stress  upon  focal  infections  in  the  etiology 
of  cyclic  vomiting.  Possibly  there  may  be  an  ele- 
ment of  both  focal  infections  and  allergy  involved. 


VoL.  XXV,  No.  4] 


Journal  of  Iowa  State  Medical  Society 


193 


It  is  a well  demonstrated  fact  that  children  who 
have  or  have  had  cyclic  vomiting  commonly  de- 
velop migraine  in  later  years.  Surely  the 
symptomatology  of  cyclic  vomiting  and  migraine 
are  identical  except  for  the  symptom  of  headache 
and  we  would  agree  with  Balyeat  when  he  states 
that  “symptoms  diagnosed  as  cyclic  vomiting  in 
a child  with  other  allergic  diseases  or  whose  family 
tree  is  saturated  with  allergy  mean  migraine.’’ 

W'e  wish  to  present  three  cases  of  migraine 
which  will  illustrate  some  of  the  points  under  dis- 
cussion. 

Ca.se  1.  F.  K.,  six  years  of  age  was  first  seen 
in  July,  1934,  wdth  a history  of  headaches  for  the 
past  six  months.  The  mother  stated  that  the 
child  had  acute  gastro-intestinal  upsets  with 
vomiting,  abdominal  pains,  temperature  usually 
not  exceeding  101  degrees  and  accompanied  bv  a 
very  severe  headache.  These  attacks  usually 
lasted  forty-eight  hours,  but  in  the  interim  he  was 
probably  never  entirely  free  from  headaches  as  he 
was  extremely  irritable,  would  not  play  outdoors 
and,  as  the  mother  stated,  was  an  entirely  changed 
child.  He  complained  frequently  of  indefinite 
abdominal  pains.  Recau.se  of  the  periodicitv  of 
the  attacks,  the  severe  headache  and  the  fact  that 
both  mother  and  maternal  grandfather  had  mi- 
graine the  diagnosis  of  migraine  was  obvious. 
There  was  no  hi.story  of  allergy  in  any  other  form. 
'J'he  child’s  past  history  showed  nothing  signifi- 
cant. His  tonsils  and  adenoids  had  been  removed 
two  years  previously  and  the  findings  on  physical 
e.xamination  were  negative  except  that  he  was 
moderately  undernourished.  There  was  no  evi- 
dence of  focal  infection.  His  blood  picture 
showed  nothing  significant,  except  for  an  eosin- 
oj)hile  count  of  four  per  cent.  He  was  tested  in- 
tradermally  for  foods  and  significant  reactions 
were  obtained  to  eggs,  four  plus;  tomato,  two 
plus:  a])ple,  three  j)lu.s;  banana,  two  plus:  pine- 
apple, three  plus;  and  prune,  three  plus,  all  of 
these  foods  being  in  his  dietary,  ])articularlv  eggs 
which  he  was  taking  in  the  form  of  eggnoggs. 
Elimination  of  the.se  foods  resulted  in  a complete 
ces.sation  of  these  .sym])toms  and  with  the  excep- 
tion of  one  period  in  which  he  indulged  in  some 
forbidden  fruits  he  has  been  entirely  free  from 
.symptoms  up  to  the  ])rescnt  time. 

Ca.se  2.  R.  O.,  nine  years  of  age,  has  been 
under  observation  since  infancy.  'I’here  was  noth- 
ing  significant  in  his  early  childhood  with  the  ex- 
j ception  of  a tendency  to  ui)i>er  resjiiratory  infcc- 
j tions  and  because  of  this  his  tonsils  and  adenoids 
I were  removed  when  he  was  five  years  of  age.  He 
I has  always  been  what  is  commonly  called  a nerv- 
ous child.  He  has  had  no  evidence  of  allergv  and 
there  is  no  history  of  allergy  in  his  familv  tree. 


with  the  exception  that  his  father  and  paternal 
grandfather  both  had  migraine.  At  the  age  of 
six  years  he  had  attacks  of  dizziness  and  fainted 
in  school  on  several  occasions.  In  his  seventh 
year  these  attacks  liecame  more  frequent  and 
were  followed  by  a headache.  d'hese  attacks 
would  last  from  one  to  three  days  and  cause  him 
to  be  ab.sent  from  school.  He  complained  of 
nausea  and  abdominal  pain  at  these  times  but 
there  was  little  vomiting.  Headache  became, 
however,  an  increasingly  prominent  .symptom  so 
that  finally  the  picture  was  that  of  a typical 
migraine.  He  w'as  tested  intradermally  for  foods 
and  inhalants.  He  showed  marked  reactions  to 
oranges,  two  plus ; feathers,  three  plus : tomato, 
three  plus : oats,  three  plus ; and  chocolate,  three 
plus ; and  lesser  reactions  to  wheat,  string  bean, 
beets  and  cabbage.  Oats,  tomato,  orange  and 
chocolate  were  eliminated  from  his  diet  with  al- 
most comjilete  relief  from  symptoms.  For  the 
past  fifteen  months  he  has  had  no  migraine  ex- 
ce])t  in  a mild  form  on  two  occasions,  once  after 
an  injury  and  again  at  the  onset  of  measles. 

He  has  had  a few  transient  attacks  of  dizziness 
at  long  intervals.  The  significant  point  in  this 
case  is  the  absence  of  headaches  for  a period  of 
two  years,  although  he  later  developed  a typical 
unilateral  headache  associated  with  the  other 
.symptoms  of  migraine. 

Case  3.  G.  H.,  eight  years  of  age,  has  also  been 
under  observation  since  early  infanev.  She  was 
artificially  fed  and  thrived  nicely  up  to  the  age  of 
five  months,  at  which  time  she  had  an  acute  gas- 
tro-intestinal upset  with  vomiting,  diarrhea  and 
fever.  This  subsided  within  a few  days  hut  these 
attacks  recurred  at  irregular  intervals  uj)  to  the 
age  of  fifteen  months  when  thev  began  to  recur 
at  regular  intervals  of  three  weeks.  Because 
these  attacks  were  usually  associated  with  slight 
redness  of  the  throat  the  tonsils  and  adenoids 
were  removed  at  the  age  of  eighteen  months. 
There  was  a prompt  cessation  of  these  .svnqitoms. 

After  a period  of  striking  improvement  in  her 
appetite  and  general  health  she  again  developed 
an  anorexia  associated  with  a coated  tongue,  foul 
breath.  indefinite  abdominal  pains  and  consti])a- 
tion.  .She  became  a definite  problem  child  from 
the  stand])oint  of  feeding.  One  day  at  the  age  of 
twenty-eight  months  while  playing  out  doors  she 
fell  in  a faint  with  a fixation  of  the  eves  and  a 
general  stifTening  of  the  bmly  but  there  was  no 
twitching.  .She  had  a similar  attack  eighteen 
months  later  and  another  one  in  another  three 
months.  Ifecause  of  the  other  svmptoms  these 
attacks  were  thought  to  be  due  to  a digestive  dis- 
turbance and  milk  was  eliminated  from  her  diet 
for  a i)crif)d  (»f  three  weeks.  There  was  an  im- 
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provement  in  her  general  condition  but  the 
symptoms  returned  when  milk  was  again  added 
to  the  diet.  She  was  then  placed  on  evaporated 
milk  and  her  condition  improved  definitely  for 
a time.  After  a few  months  the  attacks  of  ab- 
dominal pain  returned.  The  pains  were  referred 
to  the  umbilicus,  were  most  severe  during  and 
after  meals  and  at  no  time  were  there  any  findings 
suggestive  of  appendiceal  irritation. 

In  the  autumn  of  1933  she  began  to  complain 
of  unilateral  frontal  headache  recurring  definitely 
at  intervals  of  a few  days,  although  it  is  probable 
that  she  was  never  entirely  free  from  headaches 
inasmuch  as  she  was  exceedingly  irritable,  cried 
easily  and  refused  to  play  with  other  children. 
She  also  began  to  do  poor  work  in  school  and 
was  put  back  a half  grade.  This  was  partially 
due  to  the  fact  that  she  was  absent  frequently 
because  of  what  was  thought  to  be  colds.  The 
mother  consulted  me  in  a rather  desperate  state 
of  mind  as  she  felt  that  there  was  something 
seriouslv  wrong  with  the  child. 

On  physical  examination  the  findings  were  neg- 
ative except  for  a moderate  degree  of  malnutri- 
tion. There  was  no  evidence  of  focal  infections. 
Knowing  the  past  history  of  the  child  and  because 
there  was  some  allergy  in  the  family  tree,  a sister 
having  eczema  during  infancy  and  the  maternal 
grandmother  having  migraine  and  an  idiosyncrasy 
to  milk,  it  was  felt  that  the  disorders  were  allergic 
and  she  was  tested  intradermally.  She  showed 
significant  reactions  to  feathers,  four  plus : wool, 
three  plus;  beef,  three  plus;  and  chocolate,  three 
plus.  Wdien  feathers  were  removed  the  tendency 
to  colds  entirely  disappeared.  Within  two  weeks 
there  was  a complete  transformation  in  the  child. 
She  again  became  happy,  active  and  within  a 
short  time  was  put  back  in  her  class  in  school. 
There  has  been  no  recurrence  of  headaches  dur- 
ing the  past  fifteen  months.  The  mother  by 
clinical  testing  has  discovered  that  cow’s  milk, 
orange  and  grapefruit  will  still  cause  abdominal 
pain  although  she  is  not  skin  sensitive  to  these 
foods  inasmuch  as  the  tests  have  been  and  are 
•Still  negative  to  these  foods.  Wheat  even  in  small 
amounts  will  cause  constipation. 

This  case  presents  several  interesting  features ; 
first,  the  relief  of  the  attacks  by  the  removal  of 
the  tonsils  and  adenoids ; second,  the  appearance 
of  vague  gastro-intestinal  symptoms  and  the 
fainting  attacks  which  might  be  interpreted  as 
attacks  of  grand  mal : third,  the  appearance  of 
a typical  migraine  headache ; and  fourth,  the  tend- 
ency to  upper  respiratory  infection.  These 
symptoms  have  all  been  controlled  by  the  removal 
of  the  oflfending  foods  or  inhalants. 


SUMMARY 

Migraine  is  not,  as  commonly  believed,  rare  in 
childhood.  The  picture  differs  from  that  in  adults 
in  that  headaches  may  be  a minor  symptom  par- 
ticularly in  the  very  young.  Attacks  may  also 
be  accompanied  by  fever  even  as  high  as  103  or 
104  degrees. 

Three  cases  of  migraine  are  presented  in  which 
almost  complete  relief  was  obtained  by  the  elimi- 
nation of  certain  foods  from  the  diet.  This  is  in 
accord  with  the  theory  that  many  cases  of  migraine 
are  allergic.  It  is  probable  that  many  cases  of 
cyclic  vomiting  are  allergic. 
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THE  ^klANAGEMENT  OE  THE 
PREMATURELY  BORN  INFANT* 

Julian  D.  Boyd,  M.D.,  Iowa  City 
From  the  Department  of  Pediatrics,  College 
of  Medicine,  State  University  of  Iowa 

The  high  mortality  rate  associated  with  pre- 
mature birth  contributes  in  a large  measure  to  the 
high  death  rate  in  early  infancy.  Even  if  such  an 
infant  survives,  intracranial  hemorrhage  and 
subsequent  brain  damage  frequently  are  associ- 
ated with  the  delivery  of  the  premature,  and  offer 
additional  hazard  for  normal  development.  The 
most  effective  efforts  in  the  management  of  pre- 
maturity will  be  those  directed  toward  its  pre- 
vention. Recognizing,  however,  the  certainty 
that  in  spite  of  all  medical  efforts  directed  toward 
such  prevention,  premature  births  will  constitute 
an  appreciable  percentage  of  all  births,  it  is  neces- 
sary for  the  physician  to  become  skilled  in  the 
medical  and  nursing  care  of  such  infants  if  their 
lives  are  to  be  saved.  * 

x\lthough  the  principles  of  management  of  the 
prematurely  born  may  be  expressed  simply,  their 
application  is  furthered  if  one  is  familiar  with  | 

the  reasons  for  each  step.  The  need  for  special  i 

care  of  such  an  infant  is  determined  by  the  * 
physiologic  immaturity  of  the  organism  at  the 
time  of  birth  rather  than  by  the  small  size  of  the 
infant  or  the  duration  of  the  period  of  gestation. 
Instead  of  completing  its  development  in  an  en- 
vironment ideally  adapted  to  its  needs,  the  pre- 
maturely born  infant  must  subsist  in  surroundings 
which  at  the  best  are  definitely  inferior  in  every 
respect  to  life  in  utero.  The  success  attained  in 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9,  10,  1936. 
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carrying  such  an  infant  through  its  first  few  weeks 
of  life  depends  on  the  degree  in  which  the  sur- 
roundings can  approximate  the  safety  of  in- 
trauterine life.  This  involves  measures  to  main- 
tain nutrition  of  suitable  degree  and  nature,  suit- 
able temperature  and  humidity,  and  avoidance  of 
infection. 

The  fetus  is  nourished  from  the  constituents  of 
the  mother’s  blood ; its  gastro-enteric  tract  is  not 
involved  in  the  utilization  of  its  nutriments  as 
in  postnatal  life.  The  foodstuffs  carried  to  its 
tissues  are  already  adapted  to  its  needs ; these  are 
added  to  the  tissue  constituents  already  present, 
the  processes  being  primarily  anabolic  or  con- 
structive, with  much  less  catabolism  than  is  seen 
in  the  more  mature  individual.  The  watery 
medium  which  surrounds  the  fetus  prevents  os- 
cillations of  body  temperature,  and  maintains  a 
maximum  degree  of  humidity.  The  vital  func- 
tions of  the  fetus  are  supplemented  or  replaced  by 
the  activities  of  the  maternal  organism.  With  but 
slight  responsibility  for  its  vital  processes,  the 
fetus  lives  a parasitic  existence,  and  the  last  few 
weeks  of  intrauterine  life  enable  it  to  gain  a store 
of  growth  essentials  for  early  infancy,  and  to 
adapt  itself  for  independent  life. 

Up  to  the  completion  of  the  normal  period  of 
gestation,  the  fetal  body  is  both  quantitatively  and 
qualitatively  immature.  Few  of  the  vital  func- 
tions are  equipped  for  the  vicissitudes  of  extra- 
uterine  activity,  and  must  be  protected  markedly 
if  such  existence  is  enforced  and  life  is  to  be  main- 
tained. In  the  early  weeks  of  viable  prematurity, 
the  ability  of  the  gastro-enteric  tract  to  digest  food 
is  very  limited.  The  lability  of  the  body  temper- 
ature is  marked  due  to  immaturity  of  the  temper- 
ature-regulating mechanism ; oscillations  of  as 
much  as  thirteen  degrees  have  been  observed,  in 
response  to  fluctuations  in  the  temperature  of  the 
surrounding  air.  The  tissues  have  a lessened 
ability  to  hold  their  proj>er  moisture  content,  and 
dehydration  is  easily  induced.  Respiration  fre- 
quently is  feeble  and  inconstant.  The  defense 
mechanisms  again.st  infectious  disea.se  are  under- 
developed, and  infections  which  would  prove  rela- 
tively innocuous  for  the  term-born  infant  fre- 
quently result  di.sastrously  to  the  premature.  The 
boily  ti.s.sues  are  not  only  smaller  in  quantity  in 
the  prematurely  born  ; they  contain  smaller  stores 
of  the  substances  essential  for  the  normal  func- 
tion and  growth  of  the  organi.sm.  This  is 
especially  important  in  the  ca.se  of  lime  and  iron, 
and  the  vitamins.  To  augment  the.se  deficiencies, 
the  relative  rate  of  normal  growth  of  the  pre- 
mature is  much  greater  than  that  characterizing 
the  infant  at  term,  and  the  caloric  requirements 
are  correspondingly  greater  at  the  earlier  ]x*riod 


of  development.  These  requirements  often  are 
so  great  that  they  cannot  be  met  quantitatively 
through  the  usual  nutriments  (e.  g.,  human  milk) 
in  amounts  which  can  be  ingested  by  the  pre- 
mature. 

Before  deciding  on  a regimen  for  the  manage- 
ment of  prematurely  born  infants,  we  should  de- 
cide the  criteria  by  which  successful  management 
is  to  be  judged.  A technic  sufficient  to  provide 
mere  sustenance  of  life  is  not  enough;  it  will 
prove  inadequate  at  the  appearance  of  the  first 
complication,  and  will  not  greatly  enhance  the 
likelihood  of  survival.  Continuance  of  life,  with 
gradual  gain  in  weight  and  strength  and  eventual 
completion  of  the  period  of  prematurity  is  pos- 
sibly as  much  as  one  should  expect  to  attain,  and 
the  end-result  might  seem  to  justify  the  pro- 
cedures employed.  However,  if  the  premature 
infant’s  period  of  weakness  and  of  requisite 
special  care  is  prolonged  much  beyond  the  interval 
necessary  to  complete  the  normal  intrauterine 
cycle,  or  if  the  infant  at  the  end  of  that  period  has 
a poorer  physique  than  would  be  obtainable  under 
a different  type  of  management,  then  the  regimen 
employed  should  be  criticized  accordingly  and 
efforts  made  to  improve  it.  While  we  may  never 
be  able  to  devise  a form  of  management  which  will 
equal  the  conditions  of  intrauterine  life,  our  goal 
should  be  nothing  less  than  that  accomplishment. 

During  the  last  two  months  of  intrauterine  life 
the  fetus  normally  adds  rapidly  to  its  bulk,  gain- 
ing at  the  rate  of  approximately  half  a pound  a 
week.  Much  of  its  storage  of  lime,  iron  and  of 
vitamins  is  gained  during  that  time.  Is  it  pos- 
sible to  maintain  these  growth  phenomena  if  the 
infant  is  born  prematurely?  To  do  so  would  re- 
quire that  it  receive  liberal  amounts  of  a nutri- 
ment of  such  composition  that  all  the  needs  of 
nutrition  would  be  contained  in  a volume  which 
the  infant  could  ingest  readily. 

Human  milk  would  seem  to  be  the  food  of 
choice  for  the  human  infant.  For  the  infant  born 
at  term,  this  is  not  questioned.  For  the  prema- 
ture, it  is  well  adapted  qualitatively  to  its  needs ; 
but  about  the  quantitative  aspects?  Experience 
has  shown  that  the  prematurely  born  infant  needs 
1 50  to  250  calories  per  kilogram  each  day  in  order 
to  thrive.  To  supply  150  calories  per  kilogram 
to  a four  pound  premature  infant,  it  would  be 
necessary  for  him  to  ingest  and  utilize  fourteen 
ounces  of  human  milk  a day.  With  a gastric  ca- 
pacity of  from  one-half  to  one  ounce,  it  is  next 
to  impossible  to  attain  that  level  of  ingestion.  An 
infant  weighing  only  half  this  amount  would  offer 
a problem  correspondingly  more  difficult.  While 
either  infant  might  survive  on  a feeding  of  un- 
modified human  milk  in  as  large  quantities  as 
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could  1:)€  administered,  definite  advantage  will  ac- 
crue if  the  food  value  of  such  a feeding  can  be 
enhanced.  Observations  have  been  reported  con- 
cerning two  parallel  groups  of  premature  infants, 
members  of  one  group  receiving  unmodified 
human  milk,  the  others  receiving  human  milk  en- 
riched through  the  addition  of  two-fifths  of  an 
ounce  of  evaporated  milk  to  each  ounce  of  human 
milk.  The  average  daily  gain  of  the  first  group 
was  about  one-third  of  an  ounce,  while  that  of  the 
memhers  of  the  second  group  was  approximately 
three-fourths  of  an  ounce.  The  physical  well- 
being of  the  latter  group  paralleled  its  sui>erior 
weight  gain.  Such  a regimen  would  definitely 
shorten  the  period  during  which  the  infant  must 
be  considered  and  treated  as  premature.  Dried 
milk  has  been  employed  as  a reinforcement  for 
human  milk ; a level  teaspoonful  per  ounce  of  milk 
will  add  40  per  cent  to  the  food  value  of  the 
latter,  without  any  a])]ircciable  increase  in  hulk. 
Bv  some,  sugars  are  employed  as  sources  of  extra 
energv : while  this  is  justifiable,  the  use  of  milk 
products  seems  more  rational,  since  the  infant’s 
needs  are  primarily  for  tissue-huilding  materials, 
not  sources  of  energy.  During  its  period  of  pre- 
maturitv  its  energ}-  output  is  definitely  reduced, 
its  activities  being  primarily  anabolic. 

Human  milk  freciuently  is  not  availalile ; while 
it  is  desirable,  its  use  as  a basis  for  the  premature’s 
diet  is  not  imperative.  However,  there  is  much 
to  be  said  against  the  use  of  a milk  dilution  cow’s 
milk  formula  as  a substitute,  since  the  latter  has 
the  inherent  faults  of  human  milk  for  the  pre- 
mature, and  lacks  many  of  its  merits.  However, 
if  an  acidified  whole  or  partially  skimmed  cow’s 
milk  formula  is  used,  without  dilution  and  with 
an  appropriate  addition  of  carbohydrate,  the  hulk 
nutritional  needs  of  such  an  infant  can  he  met 
both  as  to  volume  of  feeding  and  as  to  its  di- 
gestibility. Such  a feeding  may  be  further  rein- 
forced with  dried  milk,  if  desired. 

Because  of  the  infant’s  potentially  rapid  rate 
of  growth,  and  its  reduced  storage  of  minerals 
and  of  vitamins  at  the  time  of  hirth,  it  is  most 
desirable  that  the  diet  be  made  complete  in  these 
respects  at  the  earliest  possible  moment.  The 
omission  of  such  nutritional  essentials  might  not 
lead  to  a fatal  issue,  hut  their  inclusion  would 
aid  in  the  avoidance  of  the  frequently  encountered 
rickets  of  the  premature,  as  well  as  other  analo- 
gous disturbances.  Three  agents  are  useful  as 
adjuncts  in  the  diet  of  the  prematurely  born, — -a 
suitable  concentrate  of  Vitamin  D,  preferably 
combined  with  Vitamin  A ; some  potent  prepara- 
tion of  Vitamin  C : and  some  form  of  assimilable 
iron.  Viosterol,  either  alone  or  combined  with 
halibut  liver  oil.  is  recommended  for  the  first:  a 


suitable  daily  dosage  would  be  fifteen  to  thirty- 
drops.  Strained,  diluted  orange  juice,  a teaspoon- 
ful daily  as  an  initial  dose,  will  meet  the  needs 
for  Vitamin  C.  Iron  is  utilized  well  in  the  form 
of  ferric  ammonium  citrate : a teaspoonful  of  a 
five  per  cent  solution  may  be  added  directly  to 
the  total  day’s  milk  feedings,  or  divided  between 
them.  Xo  unnecessary  delay  should  occur  in  in- 
.stituting  these  dietary  supplements ; after  the 
stringent  needs  of  the  first  week  have  been  met, 
the  dietary  adjuncts  should  he  introduced  one  at 
a time  into  the  daily  diet. 

The  weak  infant  will  not  be  able  to  take  its 
feedings  from  a nipjile.  Some  who  specialize  in 
the  care  of  prematurely  horn  infants  advocate  the 
use  of  tube  feeding  from  the  start;  the  catheter 
is  passed  through  the  nostril,  and  about  four 
inches  farther.  The  food,  introduced  through 
the  catheter  by  means  of  a Dakin  or  similiar 
syringe,  escapes  into  the  esophagus  and  passes 
without  difficulty  into  the  stomach.  A simpler 
technic,  and  one  attainable  by  any  competent  at- 
tendant, is  to  feed  by  means  of  a medicine 
dropper,  the  end  of  which  is  tipped  with  a short 
length  of  catheter  tubing.  The  liquid  is  intro- 
duced into  the  corner  of  the  mouth  slowly  and  in 
small  amounts ; the  material  passes  into  the  throat 
without  active  swallowing,  and  the  infant  is  fed 
passively  and  safely.  The  total  volume  of  the 
feeding  will  depend  on  the  size  and  the  demon- 
strated capacity  of  the  infant ; the  smallest  can 
take  hut  half  an  ounce,  while  the  larger  infants 
may  approximate  the  intake  of  the  maturely  born 
babe.  Although  feeding  at  intervals  of  four  hours 
has  jiroved  applicable  in  the  hands  of  some,  usually 
it  is  thought  better  to  offer  feeding  every  two 
hours  for  eight  or  ten  feedings  a day-,  in  order  | 
to  increase  the  total  food  consumption.  During 
the  administration  of  a feeding  and  for  fifteen  or 
thirty  minutes  following  it.  the  infant  should  lie  ! 
in  a semi-recumbent  position.  , 

To  avoid  transfer  of  infection  to  the  infant,  ; 
it  is  essential  that  it  be  handled  as  little  as  pos-  J 
sible,  and  that  but  few  attendants  come  in  contact  j 
with  it.  The  attendant  should  be  free  from  con-  | 
tagion  of  any  degree,  and  as  a further  safeguard  | 
should  wear  a face  mask  and  a clean  gown  over  f 
her  ordinary  clothing.  To  facilitate  easy  care,  •, 
the  clothing  of  the  infant  should  be  very  simple.  , 
During  the  first  few  days,  it  may  be  sufficient  to  , 
keep  it  swathed  in  cotton  batting.  After  a few  i 
days,  a simple  shirt  may  he  worn,  instead  of  |l 
diapers,  and  gauze  or  cotton  pads  may  be  placed  i 
loosely  in  suitable  ixisitions.  A loose  wrap-around  ! \ 
may  be  fashioned  from  cotton  quilting;  the  in-  J ■ 
fant  can  he  laid  on  this,  and  the  ends  secured  over  r 
the  body  with  tapes  or  pins.  I 
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Tlie  maintenance  of  suitable  temperature  and 
humidity  of  the  surrounding  atmosphere  is  most 
important.  As  an  aid  in  this  accomplishment,  and 
also  to  protect  from  contagion,  the  infant  should 
be  quartered  in  a room  separate  from  the  rest  of 
the  family;  the  room  should  be  free  from  any 
unnecessary  furnishings,  sunny,  and  equipped 
with  provisions  for  regulating  both  the  temper- 
ature and  the  moisture  content  of  the  air.  Recent 
observations  lead  to  the  conclusion  that  the  wel- 
fare of  the  premature  infant  is  dependent  more 
on  the  maintenance  of  suitably  high  humidity  than 
on  the  degree  of  temperature.  With  air  which 
necessarily  is  dry,  the  temperature  near  the  infant 
must  be  kept  at  90  to  95  degrees.  On  the  other 
hand,  with  65  per  cent  relative  humidity,  a room 
temperature  of  75  to  80  degrees  is  usually  ample. 
During  the  first  few  days  of  life,  before  the 
adequacy  of  the  control  of  environmental  temper- 
ature has  been  established,  the  infant’s  tempera- 
ture should  be  taken  every  four  hours ; later  a 
daily  temperature  record  may  be  ample,  if  the 
room  temperature  does  not  fluctuate.  Since  a 
subnormal  temperature  seems  to  characterize  the 
state  of  prematurity,  it  is  not  considered  wise  to 
use  artificial  means  to, force  the  infant’s  tempera- 
ture to  the  level  of  the  normal  term-born  infant : 
if  it  remains  slightly  below  that  point,  the  attend- 
ant should  be  satisfied. 

To  attain  a desirable  degree  of  humidity  during 
the  winter  months,  it  is  necessary  to  add  much 
water  vapor  to  the  air;  the  more  rapid  the  change 
of  air  in  the  room  through  ventilation,  the  greater 
the  necessary  addition.  If  steam  heat  is  available, 
this  is  accomplished  simply  and  effectively  by  in- 
stalling a steam  vent  in  the  radiator,  and  permit- 
ting steam  to  escape  continuously  in  suitable 
amounts.  Where  this  arrangement  is  not  avail- 
able, the  most  effective  substitute  is  to  keep  in  the 
room  a pan  or  kettle  of  boiling  water  on  a stove 
or  hot  plate  at  all  times.  With  suitable  humidity, 
the  air  will  feel  distinctly  damp,  and  moisture  will 
collect  on  the  walls  or  any  cool  surface.  A rela- 
tive humidity  of  60  to  65  per  cent  is  to  be  main- 
tained if  ])Ossible.  The  use  of  a hygrometer  is 
desirable,  so  as  to  avoid  fallacious  opinions  as 
to  the  moisture  content.  Recent  observations, 
comparing  tbe  jirogress  of  prematurely  born  in- 
fants living  with  and  without  controlled  condi- 
tions of  humidity,  show  that  the  group  receiving 
the  former  type  of  care  gained  weight  more  rap- 
idly. had  fewer  gastro-intestinal  disturbances,  and 
fewer  infections  tban  observed  in  the  children 
living  under  comlitions  of  uncontrolled  humidity. 
This  mea.sure  seemed  esiiecially  important  for 
infants  weighing  less  than  four  and  one-half 
pounds. 


With  an  electrically  heated  incubator  especially 
designed  for  the  purpose,  temperature  regulation 
of  the  premature  infant’s  environment  is  greatly 
simplified.  Since  such  refinements  of  care  neces- 
sarily are  reserved  for  the  few,  it  is  comforting 
to  know  that  improvised  incubators  can  be  made 
to  serve  the  purpose  satisfactorily.  A simple  ap- 
paratus consists  of  two  boxes ; the  smaller  is 
somewhat  larger  than  the  infant,  and  contains 
its  bed ; this  is  suspended  within  the  larger,  with 
provisions  for  the  free  circulation  of  air  over 
every  surface  of  the  crib-box.  A trap-door  in 
the  larger  box  near  its  bottom  makes  it  possible 
for  the  attendant  to  introduce  sources  of  heat, 
such  as  hot  water  bottles,  sand  bags  or  bricks,  an 
electric  pad  or  incandescent  light.  By  draping 
sheets  over  the  top  of  the  larger  box,  heat  loss 
may  be  regulated  until  a desirable  environmental 
temperature  is  attained.  A thermometer  should 
be  suspended  at  a point  near  the  infant,  and  its 
readings  noted  frequently ; the  use  of  a wet-bulb 
thermometer  in  addition  will  serve  as  a check  on 
the  humidity  level. 

By  definition,  an  infant  may  be  considered 
clinically  premature  if  its  birth  weight  is  five 
pounds  or  less ; the  characteristics  of  prematurity 
will  persist  in  some  measure  until  the  weight  and 
development  characteristic  of  the  normal  term- 
born  infant  are  attained.  These  criteria  will  be 
used  in  determining  the  point  at  which  the  phy- 
sician can  properly  dispense  with  the  special  pre- 
cautions desirable  for  the  management  of  the  pre- 
mature babe,  and  permit  a gradual  substitution 
of  the  usual  regimen  for  the  normal  infant. 


THE  PRESENT  STATUS  OF  SEROTHER- 
APY IN  WHOOPING  COUGH,  MEASLES, 
SCARLET  FEVER,  AND  DIPHTHERIA* 

Lee  Forrest  Hill,  M.D.,  Des  Moines 

The  above  diseases  have  been  singled  out  for 
discussion,  because,  in  each  instance,  preliminary 
experimental  w^ork  has  progressed  to  a point 
where  it  .seems  possible  to  draw  fairly  definite  con- 
clusions regarding  the  effectiveness  of  some  of 
the  more  recent  serologic  methods  advocated  for 
their  control. 

Whoojiing  cough  has  long  been  recognized  as 
one  of  the  most  serious  diseases  of  childhood.  In 
1932  there  were  about  300,000  ca.ses  reported  in 
the  United  States  with  6,000  deaths.  The  mor- 
tality rate  for  infants  is  about  fifteen  per  cent. 
Whooping  cough  causes  as  many  deaths  as 
measles  and  scarlet  fever  combined.  Obviouslv, 
therefore,  any  method  which  gives  promise  of  pro- 
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tection  against  such  a dangerous  disease  should 
receive  the  attention  of  the  medical  profession. 
There  is  now  available  on  the  market  a vaccine, 
prepared  according  to  the  directions  of  Sauer, 
which,  it  is  claimed,  will  produce  an  immunity  to 
whooping  cough  for  a number  of  years.  Each 
batch  of  vaccine  is  made  from  five  to  seven  re- 
cently isolated  strongly  hemolytic  strains  grown 
on  medium  made  with  fresh  defibrinated  human 
blood.  Each  cubic  centimeter  contains  about  ten 
billion  bacilli,  and  a total  dosage  of  eight  cubic 
centimeters  is  given.  One  cubic  centimeter  is  in- 
jected subcutaneously  into  the  deltoid  region  of 
each  arm:  a week  later  one  and  one-half  cubic 
centimeters  are  injected  into  the  biceps  region  of 
each  arm ; and  a week  later  one  and  one-half 
cubic  centimeters  into  the  triceps  region  of  each 
arm.  Rather  uncomfortable  reactions  occasional- 
ly occur  which  last  for  a few  hours,  but  we  have 
not  seen  any  in  our  group  of  patients  that  have 
been  sufficiently  severe  to  cause  alarm. 

Out  of  394  children  vaccinated  in  this  manner, 
Sauer  has  had  opportunity  to  observe  twenty- 
nine  of  them  undergo  intimate  household  ex- 
posure without  contracting  the  disea.se.  One 
liundred  sixty-two  have  had  accidental  exposure 
and  have  escaped.  Apparently,  a time  interval 
of  about  four  months  must  pass  after  the  injec- 
tions are  given  before  immunity  becomes  depend- 
ably established.  Since  the  period  of  highest  mor- 
tality is  infancy,  it  is  recommended  that  the  vac- 
cine be  administered  in  the  .second  half  year  of 
life. 

It  is  noteworthy  that  Dr.  Sauer  makes  no  claim 
for  the  vaccine  as  a therapeutic  agent.  The  man- 
ufacturers, however,  state  in  their  literature  that 
it  is  of  definite  value  therapeutically,  basing  this 
opinion,  T presume,  upon  the  experiences  of  Mad- 
sen in  the  Earoe  Islands  during  epidemics  of 
whooping  cough  in  1923  and  1924,  and  in  1929. 
Madsen  vaccinated  3,926  individuals  with  a total 
dosage  of  twenty-two  billion  bacteria,  and  had  a 
group  of  1,073  non-vaccinated  individuals  to  serve 
as  controls.  The  mortality  rate  in  the  vaccinated 
was  only  one-sixteenth  that  of  the  non-vaccinated 
and  in  the  1929  epidemic  458  of  the  vaccinated 
escaped  infection  altogether,  while  only  eight  of 
the  non-vaccinated  failed  to  contract  the  disea.se. 

There  is  also  available  on  the  market  another 
form  of  vaccine  which  is  advocated  for  both  treat- 
ment and  prevention  of  whooping  cough.  This 
vaccine  is  referred  to  as  Krueger’s  Hemophilus 
pertussis  endoantigen.  Its  method  of  prepara- 
tion was  first  described  by  Krueger,  Nichols,  and 
Frawley  in  1933.  Essentially  the  method  consists 
of  disrupting  the  bodies  of  whooping  cough  bacilli 
of  high  antigenic  activity  in  a ball  mill  and  ob- 
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taining  the  endocellular  elements  by  ultrafiltra- 
tion. The  water-clear  filtrate  contains  the  antigen. 
Its  claimed  advantages  are  that  the  antigen  is 
superior  because  it  has  not  been  altered  by 
physical  agents  such  as  heat  or  chemicals,  and  that 
the  vaccine  is  free  from  reactions  following  its 
use  because  the  bacterial  proteins  and  toxic  filtrate 
have  been  removed.  Each  cubic  centimeter  con- 
tains the  undenatured  antigen  from  about  ten  bil- 
lion organisms.  Frawley  reports  a series  of  505 
children  given  a total  of  eight  cubic  centimeters 
of  this  form  of  whooping  cough  vaccine.  Forty- 
nine  of  them  have  been  exposed  to  whooping 
cough  without  developing  symptoms.  Thirty-one 
developed  the  disease  in  a very  mild  form.  Munns 
and  Aldrich  used  it  in  the  treatment  of  122  active 
cases  and  exposures.  The  dosage  employed  by 
these  authors  was  only  two  and  one-half  cubic 
centimeters  but  they  report  that  over  80  per  cent 
of  the  children  either  did  not  develop  whooping 
cough  or  had  mild  attacks.  We  have  had  oppor- 
tunity to  use  the  endoantigen  in  only  one  case — 
that  of  a child  one  year  of  age  who  had  a mod- 
erately severe  attack  when  treatment  was  begun. 
Daily  injections  of  one  cubic  centimeter  were 
given  for  nine  days,  when  the  disease  abated  so 
markedly  that  further  injections  were  considered 
unnecessary.  The  injections  were  entirely  wdth- 
out  reaction. 

From  the  evidence  at  hand  it  seems  justifiable 
to  conclude  that  Sauer’s  immunizing  vaccine 
should  be  advised  as  a routine  procedure  for  the 
active  immunization  of  infants  during  their  sec- 
ond half  year  of  life,  and  that  Krueger’s  en- 
doantigen should  be  used  for  the  treatment  of 
active  and  exposed  cases  of  whooping  cough. 

Measles,  likewise,  is  a serious  disease,  par- 
ticularly in  early  childhood.  Not  onlv  does  it 
carry  a significant  mortality  rate,  but  also,  it  not 
infrequently  is  the  precursor  of  most  undesirable 
complications  of  which  pneumonia  and  encephal- 
itis are  most  to  be  feared.  Today,  it  can  be  said 
with  considerable  emphasis,  that  it  is  the  right 
of  every  non-immune  child  exposed  to  this  disease 
to  have  the  benefit  of  some  type  of  preventive 
inoculation.  Ample  experience  has  accumulated 
in  recent  years  to  prove  bevond  question  that 
measles  can  be  attenuated  or  prevented  altoeether 
bv  suitable  injections  of  immune  human  blood. 
Animal  sera  (Tunniclifif,  Fenw  and  Fisher,  and 
Degkwitz)  have  not  proved  satisfactorv  and  will 
not  he  discussed  further.  Convalescent  serum  or 
whole  blood,  and  adult  .serum  or  whole  blood,  of 
persons  who  have  had  measles,  have  been  em- 
ployed in  this  form  of  serotherapy.  The  blood  of 
measles  convalescents  contains  the  highest  titre  of 
antibodies  about  the  tenth  to  the  thirtieth  day 
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following  the  disease.  Thereafter  there  is  a grad- 
ual reduction  to  a stable  level  which  persists 
throughout  life.  One  attack  of  measles  is  almost 
certain  to  confer  a lasting  immunity. 

Institutions,  serum  centers,  and  practices  in 
cities  are  more  likely  to  use  serum  than  whole 
blood,  since  the  amount  required  for  injections 
is  about  one-half,  and  facilities  are  usually  avail- 
able for  the  easy  preparation  of  the  serum.  In 
private  practice,  however,  intramuscular  injection 
of  whole  blood  from  the  arm  of  the  donor  into  the 
buttocks  of  the  recipient  offers  a simple,  inex- 
pensive, effective  method  of  measles  prophylaxis 
which  can  be  carried  out  as  an  office  procedure. 
One  or  the  other  parent  is  nearly  always  suitable 
as  a donor.  The  usual  precaution  as  to  lues, 
tuberculosis,  or  other  illnesses  should  of  course  be 
observed.  No  citrate  is  necessary  providing  the 
transfer  of  blood  is  made  expeditiously. 

Sero-prevention  results  when  immune  serum 
or  whole  blood  is  given  in  suitable  dosage  not 
I later  than  the  fourth  or  fifth  day  after  exposure, 

I and  sero-attenuation  when  the  injection  is  de- 
layed until  the  sixth  to  eighth  day.  No  effect  is 
observed  on  the  course  of  the  disease  if  blood  is 
given  after  the  onset  of  symptoms.  Sero-attenua- 
tion is  much  the  more  desirable  result  to  achieve 
in  normal  healthy  children,  since  the  occurrence 
j of  a mild  attack  of  measles  is  followed  by  a last- 
[ ing  immunity,  whereas  the  immunity  induced  by 
I sero-prevention  persists  at  most  only  a few  weeks, 
leaving  the  patient  susceptible  to  develop  the 
I disease  at  some  subsequent  exposure, 
j The  dosage  of  serum  recommended  varies  be- 
tween three  and  ten  cubic  centimeters,  the  smaller 
I amount  being  given  to  children  under  three  years 
! of  age,  and  before  or  early  in  the  incubation  period 
of  the  disease.  Whole  blood  is  given  in  quan- 
tities twice  that  of  serum.  Many  authors  report 
using  from  twenty  to  forty  cubic  centimeters. 
Recently,  McKhann  and  his  co-workers  have 
shown  that  a globulin  fraction  of  the  human 
placenta  and  its  retained  blood,  contains  sufficient 
antibodies  to  prevent  and  attenuate  measles  in  ex- 
posed non-immune  individuals  quite  as  satisfac- 
torily as  does  convalescent  or  adult  immune 
serum. 

In  a recent  epidemic  of  measles  in  Des  Moines 
my  associate  and  I have  employed  adult  whole 
blood,  convalescent  serum,  and  placental  extract 
in  expo.sed  cases.  Most  of  the  children,  but  not 
all,  were  exposed  to  a brother  or  sister  in  the 
home.  Eighty-nine  children  were  given  from  ten 
to  fifteen  cubic  centimeters  of  adult  whole  blood 
intramuscularly  in  the  gluteal  region  on  the  fourth 
to  seventh  day  of  exj)osure.  Forty-eight  of  these 


had  definitely  attenuated  measles ; thirty-five  did 
not  have  measles  at  all ; and  six  children  had  at- 
tacks that  were  considered  to  be  unmodified. 
Pooled  convalescent  serum  was  used  in  thirty- 
three  cases  in  doses  of  three  to  seven  and  one- 
half  cubic  centimeters.  In  twenty  of  these  chil- 
dren no  measles  developed,  and  thirteen  had  at- 
tenuated attacks.  Placental  extract  was  used  in 
sixty-one  cases.  This  was  the  least  satisfactory 
of  the  three  methods.  Very  uncomfortable  reac- 
tions were  encountered,  which  were  entirely  ab- 
sent with  convalescent  serum  or  whole  blood,  and 
considerably  larger  doses  of  the  serum  had  to  be 
used  than  was  recommended  by  the  manufacturer 
on  the  package.  In  twenty-seven  of  the  childi'en 
sero-attenuation  resulted,  sero-prevention  in 
twenty,  and  unmodified  measles  in  fourteen. 

In  summing  up  our  conclusions  regarding  our 
experiences  with  measles  prophylaxis  we  are  of 
the  opinion  that  convalescent  serum  is  the  ideal 
method,  but  that  lacking  this,  adult  whole  blood 
provides  a very  satisfactory,  inexpensive,  simple, 
effective  agent. 

The  present  status  of  serum  therapy  in  scarlet 
fever  is  difficult  to  evaluate.  Since  1924,  through 
the  researches  of  Dr.  and  Mrs.  Dick  the  following 
facts  have  been  determined : 

1.  The  etiologic  agent  has  been  established  as 
a hemolytic  streptococcus. 

2.  A toxin  has  been  available  for  producing 
active  immunity. 

3.  An  antitoxin  has  been  prepared  from  the 
serum  of  horses  for  the  prophylaxis,  treatment, 
and  diagnosis  of  the  disease.  In  spite  of  such 
complete  means  for  the  control  of  a disease,  these 
measures  have  not  become  popular  with  the  rank 
and  file  of  practicing  physicians.  There  are  many 
reasons  for  this  attitude.  In  the  first  place  scarlet 
fever,  in  the  last  ten  years,  in  most  communities, 
is  a very  different  disease  from  what  it  u.sed  to 
be.  My  own  experience  has  been  that  the  ma- 
jority of  cases  are  so  mild  as  frequently  to  be 
difficult  of  recognition.  Severe  cases  and  serious 
complications  have  been  rare.  In  fact,  in  our  own 
practice,  our  records  show  no  deaths  from  this 
disease  in  the  last  twelve  years  and  no  case  has 
been  serious  enough  to  require  antitoxin.  Under 
such  circumstances  it  has  hardly  seemed  worth- 
while to  put  children  through,  a serum  therapy 
which  often  cau.ses  reactions  more  uncomfortable 
than  the  disease  itself.  If  scarlet  fever  should 
occur  in  our  community  in  epidemic  or  virulent 
form  I would  then  feel  negligent  in  not  recom- 
mending the  protection  these  measures  offer. 

There  can  be  little  doubt  but  that  active  im- 
muni^'ation  when  carried  out  according  to  the 
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directions  of  the  Scarlet  Fever  Committee  which 
requires  the  injection  of  a total  dosage  of  80,000 
to  100,000  skin  test  doses  of  potent  toxin,  does 
bring  about  an  immunity,  at  least  to  the  rash  and 
toxic  phases  of  scarlet  fever,  which  lasts  in  90 
per  cent  of  the  cases  for  at  least  six  years.  What 
effect  such  an  immunity  has  upon  the  bacterial 
invasion  of  tissues  is  not  so  easily  determined. 
Parenthetically,  comment  might  be  made  upon 
public  health  regulations  which  require  a month’s 
quarantine  for  a tonsillitis  accompanied  by  a rash, 
but  strejitococcic  sore  throats  of  similar  potential- 
ities for  serious  consequences  unaccompanied  by 
a rash  are  entirely  ignored.  Active  immunization 
has  not  become  a popular  public  health  measure 
among  physicians,  probably  because  five  injec- 
tions at  weekly  intervals  are  required,  and  because 
uncomfortable  reactions  do  occur. 

The  therapeutic  use  of  antitoxin  in  severely 
toxic  cases  of  scarlet  fever  is  generally  admitted 
to  be  of  value.  Its  effect  upon  the  mortality  rate 
may  still  be  debated,  but  of  its  ameliorating  effect 
upon  the  toxic  symptoms  there  can  be  little  cpies- 
tion.  Most  observers,  too,  have  reported  a lessened 
incidence  of  complications  in  the  treated  group, 
but  this  has  lieen  by  no  means  a unanimous  con- 
clusion. Scarlet  fever  antitoxin,  like  diphtheria 
antitoxin,  is  most  effective  when  administered 
early  in  the  course  of  the  disease.  The  two 
diseases  have  this  difference,  however,  that  diph- 
theria bacilli  are  saprophytic  and  do  not  live  after 
their  toxin  has  been  neutralized  by  antitoxin, 
whereas  scarletinal  .streptococci  may  continue  in- 
vasion of  tissue  in  the  “bacterial  phase”  of  the 
disease  even  though  their  toxins  have  been  neutral- 
ized. Antitoxin  has  no  effect  upon  the  septic 
processes  of  scarlet  fever. 

Convalescent  serum  is  used  by  many  physicians 
both  prophylactically  and  for  treatment  in  prefer- 
ence to  antitoxin.  The  usual  prophylactic  dose  is 
ten  cubic  centimeters  and  the  therapeutic  dose 
forty  to  eighty  cubic  centimeters.  The  obvious 
advantage  of  convalescent  serum  is  its  freedom 
from  unpleasant  serum  reactions.  It  has  the  dis- 
advantage of  being  difficult  to  obtain  outside  of 
institutions  or  cities.  In  Chicago  the  Samuel 
Deutsch  Serum  Center  at  the  Michael  Reese 
Hos])ital  prepares  and  maintains  a supply  which 
is  available  for  physicians  who  wish  it. 

In  summing  up  the  situation  as  regards  scarlet 
fever  it  seems  reasonable  to  draw  the  following 
conclusions : 

1.  Culturing  of  nose  and  throat  for  recovery 
of  the  hemolytic  streptococcus  is  not  widely  used 
in  private  practice. 


2.  The  Dick  test,  if  done  correctly  in  all  de- 
tails, is  an  accurate  means  of  selecting  persons 
susceptible  to  scarlet  fever. 

3.  Active  immunization  by  the  Dick  method  is 
a valuable  procedure  for  nurses,  internes,  and 
other  persons  intimately  exposed  to  .scarlet  fever 
in  contagious  hospitals,  and  for  institutions  hous- 
ing large  numbers  of  children,  but  is  not  pojnilar 
in  private  jiractice  because  of  the  number  of  in- 
jections required,  the  occurrence  of  uncomfort- 
able reactions,  and  the  present  mildness  of  the 
disease. 

4.  Convalescent  serum  or  strict  isolation  are 
the  most  desirable  prophylactic  measures. 

5.  The  majority  of  cases  of  scarlet  fever  need 
only  symptomatic  treatment.  For  the  more  severe 
cases  the  physician  has  convalescent  serum,  .scarlet 
fever  antitoxin,  and  transfusions  with  immune 
blood  as  his  therapeutic  armamentarium. 

6.  Two-tenths  of  a culiic  centimeter  of  scarlet 
fever  antitoxin  injected  intradermally  in  the  midst 
of  a rash  causes  local  blanching  if  the  rash  is  due 
to  .scarlet  fever.  ( Schultz-Carlton  reaction.) 

Diphtheria  is  a fast  disappearing  disease.  All  ■ 
that  is  required  to  eliminate  it  entirely  is  to  push 
active  immunization  to  the  point  where  50  to  75 
per  cent  of  the  child  population  of  all  communities 
and  all  .sections  of  cities  have  been  immunized. 
That  this  goal  will  eventually  be  realized  there 
can  be  little  doubt.  The  chief  obstacles  to  over- 
come are  lethargy,  ignorance,  and  opposition  on 
the  part  of  the  parents. 

Shepard  conducted  an  illuminating  inquiry 
among  families  of  the  western  states  concerning 
diphtheria  immunization.  Of  a total  of  6,245  | 

children  only  24  per  cent  were  immunized.  Of 
1,266  of  the  children  who  were  immunized  60  per 
cent  had  been  done  in  school  clinics  and  only  26 
per  cent  by  private  jihysicians ; 1,958  families 
stated  their  reasons  for  not  having  their  children 
immunized.  Fifty  per  cent  of  this  number  gave 
reasons  which  could  be  classified  under  lethargy; 

20  ]ier  cent  under  ignorance:  21  per  cent  under 
o]iposition : and  6.7  per  cent  felt  they  could  not 
afford  it.  Certainly  such  a survey  furnishes  much 
food  for  thought  for  the  private  phvsician.  The 
responsibility  for  failure  of  immunization  in  the 
majority  of  these  families  obviou.sly  is  due  to  fail- 
ure on  the  part  of  someone  to  sell  them  the  idea. 
Who  ekse  but  the  familv  physician  has  such  a good 
opportunity  to  urge  immunization  for  each  child  I 
by  its  first  birthday  ? 

Diphtheria  immunization  has  been  under  way  in 
this  country  for  over  fifteen  years.  The  first  im- 
munizing agent  used  was  toxin-antitoxin  con- 
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taining  3 L -J-  to  6 L -|-  doses  of  toxin  partially 
neutralized  by  antitoxin.  This  product  was  in- 
clined to  give  rather  sharp  reactions.  In  1922  fol- 
lowing the  suggestion  of  Park,  the  toxin  was  re- 
duced to  0. 1 L.  -f-  dose  without  a loss  of  immuniz- 
ing ability,  but  with  a marked  decrease  in  reac- 
tions. In  1924  antitoxin  containing  goat  or  sheep 
serum  was  used  to  neutralize  the  toxin  in  place 
of  horse  serum  which  was  reported  by  some  ob- 
servers to  be  sensitizing  children.  Three  weekly 
do.ses  of  this  toxin-antitoxin  gave  a negative 
Schick  test  in  from  70  to  90  per  cent  of  the  cases. 

In  1923  Ramon,  at  the  Pasteur  Institute  in 
Paris,  France,  was  the  first  to  use  toxoid.  Toxoid 
is  diphtheria  toxin  completely  detoxified  by 
formalin  and  heat.  It  contains  no  serum  and 
therefore  is  free  from  danger  of  sensitizing.  As 
an  immunizing  agent  it  is  definitely  superior  to 
toxin-antitoxin.  It  has  the  further  advantage 
that  only  two  doses  are  required  instead  of  the 
three  or  four  necessary  with  toxin-antitoxin.  The 
interval  between  injections  should  be  at  least  two 
weeks.  A toxiod  containing  between  five  and  ten 
antigenic  units  per  cubic  centimeter  should  pro- 
duce a negative  Schick  test  in  about  95  per  cent 
of  the  cases.  The  one  disadvantage  of  toxiod  is 
its  tendency  to  produce  uncomfortable,  but  not 
serious,  reactions  in  older  children  and  adults. 

Park  added  0.2  per  cent  alum  to  toxid  and 
found  it  to  be  more  efifective  than  toxoid  alone. 
Havens  and  his  co-workers  in  Alabama  have  com- 
pletely precipitated  the  toxiod  by  the  addition  of 
2.0  to  2.5  per  cent  of  alum  and  find  that  one  in- 
jection of  this  material  yields  results  equivalent 
to  two  injections  of  unjirecipitated  toxoid.  The 
exj)lanation  advanced  for  the  increased  effective- 
ness of  jirecipitated  toxoid  over  pure  toxoid  is 
I the  relative  insolubility  of  the  former.  It  is  ab- 
sorbed slowly,  thus  exjiosing  the  tissues,  to  a 
I longer  stimulation  with  the  specific  antigen.  Of 
I 613  children  who  were  given  a single  one  cubic 
centimeter  dose,  96.6  ]ier  cent  showed  negative 
Schick  tests  two  to  four  months  later.  In  alum 
I j)reci])itated  toxoid  the  ideal  has  been  achieved 
I in  an  immunizing  agent.  Only  one  dose  of  a small 
i amount  of  material  is  required.  The  injection  is 
! practically  jiainless : no  unplea.sant  reactions  oc- 
’ cur;  and  a life-long  immunity  is  acquired  in  a high 
I j)ercentage  of  the  cases  in  a relatively  short  jieriod 
I of  time  after  the  injection. 

It  ought  to  be,  and  is,  the  conscientious  duty  of 
every  physician  in  Iowa  to  see  that  every  child  in 
his  practice  receives  the  benefit  of  this  simple  ])ro- 
cedure  sometime  during  the  second  half  year  of 
life,  but  certainly  by  its  first  birthday. 

704  Equitable  Buikiinpr. 


SENSE  DEFECTS  OF  CHILDREN* 
Martha  M.  Link,  M.D.,  Dubuque 

Ten  years  ago  Dr.  John  Dewey  said,  “what  the 
best  and  wisest  parent  wants  for  his  own  child, 
that  must  the  community  want  for  all  its  children.” 

Today,  the  wisdom  and  the  truth  of  these  words 
have  become  more  obvious,  because  if  the  care  of 
our  youth  were  intelligent  and  efficient,  we  should 
expect  to  find  each  successive  generation  becoming 
more  and  more  free  from  the  problems,  difficul- 
ties and  annoyances  that  previous  generations  had 
to  contend  with ; but,  instead  of  this  being  the 
case,  many  serious  problems  are  increasing.  Sta- 
tistics show  that  15,000  murders  and  homicides 
are  committed  each  year,  and  that  each  year,  140,- 
000  persons  between  ten  and  thirty  years  of  age 
become  infected  with  dementia  praecox,  and  are 
confined  to  institutions  for  the  insane. 

One  group  of  persons  condemns  alcohol  as  the 
basic  cause  of  all  our  troubles,  another  accuses 
the  movies,  while  a third  group  points  an  accus- 
ing finger  at  the  schools  and  churches.  Mass 
opinion  has  never  been  able  to  give  an  intelligent 
analysis  of  any  problem.  Untrained  ma.ss  opinion 
has  always  been  skeptical  of  the  fimlings  and  the 
methods  of  science. 

To  attribute  the  cause  of  our  social  ]iroblems 
to  alcohol  or  the  movies,  is  superficial,  and  no 
more  intelligent  than  it  would  be  to  attribute  an 
epidemic  of  typhoid  fever  to  alcohol,  movies  or 
schools,  or  any  other  agency,  which  might  be 
merely  an  accidental  agent  in  spreading  the  infec- 
tion, but  in  no  way  the  specific  cause  of  the  dis- 
ease. We  cannot  point  to  any  one  cause.  There 
are  many  social  factors,  external  to  the  child,  that 
enter  into  the  problem  as  contributing  causes,  and 
likewise  numerous  biologic  or  physical  conditions, 
which  must  be  considered,  such  as  projier  func- 
tioning of  the  endocrine  glands,  nutrition,  sense 
defect,  general  health,  and  nervous  conditions 
that  are  purely  jisychologic.  Rrevity  makes  it 
necessary  to  confine  this  discussion  to  one  of  the 
many  ])robIems  of  childhood,  namely,  sense  de- 
fects. 

Gustav  Le  Ron,  the  eminent  social  psychologist, 
enqihasizes  the  fact  that  it  takes  a long  time  for 
public  oi)iuion  to  crystallize  into  tradition  or  senti- 
ment. but  once  established,  it  is  very  hard  to 
change.  Perhaps,  this  accounts  for  the  opposition 
to  the  a])pointment  of  school  ])hy.sicians.  Critics 
say  it  is  paternalism,  and  that  it  is  the  parents' 
business  to  look  after  the  health  of  their  children. 
Just  as  public  opinion  now  objects  to  a closer 
relationship  between  the  physician  and  the  school, 
likewise,  some  years  ago,  it  i)rotested  introducing 

• Prcsentc<l  before  the  Thirty- .Mehth  Anniinl  Meetinjj.  State 
Society  of  Iowa  Medical  Women,  Davenport.  May  8,  1035. 
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the  school  cafeteria,  but  today,  no  one  questions 
the  value  of  the  school  lunch. 

It  is  the  contention  of  the  writer  that  if  we  wish 
to  improve  the  social  order,  we  must  do  so  through 
improving  the  children  physically  and  psycho- 
logically, and  because  of  the  indifference  of  many 
parents  due  to  ignorance  or  misunderstanding  of 
the  needs  of  their  children,  this  can  best  be  ac- 
complished by  physicians  working  in  cooperation 
with  the  schools.  It  is  only  through  a plan  of  this 
kind  that  we  can  educate  parents  and  teachers  to 
comprehend  the  far-reaching  effects  of  latent  de- 
fects which  should  be  recognized  and  treated  in 
early  childhood.  The  importance  of  this  is  ex- 
pressed by  Dr.  H.  H.  Goddard,  professor  of  ab- 
normal and  clinical  psychology,  Ohio  State  Uni- 
versity, who  has  said  “appealing  to  the  motive  of 
fear  is  one  of  the  most  dangerous  procedures  in 
the  case  of  a nervous  child.  There  is  no  question 
that  many  of  the  patients  in  our  hospitals  today, 
had  the  foundation  for  their  insanity  in  school. 
Not  only  is  that  true,  hut  it  is  also  true  that  we  can 
detect  what  might  be  called  incipient  insanitv  in 
many  of  the  children  in  attendance  at  the  public 
school.  We  do  not  call  it  insanity,  but  psycho- 
pathic instability,  or  mild  mental  disturbance.” 

NUTRITION 

With  the  recent  research  in  the  field  of  vita- 
mins, has  come  more  adequate  knowledge  as  to 
the  relationship  between  general  good  health  and 
proper  nutrition,  and  consequently,  the  indirect 
effect  of  poor  nutrition  as  a contributing  cause  of 
sense  defects  of  children.  This  parallel  existing 
between  physical  and  mental  development  was 
recognized  by  Bouchlet  as  early  as  1891.  More 
recent  investigation  such  as  a studv  made  in  De- 
troit, Michigan,  which  included  80,662  children, 
confirms  his  theory,  that  “dull  children  are  shorter 
than  precocious  children  of  the  same  age,”  and 
that  “dull  children  are  lighter  than  precocious 
children.”  This  same  condition  between  actual 
progress  and  the  nutrition  of  the  child  as  repre- 
sented by  the  weight  and  height  relationship  to 
mental  ability,  was  proved  there  in  the  Detroit 
study. 

Regarding  the  problem  of  nutrition.  Dr.  Wil- 
liam R.  Emmerson,  professor  of  pediatrics.  Tufts 
Medical  School,  Boston,  Massachusetts,  says,  “we 
salve  our  consciences  by  a formal  inspection  of 
children  in  a hurrying  life,  hut  this  sort  of  exam- 
ination with  children  fully  dressed  reveals  little 
about  their  general  nutrition.  A beginning  has 
been  made  in  the  wider  adoption  of  the  practice  of 
weighing  and  measuring  school  children,  but  it 
should  be  followed  by  the  incorporation  of  a 
board  nutrition  program  in  the  school  systems.” 


Dr.  Emmerson  states  that  in  1924,  more  than  one- 
third  of  all  children  of  the  United  States  were 
suffering  from  undernourishment.  Today,  as  the 
result  of  the  depression,  this  number  would  be 
greatly  increased. 

What  are  the  permanent  effects  of  this  situa- 
tion ? Annual  experiments  performed  by  Mendal, 
Stuart  and  Jackson,  show  that  the  organism  has 
wonderful  powers  of  recuperation  and  remarkable 
ability  to  make  adaptation  in  cases  in  which  re- 
covery is  limited,  yet  if  malnutrition  continues 
throughout  the  normal  period  of  growth,  there 
results  an  actual  stunting,  the  vital  organs  remain 
undersized,  and  the  length  of  the  body  is  lessened. 

Blanton  reports  a study  made  in  Trier,  Ger- 
many, during  the  World  War  as  to  the  effect  of 
malnutrition  in  children  as  follows : “While  the 
percentage  of  stuttering,  stammering  and  other 
speech  defects  did  not  increase,  there  was  a 
marked  increase  in  poor  lisping,  slurring  of 
speech,  due  to  retardation  or  interference  of  the 
fine  coordinations  necessary  for  good  speech.” 
Specific  changes  noted  were,  a lack  of  nervous  and 
physical  energy,  inattention,  poor  and  slow  com- 
prehension, poor  memory,  and  a general  restless- 
ness. 

Poverty  is  not  always  the  cause  of  malnutrition. 
It  is  the  function  of  the  physician  to  determine  the 
various  causes.  Erequently,  these  may  be  found 
to  be  physical  defects  or  inflammatory  processes, 
such  as  adenoids  and  diseased  tonsils,  or  over- 
fatigue, rather  than  lack  of  food.  Over-fatigu- 
ing is  perhaps  one  of  the  most  important.  The 
constantly  increasing  activities  and  interests  of 
present  day  life  frequently  exhaust  the  energy  of 
the  child.  In  addition  to  those;  we  should  look 
for  faulty  food  habits,  as  well  as  improper  food. 

Dr.  C.  E.  Winslow,  professor  of  public  health, 
Yale  Medical  School,  states  that  defects  of  hear- 
ing are  less  common  than  defects  of  vision,  but 
are  obviously  of  peculiar  importance  in  relation 
to  school  work  and  demand  immediate  and  serious 
consideration  because  of  the  acute  nature  of  the 
trouble  which  is  frequently  involved.  This  state- 
ment pertains  to  cases  that  are  not  congenital.  Dr. 
H.  Marshall  Taylor,  in  1933,  presents  a study  of 
the  prenatal  influence  of  the  use  of  quinine  ad- 
ministered during  labor.  He  cites  the  following: 
A multipara  brought  her  four  year  old  child  to  me 
with  the  following  history.  The  child  had  previ- 
ously been  examined  by  various  otologists,  all 
making  a diagnosis  of  a complete  nerve  deafness. 
My  examination  showed  a normal  external  ear, 
the  drum  membrane  showed  the  usual  light  re- 
fle.x,  no  retraction,  no  displacement  of  the  umbo 
or  malleus.  The  vestibular  responses  with  the 
whirling  and  caloric  tests  were  normal.  The 
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child’s  general  physical  appearance  showed  every 

• evidence  of  health,  all  reflexes  and  gait  normal. 
A negative  Wassermann  test  of  the  blood  of  the 
father,  mother  and  child  was  obtained,  and  there 
was  a negative  history  of  any  family  deafness  and 
consanguinity.  The  mother  stated  that  she  had 
previously  given  birth  to  three  perfectly  healthy 
children,  after  normal  labors.  With  the  last 
child,  after  four  hours  of  labor,  her  ]ihysician 
gave  her  castor  oil,  followed  by  three  ten  grain 
doses  of  quinine  given  an  hour  apart.  Three 
hours  later  she  was  delivered  of  a six  pound  boy. 
Half  an  hour  after  the  second  dose  of  quinine, 
the  mother  stated  that  she  complained  of  a .severe 
headache,  a roaring  in  her  ears,  a severe  itching, 
and  she  described  a breaking  out  on  her  face,  chest 
and  extremities  of  large  purplish  swelling;  in 
other  words,  an  urticaria.  The  mother  stated  that 
her  deafness  persisted  for  some  six  weeks,  other- 
wise her  convalescence  was  normal. 

Dr.  Taylor  quotes  King  and  Callhour  as  re- 
porting cases  of  fatal  deaths  caused  hy  the  use 
of  ten  grains  of  quinine,  and  presents  evidence 
secured  by  other  authorities  that  quinine  is  found 
in  the  urine  of  the  fetus  six  to  twelve  hours  after 
the  last  dose  was  administered  to  the  mother.  He 
states  that  King  has  also  found  quinine  in  the 
brain  of  the  fetus  in  appreciable  quantities. 
Knowing  this  to  be  so,  and  since  Politzen  has 
shown  that  quinine  has  a predilection  for  the 
auditory  nerve  and  that  subjective  noises  and 
deafness  take  place  in  from  one  to  two  hours 
after  the  injections,  is  that  not  a field  that  de- 
mands consideration,  and  is  not  our  lack  of 
sufficient  information  frequently  a contributing 
. cause  of  congenital  deafness? 

The  svmptoms  of  abnormal  conditions  of  the 
organs  of  hearing  are  earache  or  discharge  from 

• the  ear  and  defective  hearing.  The  cause  may 
It  sometimes  be  extremely  simple,  such  as  the  ]>res- 
n ence  of  hardened  wax  in  the  outer  ear.  More 

serious  types  are  usually  due  to  conditions  of  in- 
le  flammation  in  the  middle  ear.  which  is  usually 
e-  due  to  infection  with  bacteria  which  have  entered 
If-  through  the  eustachian  tube  from  the  nose  and 
oi  throat.  Such  infections  are  very  dangerous,  and 
d-  nay  prove  fatal  if  neglected.  Any  severe  earache 
hat  continues  for  more  than  twelve  hours  should 
)e  reported  to  a physician.  Frequently,  there  is  a 
vi-  lirect  relationship  between  diseased  tonsils  and 
all  idenoids  and  defects  of  hearing,  because  thev 
■N  "urnish  a continuous  source  of  direct  infection  and 
■ar.|il.sn  tend  tf)  lower  the  vital  resistance  of  the  child, 
re-i  Of  course,  diseased  tonsils  and  adenoids  are 
nliol  )ut  one  of  many  possible  causes  of  defects  of 
the  learing.  Dr.  Shambaugh,  under  the  auspices  of 
Tht  he  National  Research  Council,  reports  a study 


made  of  5,348  children,  listing  3,334  as  con- 
genitally deaf.  Of  the  remaining  2,014,  who  had 
accjuired  deafness,  it  was  found  that  1,234  or  61 
per  cent  had  acquired  it  before  they  were  three 
years  of  age.  According  to  this  report,  very  few 
become  deaf  between  the  ages  of  ten  to  twenty 
years.  This  report  lists  as  frequent  causes  of 
deafness,  meningitis,  measles,  scarlet  fever  and 
influenza.  It  also  indicates  the  results  of  inter- 
marriage. In  146  cases  of  congenital  deafness, 
the  parents  were  first  cousins ; in  ninety  cases,  the 
parents  were  second  cousins  ; in  thirty-seven  cases, 
third  cousins;  and  in  twenty  cases,  fourth  cousins. 

endocrine  glands 

Until  recently,  the  importance  of  the  endocrine 
glands  in  building  general  health,  a balanced 
personality  and  efficient  sense  organs  was  not 
given  adequate  recognition.  Dr.  Clendenning  tells 
us  that  definite  facts  about  these  structures  were 
learned  first  from  their  diseases.  It  was  observed 
that  frequently,  a swollen  thyroid  gland  was  ac- 
companied by  staring  eyes  and  a general  tremor 
of  the  muscles  with  a reflex  pulse  rate.  In  cer- 
tain children  where  the  thyroid  gland  was  lacking, 
normal  growth,  both  physical  and  mental  failed 
to  take  place.  In  1886,  a French  scientist  dis- 
covered that  in  tumors  of  the  pituitary  gland,  an 
enormous  overgrowth  of  bone  occurred,  produc- 
ing so-called  giants.  Since  then,  we  have  de- 
termined, in  general,  that  the  endocrine  glands 
are  directly  related  to  growth,  nutrition,  sex,  gland 
secretion  and  involuntary  muscle  control.  This 
being  true,  is  it  not  possible -that  more  research 
will  show  further  relationship  between  these 
glands  and  the  sense  defects  of  children  ? Know- 
ing as  we  do  today,  the  effect  of  the  thyroid  gland 
upon  the  eye  and  involuntary  muscle  control, 
should  not  the  endocrine  glands  receive  more  at- 
tention as  a possible  contributing  cause  in  some 
cases  of  defects  of  vision. 

In  a general  way,  I have  endeavored  to  indicate 
a few  of  many  indirect  contributing  causes  of 
sense  defects  of  children.  Of  course,  there  are 
other  causes,  too  numerous  to  mention,  such  as 
those  resulting  from  adverse  prenatal  conditions 
that  are  hereditary  and  congenital.  Summed  up. 
it  is  well  for  us  to  remember  the  importance  of 
the  central  nervous  system  and  in  considering  the 
problems  of  sense  defects,  include  any  and  all  pos- 
sible contributing  causes  that  may  be  related  to 
it.  Dr.  Clendenning  emphasizes  its  importance 
when  he  says  “without  it  we  should  be  sensitive, 
sightless,  srmndless  and  motionless  masses  of  mul- 
tiplying protoj)lasm.’’ 

In  a more  objective  way,  let  us  now  consider 
briefly  some  sj)ecific  problems  of  sense  defects 
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of  children.  The  regular  and  systematic  examina- 
tions of  school  children  by  school  physicians  which 
is  now  commonly  carried  on  in  many  school  sys- 
tems, have  given  us  a clear  idea  of  the  prevalence 
of  physical  defects  among  children  and  the  types 
that  are  common.  Among  the.se  are  defects  of 
teeth,  eyes,  hearing,  posture,  ton.sils,  adenoids, 
swollen  glands,  speech  defects  and  various  forms 
of  nervous  instability,  all  of  which  may  be  direct 
or  indirect  contributing  causes  in  the  ]irohlem  of 
sense  defects  of  children. 

Brevity  makes  it  necessary  to  confine  our  dis- 
cussion to  only  a few  of  these,  namely  defects  of 
sight  and  hearing.  Defects  of  vision  are  fre- 
quently not  noticed  among  very  young  children, 
but  the  increase  during  the  period  of  school  life 
and  the  general  results  upon  the  health,  haiqiiness 
and  school  standing  of  the  child  are  .serious  and 
far-reaching.  Headache,  abnormal  fatigue  and 
nausea  are  frequently  the  results  of  the  attempt  of 
the  child  to  read  and  study  with  uncorrected  de- 
fects of  vision.  If  eye.strain  continues,  the  eyes 
often  become  inflammed  and  laden  with  crusts. 
1 cannot  urge  too  strongly,  the  importance  of  pro- 
viding relief,  hecau.se  if  neglected,  the  stooping 
and  strained  position  adopted  by  the  sufferers  in 
the  eflfort  to  see  clearly,  will  produce  abnormalities 
of  posture  and  comjilexes  that  lead  to  an  unbal- 
anced emotional  nature.  Neither  teachers,  pupils 
or  parents  should  ever  react  toward  the  child  with 
defects  of  vision  in  any  way  that  suggests  the 
knowledge  that  he  is  different  from  other  normal 
children. 

It  is  hard  to  convince  parents  that  their  children 
need  attention.  Often  they  refuse  to  heed  the 
advice  of  the  physician,  because  they  do  not  wish 
to  mar  the  beauty  of  the  child  by  having  him  wear 
glasses,  or  because  symptoms  not  being  obvious, 
they  doubt  the  diagnosis  of  the  dixitor.  In  this 
respect  we  must  carrv  on  educational  work  among 
parents,  until  they  realize  that  every  child  who  has 
habitually  sore  eyes,  inflamed  eyes,  or  eyelids,  who 
.squints  or  blinks,  whose  eyes  ache  in  strong  light, 
who  suffers  from  headache,  who  cannot  read 
writing  on  the  blackboard  easily,  who  must  hold 
a book  less  than  one  foot  or  more  than  fifteen 
inches  from  the  face,  or  who  must  hold  the  head 
in  an  abnormal  position  when  reading,  should  be 
promptly  examined  by  a competent  physician. 

HEART  DISEASES  IN  WORKMEN’S 
COMPENSATION  LITIGATION* 

Kurt  Garve,  Attorney,  Los  Angeles,  California 
Member  of  California  Bar 

The  crushed  body  of  one  of  defendant  com- 
pany’s drivers  was  found  within  the  line  of  trail 

♦ Condensed  from  Temple  Law  Quarterly,  vol.  VIII,  No.  4, 
lupe,  1934. 


made  b\-  the  wheels  of  the  automobile  operated 
by  decedent.  He  had  been  run  over  by  his  own 
truck.  An  autopsy  disclosed  that  the  deceased  had 
been  afflicted  with  chronic  myocarditis  of  long 
standing.  Physicians  testified  that  this  condition 
was  one  which  might  at  any  time  cause  the  victim 
to  faint,  or  cause  sudden  death,  while  the  patient 
might  not  know  that  there  was  anything  wrong 
with  him.  It  was  the  defendant’s  contention  than 
an  attack  of  heart  failure  due  to  natural  causes 
afforded  the  only  rational  explanation  of  the  loss 
of  control  of  the  truck  and  the  falling  from  the 
seat.  The  commission,  however,  found  that  the 
deceased  had  come  to  his  death  by  reason  of  his 
employment,  because  on  the  morning  of  the  ac- 
cident, he  had  apparently  been  in  excellent  health 
and  in  good  spirits.  The  case  was  appealed. 

Judging  from  the  reasoning  of  the  commission 
it  seems  that  apparent  good  health  prior  to  an 
accident  raises  the  presumption  of  an  industrial 
calamity  rather  than  that  of  culmination  of  the 
pre-existing  disorder  from  natural  causes,  pro- 
vided there  is  some  evidence  that  the  injury  was 
sustained  not  only  during  the  working  hours,  but 
also  by  reason  of  the  work,  and  that  the  pre- 
accidental ailment  had  been  aggravated  thereby. 
Commanding  top  wages,  raises  in  .salary  just  prior 
to  the  fortuity,  steadily  working  for  the  same  em- 
ployer over  a period  of  years  and  without  inter- 
ruptions, examinations  hy  company  doctors  and 
being  found  healthy  before  entering  upon  the  em- 
ployment, taking  out  life  insurance  at  about  the 
time  of  the  accident,  and  other  items  may  be  of 
value  in  fastening  liability  upon  the  employer. 
The  closer  in  time  to  the  industrial  misfortune 
the  fact  of  apparent  good  health  is  found,  the 
greater  the  persuasiveness  of  the  emplovment 
har  ing  disabled  the  workman.  Even  the  conceded 
existence  of  a pre-accidental  infirmitv  is  not  in- 
compatible with  apparent  good  health.  Slight  de- 
fects tend  to  negate  non-compensability.  Eurther- 
more,  the  infirmity  may  not  have  interfered  with 
the  emjiloyment.  A compensable  aggravation 
may  be  found  to  exist  where  because  of  medical 
treatments,  or  natural  remissions,  a progressive 
heart  disease  has  become  temporarily  stationary, 
or  improved,  at  least  for  a reasonably  .short  time 
before  tbe  accident  happened. 

The  absence  of  an  industrial  vulnerating  force, 
likely  to  cause  death,  or  disability,  is  in  principle 
fatal  to  an  award  in  favor  of  the  claimant,  since 
the  circumstances  point  directly  to  the  culmination, 
independent  of  the  employment,  by  the  heart 
disea.se.  Insufficiency  of  strength  of  penetration 
into  the  territory  of  the  heart  trouble  by  the  in- 
dustrial vulnerating  force  is  also  a ground  for 
refusing  compen.sation.  Here,  the  issue  often 
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turns  about  industrial  accident,  physical  deprecia- 
tion of  the  employee’s  body,  and  culmination,  un- 
connected with  the  employment,  of  the  ailment. 
W’here  disability  or  death  could  also  have  cKCurred 
at  any  time  from  wear  and  tear  or  from  natural 
causes,  irrespective  of  the  workman’s  duties,  the 
amount  of  time  elapsed  between  the  attack  of  the 
alleged  industrial  traumatic  force  and  the  subse- 
quently appearing  disability,  is  a yardstick  used  by 
the  judiciary.  The  interval  of  time  between  cause 
and  effect  may  have  been : 

1.  Comparatively  long — There  were  no  outward 
manifestations  of  any  disability  due  to  heart 
disease  during  the  span  of  time  elapsed. 

2.  Comparatively  short — 

a.  There  is  nothing  to  suggest  disability. 

I).  The  full  clinical  picture  of  heart  failure 
manifests  itself  instantaneously,  or  nearly 
j so,  after  the  trauma  has  ceased  to  act. 

c.  The  picture  is  filled  with  some  signs  of  sick- 
ness, not  amounting  to  disability. 

! Possibilities  1 and  2a  are  judicially  interpreted 
as  evidence  of  insufficiency  of  the  vulnerating 
force  and  of  recuperation.  The  lapse  of  time 
makes  causal  connection  with  the  employment  too 
speculative  to  warrant  compensation.  Possibility 
2b,  on  the  other  hand,  leads  often  to  the  conclu- 
. sion  of  an  industrial  aggravation — injury.  The 
' suddenness  of  death,  for  instance,  points  to  a 
comparatively  strong  traumatic  influence  upon  the 
heart,  which  prior  to  the  accident,  had  been  aj)- 
i parently  in  fairly  good  condition.  While  there 
exists  contemporaneousness  of  an  industrial  force 
and  of  a natural  cause,  the  claimant  is  given  the 
I benefit  of  the  doubt.  Compensation  is  awarded. 
Possibility  2c,  finally,  has  been  found  not  to 
justify  comjiensation.  The  vulnerating  force 
, could  not  have  been  more  than  mere  wear  and 
tear  of  the  employee’s  body ; in  the  eyes  of  many 
courts  an  inevitable  hazard  which  the  workman, 
while  engaged  in  industrial  enterpri.ses,  must  bear 
without  monetary  recovery  just  as  the  employer 
does  in  regard  to  his  resources.  The  injury  is 
rather  occupational  than  accidental. 

1 Of  the  different  categories  of  accidents  the 
“falls”  needs  some  special  attention.  Signs  of 
ff)rewarnings,  existing  just  prior  to  the  fall,  a 
[ tightening  ojipressive  sensation,  an  unusually 
marked  feeling  of  weakness,  or  of  imjx*nding  dis- 
solution, indicate  that  the  fall  was  not  industrial 
I in  character,  but  rather  due  to  natural  causes. 
\’ice  versa,  the  ab.sence  of  premonitions  at  that 
moment  makes  the  accident  somewhat  more  likely. 
In  addition,  outcries  and  attem])ts  of  the  victim 
during  the  fall  to  save  himself,  or  to  break  the 
force  of  the  fall,  supj)ort  the  inference  that  the 


employee  was  conscious  during  the  events,  and 
that  the  fall  occurred  by  reason  of  his  duties. 

Mental  excitement  may  constitute  an  industrial 
traumatic  foi'ce,  if  the  cause  of  the  mental  dis- 
turbance is  uncommon.  Vice  versa,  causes  of 
excitement  of  common  occurrence  in  the  victim’s 
employment,  do  not  lead  to  compensability,  par- 
ticularly when  normal  activities  have  been  taken 
up  after  the  excitement  has  stopped ; but,  the  com- 
bination of  some  other  industrial  force  with  ex- 
citement due  to  common  occurrence  will  justify 
and  award.  The  “time  principles,”  discussed 
above,  must  be  applied. 

In  cases  of  overexertion  the  controversv  of  ac- 
cident, culmination  indeiiendent  of  employment, 
and  depreciation  reach  the  peak  of  intensity. 
Overexertion  is,  of  course,  compensable ; but  what 
is  overexertion?  The  pivotal  point  is  the  adapt- 
ability of  the  heart  to  the  suddenly  changing  de- 
mands upon  its  pumping  power,  actual  and  re- 
serve, and  its  ability  to  cope  with  the  extra  amount 
of  work  so  that  no  damage  ensues.  Two  categor- 
ies of  cases  suggest  themselves.  Where  strain  is 
unusual,  the  disability,  or  death,  is  due  to  the  em- 
ployment. Attempting  to  lift  an  object  weighing 
about  6,000  pounds  entitles  the  claimant  to  an 
award  for  fatal  heart  failure ; but,  where  the 
workman  has  performed  the  same  task  prior  to 
his  alleged  overexertion  without  visible  damage  to 
the  heart,  no  more  than  mere  wear  or  tear  might 
reasonably  be  assumed  to  exist  in  many  cases.  Yet. 
it  cannot  be  denied  that  under  such  circumstances 
an  undue  amount  of  reserve  pumping  power  has 
been  drained  so  that  the  fatality  occurs  at  a date 
earlier  than  in  a situation  of  mere  phvsical  de- 
preciation. The  concept  of  phvsical  wear  and  tear 
being  so  relative,  courts  have  rendered  upon  al- 
most identical  sets  of  facts,  decisions  which  are 
irreconcilable. 

-So  far  the  discussion  has  dealt  with  conditions 
of  the  heart  in  which,  because  of  the  advanced 
state  of  some  peculiar  jiathology,  a sudden  death 
has  been  likely  to  occur  at  any  time  and  indey)end- 
ently  of  the  emj)loyment.  In  certain  clas.ses  of 
after  effect  aggravations,  however,  the  principles 
so  far  develoj)ed  receive  a greater  elasticity  of  in- 
terj)retation.  Where,  for  instance,  decomnensa- 
tion  is  an  issue,  the  industrial  vulnerating  influence 
mav  not  become  manifest  at  once.  The  attack  of 
the  vulnerating  force  is  seemingly  over.  .An  in- 
jury other  than  to  the  heart  is  conceded  bv  the  in- 
surer. .As  a general  rule,  remoteness  in  time 
creates  the  inference  of  remoteness  in  cause  be- 
cause of  the  probability  of  recuperation.  This 
assumption,  however,  is  not  justified  when  heart 
trouble  api)cars,  or  reaj)pears,  soon  after  the 
injurv  was  inflicted.  Thus,  a “fall-overexertion” 
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accident  has  been  held  to  have  caused  a compen- 
sable decompensation  of  the  heart  which  prior  to 
the  accident  had  been  apparently  adjusted  by 
nature’s  way.  However,  even  if  a heart  disease 
manifests  itself  a considerable  time  after  the  ac- 
cident, compensability  cannot  safely  be  excluded 
in  all  cases.  Recuperation  is  marked  by  the 
normal  progress  of  healing  and  by  freedom  from 
complications  likely  to  affect  the  heart ; but,  if 
there  are  intrinsic  causes,  complications  not  due 
to  outside  influences,  the  chain  of  proximate 
causation  is  not  interrupted,  since  recuperation 
does  not  exist.  Close  confinement,  continuous 
lack  of  improvement,  toxic  conditions,  burn-com- 
plications, blood  poisoning,  autointoxication,  and 
so  on,  while  hidden  perhaps  for  a long  time,  ex- 
clude nevertheless  non-liability  of  the  employer. 

To  come  back  to  the  opening  case.  Upon  appeal 
to  the  Supreme  Court  the  award  was  sustained 
upon  the  ground  that  excitement,  or  strain,  or 
both,  incidental  to  the  driver’s  duties  while  operat- 
ing his  truck,  may  at  first  have  caused  heart  fail- 
ure after  which  the  fall  and  death  resulted  as 
probable  and  natural  consequences. 

2008  West  Seventh  Street. 


REGIONAL  ILEITIS 

WITH  CASE  REPORT 

W.  L.  Downing,  M.D.,  and  C.  V.  Allen,  M.  D., 
Le  IMars  Clinic,  Le  Mars 

Regional  ileitis  is  a nonspecific  inflammation  of 
the  terminal  ileum  and  its  mesentery,  of  unknown 
etiology,  but  with  definite  pathology  and  a typical 
clinical  course.  The  condition  was  first  described 
in  detail  by  Crohn,  Ginzburg  and  Oppenheimer'^ 
in  1932.  Cases  had  been  reported  previous  to  this 
time,  but  the  lesion  was  confused  with  hyper- 
plastic tuberculosis  of  the  ileum,  actinomycosis 
and  other  infectious  granulomata  of  the  small 
intestine.  Since  its  excellent  description  by  these 
authors,  many  cases  have  been  reported  and  it 
must  always  be  considered  as  a diagnostic  pos- 
sibility in  intestinal  diseases.  About  ten  or  twelve 
cases  are  seen  each  year  at  The  Mayo  Clinic. 

PATHOLOGY 

Regional  ileitis  is  an  inflammatory  process 
usually  beginning  just  oral  to  the  ileocecal  valve. 
The  primary  lesions  are  apparently  oval  mucosal 
ulcerations  about  one  centimeter  in  diameter.  Oc- 
casionally these  ulcers  are  found  in  late  cases 
jiroximal  to  the  main  hypertrophic  mass.  The 
cecum  is  not  involved  and  the  terminal  few  inches 
of  the  ileum  are  often  normal.  In  the  acute  stage 
the  terminal  ileum  is  thickened  and  edematous. 


the  serosa  is  blotchy  red  and  may  be  covered  by  a 
fibrinous  exudate.  The  mesentery  is  greatly 
thickened  and  contains  numerous  hyperplastic 
lymph  nodes.  At  this  stage  the  mucosa  is  gran- 
ular and  superficial  ulcers  are  common.  The  lumen 
of  the  ileum  is  slightly  narrowed  in  the  acute 
stage. 

The  disease  is  progressive  and  in  the  majority 
of  cases  the  inflammation  progresses  into  various 
stages  of  chronic  inflammation.  The  length  of  the 
ileum  involved  in  regional  ileitis  varies  up  to 
twenty  or  thirty  centimeters  or  more,  the  lesion 
usually  terminating  sharply  at  or  just  proximal 
to  the  ileocecal  valve  where  the  most  advanced 
pathology  is  usually  found.  The  ileum  in  the 
chronic  stage  is  greatly  thickened,  a mass  is  usual- 
ly palpable  and  its  wall  is  firm,  thick  and  inelastic. 
The  submucosal  and,  to  a less  degree,  the  muscular 
layers,  show  hyperplastic  and  exudative  changes 
and  small  linear  ulcers  are  common  on  the  mes- 
enteric side.  The  lumen  of  the  ileum  is  greatly 
narrowed  and  the  ileum  proximal  to  the  lesion  is 
hypertrophied  and  dilated. 

In  the  still  more  advanced  stage  the  exudative 
reaction  is  replaced  by  a fibrostenotic  process. 
Obstruction  becomes  almost  complete  and  the 
ileal  mucosa  is  atrophic.  At  this  stage  perfora- 
tion into  neighboring  viscera  is  common,  the 
sigmoid,  cecum  and  abdominal  wall  being  most 
frequently  involved,  resulting  in  intractable  fist- 
ulas. Regional  ileitis  is  occasionally  associated 
with  inflammatory  lesions  in  the  jejunum  and 
colon.  In  an  experience  with  sixty  cases  of  ileitis, 
Crohn  and  Rosenak^  have  recently  reported  nine 
complicated  by  simultaneous  inflammatory  and 
ulcerative  colitis.  They  state  that  these  cases  with 
multiple  involvement  of  the  colon  and  ileum  have 
neither  the  clinical  picture,  the  pathologic  lesion, 
or  the  same  medical  or  surgical  treatment  as 
regional  Ileitis.  They  believe  the  ileitis  to  be  the 
dominant  factor.  Brown  and  Bargen^  have  also 
found  segments  of  the  iejunum,  ileum  and  colon 
involved  in  regional  ileitis. 

MICROSCOPIC  FINDINGS 

Micro.scopically,  no  specific  features  are  to  be 
found  in  regional  ileitis.  All  degrees  of  acute, 
subacute  and  chronic  inflammation  are  present 
with  varying  predominance  of  polymorphonu- 
clears,  round  cells,  plasma  cells  and  fibrous  tissue. 
All  layers  of  the  ileum  are  involved,  the  submu- 
cosa showing  most  marked  changes.  The  mucosa 
shows  atrophy  and  ulceration  and  there  is  a loss 
of  glandular  elements.  In  the  late  stage  the  in- 
flammatory reaction  is  more  focal,  these  areas  in 
the  serosa  grossly  resemble  tubercles.  Giant  cells 
are  numerous  in  manv  cases  but  are  not  an  essen- 
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tial  feature.  Often  vegetable  cells  entrapped  in 
ulcers  become  encapsulated  in  the  wall  by  fibrous 
tissue.  No  bacteria  are  found  in  the  wall  of  the 
ileum  or  the  mesenteric  nodes  by  any  method  of 
study,  but  Felsen  of  New  York  believes  ileitis  to 
be  a manifestation  of  bacillary  dysentery. 

CLINICAL  FEATURES 

Regional  ileitis  usually  aflfects  young  adults,  the 
ages  of  ten  to  forty  years  being  most  common. 
Males  predominate  two  to  one.  Four  clinical 
groups  of  ileitis  are  recognized,  the  groups  being 
indicative  of  the  progressive  inflammatory  process. 

The  most  acute  stage  is  that  of  acute  intra- 
abdominal inflammation.  This  stage  clinically 
often  cannot  be  differentiated  from  acute  appen- 
dicitis. The  chief  symptoms  and  findings  are 
generalized  colicky  pains  and  tenderness  in  the 
right  lower  abdominal  quadrant.  A history  of 
cramps  at  intervals  for  one  to  two  months  can 
often  be  elicited  and  the  symptoms  are  usually  of 
longer  duration  than  those  of  acute  appendicitis. 
A fever  of  100  to  103  degrees  is  common,  the 
leukocyte  count  is  elevated,  vomiting  and  occa- 
sionally diarrhea  are  present  and  in  some  cases  a 
mass  can  be  palpated  in  the  right  lower  abdominal 
quadrant.  At  operation  some  clear  free  fluid  is 
present  in  the  peritoneal  cavity  and  the  appendix 
is  found  normal. 

The  second  stage  is  that  with  symptoms  of 
ulcerative  enteritis.  The  patient  complains  of 
lower  abdominal  pain  and  diarrhea  with  loose 
stools  containing  mucus,  pus  and  blood.  The 
temperature  is  rarely  above  100  degrees,  the  pa- 
tient shows  mild  anemia  and  loss  of  weight  and  a 
firm,  movable,  tender  mass  can  usually  be  felt  in 
the  right  lower  quadrant.  The  duration  of 
symptoms  varies  from  several  months  to  a year 
or  two. 

The  third  or  stenotic  stage  is  the  most  com- 
mon, and  symptoms  are  usually  present  from  one 
to  two  vears,  consisting  of  evidences  of  subacute 
intestinal  obstruction.  The  findings  are  cramps, 
vomiting,  distention,  visible  peristalsis,  firm  mass 
in  right  lower  quadrant,  anemia  and  loss  of 
weight.  Fistulous  communications  may  be  pres- 
ent at  this  stage. 

The  fourth  clinical  group  is  that  of  persistent 
fistulas.  These  may  communicate  with  the  ab- 
dominal wall  or  a neighboring  viscus,  chiefly  the 
sigmoid  or  the  cecum.  These  intractable  fistulas 
result  from  the  drainage  of  abscesses,  secondary 
to  perforations  of  the  ileum,  into  the  mesentery 
or  peritoneal  cavity. 

X-RAY  FINDINC.S 

In  regional  ileitis  the  colon  as  visualized  by  a 
barium  enema  is  normal  unless  deformities  due 


to  fistulas  are  present.  If  barium  is  given  orally 
the  disease  is  characterized  by  the  distended  loops 
of  the  terminal  ileum  w’ith  a fluid  level  and  by  de- 
formity and  narrowing  of  the  ileum.  The  delay 
in  motility  is  often  overlooked  unless  films  are 
taken  every  hour. 

DIFFERENTIAL  DIAGNOSIS 

In  the  differential  diagnosis  of  regional  ileitis 
the  diseases  most  to  be  considered  are ; acute  ap- 
pendicitis, nonspecific  ulcerative  colitis,  ileocecal 
tuberculosis,  lymphosarcoma,  sarcoma,  Hodgkin’s 
disease,  actinomycosis  and  carcinoma.  Many 
cases  of  regional  ileitis  were  formerly  confused 
with  hyperplastic  ileal  tuberculosis. 

THERAPY 

The  medical  treatment  of  regional  ileitis  is 
palliative  and  supportive  only.  While  a few  early 
cases  have  been  diagnosed  by  x-ray  or  by  laparo- 
tomy, and  the  patients  have  recovered  without 
surgical  intervention,  the  majority  progress  to  the 
advanced  stenotic  and  obstructive  phase.  The 
most  satisfactory  treatment  is  surgical  resection 
of  the  diseased  segment  and  since  the  disease  is 
benign  the  majority  of  patients  make  a complete 
recovery  following  resection.  The  best  surgical 
procedure  is  division  of  the  ileum  well  above  and 
below  the  diseased  area,  the  turning  in  of  the  ends 
and  a side  to  side  anastomosis  of  the  ileum  to  the 
transverse  colon  or  to  the  ascending  colon,  the 
latter  being  preferable  in  that  no  blind  loop  of 
colon  remains.  A second  surgical  procedure  is 
a short  circuiting  anastomosis  of  the  ileum  to  the 
transverse  colon  without  resection  of  the  diseased 
segment.  However,  the  lesion  may  not  heal  and 
symptoms  may  continue.  Occasionally  a two 
stage  operation  is  indicated  with  short  circuiting 
and  later  resection  of  the  diseased  area,  if  the 
patient’s  condition  does  not  justify  a more  radical 
procedure. 

The  following  case  recently  came  under  our  ob- 
servation. The  patient  was  a white  male,  twenty- 
five  years  of  age,  married,  by  occupation  a dairy- 
man. His  past  history  revealed  no  serious  ill- 
nesses, and  no  acute  abdominal  attacks.  For 
about  four  weeks  before  admission  the  patient  had 
abdominal  cramps  at  intervals,  the  pain  lasting 
from  several  minutes  to  three  hours.  He  did  not 
vomit,  his  bowels  were  regular  and  the  stools  nor- 
mal. Three  days  before  admission  he  had  cramp- 
like pain  in  his  epiga.strium  with  nausea,  but  no 
vomiting.  After  a few  hours  the  pain  localized 
in  his  right  lower  abdominal  quadrant  but  gradu- 
ally subsided.  Eighteen  hours  before  admission 
he  had  right  lower  quadrant  pain  with  some  sore- 


208 


Journal  of  Iowa  State  Medical  Society  April,  1936 


ness.  The  pain  and  tenderness  persisted  and  be- 
came more  severe  before  he  entered  the  hospital 
on  iNIarch  15,  1935. 

Examination  showed  a well  developed  and  nour- 
ished male  in  good  condition.  His  temperature 
was  98  degrees,  pulse  84,  and  respirations  18.  His 
leukocyte  count  was  14,300  and  the  urine  was  nor- 
mal. His  general  physical  examination  was  nega- 
tive. The  abdomen  showed  direct  and  rebound 
tenderness  in  the  right  lower  quadrant,  maximum 
at  IMcBurney's  point,  with  rigidity  but  no  mass. 
Peristalsis  was  active  and  the  rectal  examination 
was  normal.  A diagnosis  of  acute  appendicitis 
was  made. 

At  operation  a moderate  quantity  of  serosau- 
guinous  fluid  was  ]iresent  in  the  peritoneal  cavity. 
The  tip  of  the  ajipendix  was  bulbous  and  its  serosa 
red.  The  terminal  ileum  from  aliout  eight  centi- 
meters jiroximal  to  the  ileocecal  valve  was  en- 
larged for  a distance  of  fifteen  centimeters.  Its 
serosa  was  red,  rough  and  granular  and  some 
fibrin  exudate  was  present.  The  mass  was  about 
five  centimeters  in  diameter  and  the  ileal  wall  was 
thick  and  firm.  The  ileum  above  the  lesion  was 
not  dilated  or  hypertrophied.  The  colon  was  nor- 
mal. The  mesentery  of  the  terminal  ileum  was 
edematous  and  the  nodes  hvjierplastic.  1 he  in- 
volved segment  of  ileum  was  resected  between 
clanqxs  well  away  from  the  diseased  area.  The  dis- 
tal end  was  turned  in  and  the  oblique  proximal 
end  was  anastomosed  to  the  ascending  colon  by 
an  end  to  side  technic.  An  enterostomy  was  done 
about  twenty- four  centimeters  above  the  anasto- 
mosis and  the  tube  was  brought  out  through  the 
omentum  and  a stab  wound.  Tbe  ajipendix  was 
also  removed. 

On  cut  section  the  ileal  wall  was  fifteen  centi- 
meters in  circumference  and  one  and  one-half  cen- 
timeters in  thickness.  The  wall  was  firm  and 
resistant.  The  mucosa  was  edematous  and  con- 
tained numerous  elevated  areas  about  two  or  three 
millimeters  in  diameter.  One  small  superficial 
ulcer  was  present  on  the  mesenteric  side.  A mi- 
croscopic study  showed  an  inflammatory  exudate 
involving  all  layers  of  the  ileum.  The  wall  was 
edematous  and  infiltrated  with  polymorphonuclear 
and  round  cells.  No  giant  cells  were  found.  The 
diagnosis  was  regional  ileitis  of  the  first  clinical 
grou]). 

The  postojierative  course  was  uneventful.  He 
had  moderate  fever  and  vomiting  for  forty-eight 
hours  and  some  distention.  Drainage  was  free 
from  the  enterostomy  tube  which  was  removed  on 
the  fifth  day.  The  fistula  was  closed  by  the  tenth 
day  and  the  patient  was  discharged  from  the  hos- 
pital on  the  fourteenth  day.  Aside  from  a small 


wound  abscess  which  developed  soon  after  dis- 
missal he  has  been  entirely  well  since. 
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CLINICAL  NOTES  FROM  THE 
COLLEGE  OF  MEDICINE 


ACOUIRED  STRICTURE  OF  THE  MALE 
URETHRA 

R.  H.  Flocks,  M.D.,  Iowa  City 
From  the  Department  of  Urology 

Urethral  stricture  in  the  male  is  seen  so  fre- 
quently in  office  jiractice  that  its  true  significance 
and  serious  consequences  may  possibly  be  over- 
looked. Following  a review  of  108  patients  with 
.stricture  observed  at  the  Lhiiversity  Hospitals 
during  the  three  and  one-half  year  period  from 
July  1,  1932,  to  January  1,  1936,  it  became  evident 


Fig.  1.  Large  periurethral  abscess  complicating  a stricture  of 
the  anterior  urethra.  Note  the  marked  constriction  of  the  urethra 
proximal  to  the  abscess.  Reproduced  with  permission  of  the 
Journal  of  Urology. 

that  the  condition  may  not  lie  regarded  lightly, 
and  that  these  patients  require  constant  attention 
for  the  remainder  of  their  lives.  In  other  words, 
a stricture  is  never  cured.  Regular  and  adequate 
'dilatation  of  the  stricture  at  definite  intervals  was 
neces.sary  to  maintain  sufficient  urethral  caliber. 
Where,  for  one  reason  or  another,  adeipiate  dilata- 
tion was  not  carried  out,  distressing  complica- 
tions occurred,  especially  those  associated  with  in- 
fection and  back  pressure.  Sucb  complications, 
namely:  uremia,  infected  bydronepbrosis  and  cal- 
culi, occurred  in  fifteen  of  the  patients. 
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Even  under  adequate  treatment  the  number  and 
variety  of  complications  is  large.  For  example, 
chronic  urethritis  was  present  in  all  of  the  108 
patients.  Small  periurethral  abscesses,  multiplic- 
ity of  the  narrowings  of  the  urethra  and  irregu- 
larities of  the  urethral  lumen  occurred  in  each  of 
eighty-four  patients  with  inflammatory  strictures, 
and  to  a varying  degree,  hut  less  extent,  in  the 
remaining  twenty-four  patients  with  traumatic 
strictures.  Urinary  fistulae  were  jjresent  in 
twenty-five  of  the  entire  group  of  108  patients. 
Large  periurethral  abscesses  occurred  in  twenty 
patients,  uremia  in  nine,  calculi  in  six,  urinary 
extravasation  in  four  and  prostatic  abscess  in  two 
patients.  Four  patients  died  from  infection,  a 


2.  The  status  of  the  bladder,  uretels  and  kid- 
neys must  he  determined.  Is  there  uremia,  in- 
fected hydronephrosis,  or  calculus,  either  renal  or 
vesical  ? 

3.  The  complete  picture  must  he  obtained  not 
only  before  treatment  is  instituted,  hut  also  dur- 
ing its  entire  course  by  repeated  examinations  at 
sufficiently  frequent  intervals,  so  that  changes  in 
the  situation  are  known  definitely  at  all  times. 
(Figure  2.)  Are  the  dilatations  which  the  patient 
is  receiving  sufficient  to  relieve  hack  pressure?  Is 
the  local  infection  minimal,  and  are  iq)per  urinary 
tract  complications  occurring? 

4.  During  the  actual  dilatation  of  the  stricture, 
it  must  he  borne  in  mind  that  infection  is  present 


Fig.  2-a.  Male,  aged  47.  Urethral  stricture  for 
14  years,  resulting  from  Neisserian  infection  6 
years  before.  Intermittent  dilatation  of  stricture 
since  onset  with  gradually  increasing  difficulty 
during  urination.  Note  the  two  stones,  X.  X, 
and  the  stricture,  and  that  the  inflammatory 
process  extends  from  the  membraneous  urethra 
to  just  proximal  to  the  meatus.  The  lumen 
shows  the  characteristic  irregularity  and  fuzzi- 
ness of  an  inflammatory  stricture  and  is  nar- 
rowed markedly  just  distal  to  the  membraneous 
urethra.  The  urethrogram  shows  the  wide  ex- 
tent of  urethral  involvement  and  one  of  the 
complications  of  the  middle  tract,  vesical  cal- 
CU  1U3. 

mortality  rate  of  3.7  ])er  cent.  Therefore,  con- 
.‘'ideration  of  the  associated  pathologic  conditions 
in  the  urethra,  and  in  the  bladder  and  upper  uri- 
nary tracts,  is  of  e.xtreme  importance  in  the  man- 
agement of  ])atients  with  urethral  stricture,  since 
these  are  the  factors  which  determine  morbidity 
and  mortality. 

When  a ])atient  with  an  acquired  stricture  of 
the  urethra  presents  himself,  four  principles  of 
diagnosis  and  treatment  must  be  observed. 

1.  4 he  exact  state  of  the  urethra  and  adjacent 
structures  must  be  known.  'I'he  |)resence  of  small 
IH-riurethral  abscesses,  fistulae,  prostatitis  and 
eiiididymitis  must  be  recognized,  (f  igure  1.) 


Fig.  2-b.  Male,  aged  53.  Prostatic  abscess 
complicating  urethral  stricture  resulting  from 
an  old  gonorrheal  urethritis.  Note  the  large 
portion  of  the  urethra  involved  irregularly,  the 
narrow  communication  with  the  bladder  and 
the  large  dilatation  in  the  region  of  the  pros- 
tate. Filiforms  curled  into  the  abscess  cavity 
during  dilatation  and  the  prostatic  abscess  was 
not  diagnosed  until  urethrograms  were  taken, 
since  it  was  draining  well  into  the  urethra. 
P'igure  2-l>  is  repr(xluced  with  the  i>ermission  of 
the  Journal  of  Urology. 


in  every  ca.se  and  that  obstruction  is  due  in  part  to 
the  associated  inflammatory  process.  Therefore 
methods  of  treatment  which  will  minimize  the 
sjiread  of  infection  and  also  do  away,  if  possible, 
with  some  of  it,  are  indicated. 

In  carrying  out  the  first  jirinciple  of  diagnosis 
and  treatment  outlined  above,  namely,  the  deter- 
mination of  the  exact  state  of  the  urethra  and 
adjacent  structures,  the  urethrogram  has  jiroved 
to  be  of  considerable  value.  The  method  of  ure- 
thrography as  carried  out  in  this  clinic  has  been 
described  in  a previous  report.*  It  consists  essen- 
tially in  the  injection  of  thirty  cubic  centimeters 

•R.  H.  Flockn:  The  rr)ontgen  viKuaiizntion  of  the  posterior 

urethra.  Jour.  Urol.,  xxx:711-736  (December)  U>33. 
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of  an  opaque  medium  into  the  anterior  urethra  and 
the  exposure  of  a roentgenogram  as  the  last  five  to 
ten  cubic  centimeters  are  being  injected.  The 
opaque  medium  consists  of  two  parts:  a base  of 
gum  tragacanth  solution  to  give  any  viscosity  de- 
sired to  the  fluid  mixture,  and  a roentgen  opaque 
material  such  as  skiodan,  hippuran,  lipiodol  or 
sodium  iodide.  Sufficient  opaque  material  should 
be  used  to  give  the  resultant  medium  an  iodine 
concentration  of  ten  per  cent.  The  use  of  oily 
media  is  contraindicated  in  the  presence  of  any 
marked  degree  of  hematuria,  and  sodium  iodide 
even  when  mixed  with  gum  tragacanth  may  prove 
to  be  irritating.  Skiodan  or  hippuran,  however, 
are  quite  satisfactory  for  the  purpose.  During 
the  actual  injection  the  pelvis  is  tilted  laterally, 
with  the  right  side  down,  at  an  angle  of  thirty  to 
forty-five  degrees  with  the  horizontal,  the  right 
thigh  is  flexed  at  an  angle  of  forty-five  degrees 


dilatations  of  the  urethra  are  readily  seen  and, 
therefore,  intelligent  therapy  may  be  planned. 
Abscesses  so  discovered  may  be  drained,  trauma 
during  dilatation  may  be  avoided,  and  one  can  be 
sure  that  false  passages  are  not  being  created. 
Also,  it  is  possible  to  follow  the  progress  of  widen- 
ing of  narrow  areas  and  the  clearing  up  of  irregu- 
larities of  the  urethral  wall.  Figure  3 shows  a 
stricture  involving  the  anterior  portion  of  the 
pendulous  urethra  and  illustrates  the  fact  that  a 
long  portion  of  the  urethra  may  be  involved  more 
or  less  irregularly  by  multiple  strictures.  Such 
multiplicity  with  considerable  irregularity  of  large 
portions  of  the  urethra  is  characteristic  of  chronic 
inflammatory  stricture.  Figure  4 shows  the  sharp 
demarcation  characteristic  of  traumatic  stricture. 
The  remainder  of  the  urethra  is  seen  to  be  quite 
normal,  but  this  is  not  the  case  if  trauma  and  in- 
fection follow  as  a result  of  treatment.  In  that 


Fig.  3-a.  Inflammatory  type  of  stricture. 
Examination  showed  a filiform  stricture  of  the 
anterior  urethra,  but  the  urethrogram  shows 
it  to  be  of  the  inflammatory  type.  Note  that 
more  than  half  of  the  anterior  urethra  is  in- 
volved by  the  process,  as  manifested  by  irregu- 
larity of  the  urethral  lumen. 


with  the  body  and  the  left  thigh  is  extended.  This 
I)osition  is  chosen  in  order  to  obtain  maximum 
visualization  on  the  roentgenogram  of  all  parts  of 
the  urethra  without  overlapping.  The  x-ray  tube 
is  centered  over  the  symphysis.  The  resultant 
urethrogram  gives  a good  visualization  of  the  en- 
tire urethra,  both  anterior  and  posterior,  and  the 
bladder  base. 

Urethrograms  made  by  this  method  were  found 
to  be  valuable  in  the  diagnosis,  treatment  and 
prognosis  of  patients  with  urethral  stricture.  The 
extent,  location  (especially  in  the  case  of  multiple 
strictures)  and  the  nature  of  the  disease  process 
are  well  visualized.  Small  abscesses,  fistulae,  and 


Fig.  3-b.  Inflammatory  type  of  stricture. 

Male,  aged  62,  with  a stricture  of  the  urethra 
resulting  from  an  old  gonorrhea.  Note  the  ir- 
regularities in  the  proximal  portion  of  the  an- 
terior urethra.  The  distal  portion,  although 
uninvolved,  is  not  visualized,  the  narrow  line 
of  opacity  being  the  catheter  through  which 
the  opaque  medium  was  introduced.  Note  in 
particular  the  small  periurethral  abscess  on 
the  ventral  surface  of  the  urethra. 

event  the  urethrogram  resembles  the  picture  seen 
in  any  chronic  inflammatory  type  of  stricture. 

The  status  of  the  bladder,  ureters  and  kidneys, 
the  second  principle  of  diagnosis  and  treatment, 
may  be  determined  in  three  ways.  Plain  roent- 
genograms will  show  stones  and  the  outline  of  the 
kidneys.  Intravenous  pyelograms  will  indicate 
renal  function  and  show  the  presence  of  hydrone- 
phrosis, renal  and  ureteral  anomalies.  Renal  func- 
tion may  be  determined  by  the  blood  chemistn,’, 
phthalein  excretion,  and  the  Mosenthal  test.  By 
means  of  these  examinations  the  diagnosis  of 
associated  pathologic  changes  in  the  bladder  and 
upper  urinary  tracts  can  be  made  early  enough 
for  appropriate  treatment  to  be  instituted. 
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However,  it  is  not  enough  merely  to  determine 
the  status  of  the  bladder,  ureters  and  kidneys  at 
the  onset  of  treatment.  The  importance  of  peri- 
odic examinations  of  the  upper  urinary  tract,  the 
third  principle,  at  sufficiently  frequent  intervals  to 
determine  complications  in  their  early  stages,  can- 
not be  over-emphasized. 

In  actual  treatment  of  the  stricture  itself,  the 
part  played  by  associated  infection  and  other 
pathologic  conditions  should  always  be  kept  in 


Fig.  4.  Traumatic  stricture.  Male,  aged  62,  with  stricture  re- 
sulting from  a ‘‘straddle”  injury  treated  by  external  urethrotomy 
seven  months  before  admission.  Examination  revealed  a moderate 
enlargement  of  the  lateral  lobes  of  the  prostate  and  a filiform 
stricture  of  the  bulbomembraneous  urethra.  Urethrogram  taken 
after  partial  dilatation  shows  the  clear  demarcation  of  the  stric- 
tured  area  with  the  remainder  of  the  urethra  appearing  normal. 

mind.  This  is  the  last  of  the  four  principles  out- 
lined above.  Surgical  treatment  is  rarely  indi- 
cated except  in  those  patients  who  present  peri- 
urethral abscess,  and  those  in  whom  diversion  of 
I the  urinary  stream  by  suprapubic  cystotomy  is 
I indicated.  If  complete  retention  of  urine  is  pres- 
ent and  the  urethral  stricture  is  impassable,  supra- 
j pubic  drainage  is,  of  course,  necessary.  Dilatation 
I is  always  indicated  following  surgical  operation 
' for  stricture,  and  too  much  importance  cannot  be 
I given  to  the  fact  that  it  is  necessary  to  keep  a 
1 stricture  dilated  for  the  remainder  of  the  patient’s 
life.  The  intervals  between  dilatation  are  deter- 
mined by  the  tendency  of  the  stricture  to  contract. 
Some  patients  need  dilatation  every  two  weeks, 
i others  every  month,  and  so  forth. 

] In  practically  all  patients  a filiform  can  be 
' passed  through  the  strictured  area  into  the  blad- 
j der,  especially  if  one  remembers  that  obstruction 
to  urination  and  pas.sage  of  the  filiform  may  be 
due  in  part  to  edema  and  cellulitis  associated  with 


the  areas  of  infection  in  the  strictured  urethra. 
Therefore,  in  many  instances,  giving  the  urethra 
a rest  for  a little  while  and  applying  local  heat  in 
the  form  of  one  or  two  hot  sitz  baths  may  bring 
about  relief  from  complete  obstruction  to  urina- 
tion and  permit  one  to  pass  a filiform  into  the  blad- 
der through  the  strictured  area.  In  this  way  grad- 
ual dilatation  of  the  strictured  urethra  can  be  be- 
gun, and  during  actual  dilatation,  gentleness  is  the 
watchword. 

The  method  of  continuous  dilatation  by  the  use 
of  an  indwelling  urethral  catheter  was  employed 
in  the  vast  majority  of  our  patients.  This  has  been 
found  to  be  the  most  satisfactory  method  for  dilat- 
ing small  caliber  strictures  because  there  is  no 
reaction,  there  is  minimal  trauma,  and  there  is 
usually  no  pain  to  the  patient.  Only  one  patient 
in  this  series  complained  of  the  indwelling  ure- 
thral catheter.  At  the  same  time  the  stricture  may 
be  dilated  to  a higher  caliber  more  rapidly  than  by 
intermittent  dilatation  every  four  or  five  da}^s. 
The  good  results  obtained  by  this  method  are  based 
upon  a twofold  action  of  the  indwelling  catheter : 
very  gradual  dilatation  of  the  strictured  area  with 
resulting  trauma  to  infected  tissues  reduced  to  a 
minimum,  and  diversion  of  the  urinary  stream 
from  the  infected,  traumatized,  urethral  surface, 
thus  eliminating  small  areas  of  cellulitis  and  uri- 
nary extravasations  and  permitting  those  already 
present  to  clear  up  most  rapidly.  The  routine 
which  was  used  in  the  vast  majority  of  our  pa- 
tients follows : 

On  the  first  day  we  dilate  with  a filiform  bougie 
and  LeFort  sound  to  a small  caliber.  No.  14  F.  We 
then  put  in  an  inlying  urethral  catheter  of  small 
caliber,  rubber  if  possible,  woven  silk  if  nece.ssary. 
If  the  stricture  is  a very'  tight  one,  it  ma\^  be  best  to 
leave  the  filiform  it.self  inlying  in  the  urethra  and 
not  attempt  dilatation  with  sounds.  The  filiform 
will  gradually  dilate  the  urethra  and  the  patient  will 
be  able  to  urinate  around  it.  The  next  day  it  will  be 
[)0ssible  to  insert  a small  caliber  woven  silk  catheter 
fairly  easily  and  continue  the  dilatation.  During 
the  succeeding  four  to  six  days  catheters  of  in- 
creasing caliber  can  be  inserted  daily  so  that  the 
urethra  is  dilated  to  No.  26  to  28  F.  This  is  done 
easily  with  practically  no  pain  or  reaction.  There- 
fore, the  only  pain  or  reaction  which  the  patient 
suffers  occurs  at  the  original  filiform  dilatation 
when  the  urethra  is  dilated  to  No.  12  or  14  F. 

This  method  is  useful  not  only  at  the  time  of 
the  original  dilatation  but  also  later  at  the  time 
of  regular  periodic  dilatations  and  may  be  used 
as  an  office  procedure.  The  patient  may  come  to 
the  office  where  a small  catheter  is  strapjied  into 
j)lace  to  be  worn  for  twenty-four  hours.  This 
method  does  away  with  the  reactions  which  occur 
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in  certain  patients  with  each  intermittent  dilatation, 
and  permits  them  to  continue  with  their  daily 
routine. 

Whenever  urethral  instrumentation  of  any  sort 
is  carried  out,  careful  aseptic  technic  should  be 
used  and  the  patients  should  have  some  urinary 
antiseptic  by  mouth  for  several  days  previous  to 
and  after  the  procedure.  Also  the  urethra  should 
be  irrigated  with  an  antiseptic  solution  such  as 
potassium  permanganate  before  instrumentation, 
after  instrumentation  and  after  removal  of  the 
urethral  catheter. 


SUM  MARY 

A study  of  108  male  patients  with  urethral 
stricture,  examined  and  treated  in  the  Department 
of  Urology  of  the  University  Hospitals  during  the 
three  and  one-half  year  period  from  July  1.  1932, 
to  January  1,  1936,  served  to  emjihasize  the  im- 
portance of  considering  the  associated  pathologic 
changes  in  the  urethra,  and  in  the  bladder  and 
upper  urinary  tracts  during  treatment.  Three 
procedures  have  proved  to  he  of  considerable  value 
in  this  series  of  iiatients  and  are  worthy  of  reit- 
eration. They  are : 

1.  The  employment  of  the  urethrogram  in  diag- 
nosis and  follow-up. 

2.  The  use  of  very  gradual  (so-called  continu- 
ous) dilatation  of  the  stricture  by  means  of  an  in- 
lying urethral  catheter. 

3.  The  necessity  for  careful  and  repeated  exam- 
inations of  the  remainder  of  the  urinary  tract  bv 
means  of  renal  function  tests  and  by  roentgenog- 
raphy. 


THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCE 


CARCINOAIA  OF  THE  STOMACH 

Laurence  E.  Cooley,  M.D.,  and 
B.  A.  Michel,  M.D.,  Dubuque 

Carcinoma  of  the  stomach  is  generally  consid- 
ered to  be  the  most  common  type  of  cancer  in 
the  male.  While  its  symptoms  may  be  variable, 
some  type  of  abdominal  distress  is  expected  in 
every  patient.  The  following  case  is  of  interest 
because  of  the  lack  of  abdominal  symptoms  and 
the  severity  of  the  symptoms  produced  by  an  un- 
usual type  of  metastasis. 

CASE  report 

Chief  complaint:  The  patient,  a toolmaker, 

fifty-six  years  of  age,  was  admitted  to  Finley  Hos- 


pital, January  27,  1936,  because  of  shortness  of 
breath. 

Family  history:  The  father  died  at  eighty  years 
of  age  of  pneumonia.  The  mother,  two  sisters 
and  one  brother  were  all  living  and  well.  There 
was  no  history  of  tuberculosis,  cancer  or  heart 
disease  in  the  immediate  family. 

Past  history:  The  patient  had  Always  been  a 

thin,  nervous  individual,  weighing  approximately 
135  pounds.  He  had  never  been  able  to  eat  fried 
or  greasy  foods.  There  had  been  no  jirevious  ill- 
nesses. 

Present  illness:  The  patient  began  to  complain 

of  shortness  of  breath  about  three  months  before 
admission  to  the  hospital.  A cough  had  developed 
at  the  same  time.  There  had  been  no  fever  at  any 
time.  The  shortness  of  breath  and  cough  had  in- 
creased so  much  that  the  patient  had  been  con- 
fined to  bed  for  two  months  prior  to  admission. 
'I'here  had  been  a slight  loss  of  appetite  which  had 
been  relieved  by  the  use  of  a tonic.  An  x-ray 
picture  was  taken  of  the  chest.  (Figure  L)  Dr. 


Fig.  1.  X-ray  of  lungs  taken  November  16,  1935. 


L.  G.  Ericksen  made  the  following  report:  “Sin- 
gle film  of  the  chest  shows  considerable  infiltra- 
tion of  the  lower  half  of  both  lungs  and  to  a 
lesser  extent  the  upper  portions.  This  is  linear  in 
character  and  most  suggestive  of  a non-tubercu- 
lous  inflammatory  process.  A possibility  of  a tu- 
berculosis of  an  atypical  nature  must  be  consid- 
ered, also  a possibility  that  this  might  he  a lympho- 
genous type  of  metastasis.  A sputum  examination 
and  follow-up  x-ray  examination  in  a period  of 
two  weeks  or  so  would  help  to  establish  the  diag- 
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nosis.  Conclusion  : probable  non-tuberculoiis  in- 
fection of  the  lungs.” 

The  patient  raised  considerable  sputum,  occa- 
sionally purulent  in  character.  Bacteriologic  ex- 
amination revealed  a variety  of  organisms  which 
were  considered  to  he  secondary  invaders.  No 
acid-fast  bacilli,  yeasts  or  fungi  were  found.  The 
patient  gradually  became  worse.  A second  x-ray 
examination  was  made  ten  weeks  later.  (Fig.  2.) 
Dr.  Ericksen  made  the  following  report : 

“Re-examination  of  the  chest  shows  that  there 
has  been  a marked  increase  in  the  pathology  of 
lungs  since  the  previous  examination.  This  does 
not  appear  to  be  tuberculous  in  origin  although 
this  cannot  be  ruled  out  absolutely.  The  findings 


Fie.  2.  X-ray  of  lungs  taken  January  25,  1936. 


are  more  suggestive  of  a lymphogenous  type  of 
metastasic  malignancy,  although  it  may  be  a non- 
tuberculous  infectious  jirocess.”  The  ])atient  was 
brought  to  the  hospital  two  days  later. 

Physical  examination : The  [latient  was  an 

emaciated  male  about  fifty  years  of  age,  who  was 
extremely  dyspneic  most  of  the  time.  The  pupils 
were  equal  and  regular  and  reacted  to  light  and 
accommodation.  No  jaundice  could  be  seen  in  the 
sclera.  The  no.se  and  throat  were  negative.  Many 
of  the  teeth  had  been  removefl.  There  were  no 
glands  palpable  in  the  neck  and  there  was  no  en- 
largement of  the  thyroid  gland.  The  chest  wall 
was  fixed  and  the  hreathing  was  abtlominal.  The 
chest  was  hyperresonant  throughout.  There  were 
many  fine  moist  rales  heard  at  the  end  of  inspira- 
tion. These  rales  were  most  numerous  in  the 


lower  part  of  both  lungs,  but  could  be  heard  up  to 
the  second  interspace  anteriorly  on  both  sides. 
The  heart  was  normal  in  size,  its  rate  was  102, 
there  were  no  irregularities  present  and  there  were 
no  murmurs.  There  was  a feeling  of  fullness  in 
the  epigastrium,  but  the  upper  abdominal  muscles 
were  tense  so  that  it  was  impossible  to  say  whether 
or  not  there  was  a mass  present.  The  rectal  ex- 
amination was  negative.  The  reflexes  were  nor- 
mal. The  blood  pressure  was  117/78.  The  pa- 
tient’s weight  on  admission  was  112  pounds.  The 
white  blood  count  was  14,000,  the  red  blood  count 
was  5,400,000,  the  hemoglobin  was  100  per  cent, 
the  color  index  was  .92  and  the  differential  count 
was  essentially  normal.  The  red  cells  were  even 
in  size,  shape,  and  staining.  The  blood  count  was 
repeated  two  days  later,  and  showed  a red  blood 
count  of  5,260,000,  hemoglobin  of  95  per  cent, 
and  a color  index  of  .9.  The  urine  was  negative 
except  for  a moderate  amount  of  acetone.  Re- 
peated examinations  of  the  sputum  gave  no  addi- 
tional information.  A gastro-intestinal  x-ray 
picture  was  made.  Dr.  Ericksen  reported  the 
following:  “Fluoroscopic  and  film  examination 
of  the  stomach  and  duodenum  was  done.  It 
was  very  difficult  to  examine  the  patient  because  of 
his  weakened  condition.  There  is,  however,  a 
small  area  in  the  mid-portion  of  the  stomach  which 
fails  to  show  any  peristalsis  and  is  very  suggestive 
of  infiltration.  Would  like  to  re-examine  jiatient 
to  establish  this  more  definitely.”  In  the  mean- 
time the  patient’s  condition  had  become  so  much 
worse  that  a second  examination  of  the  stomach 
was  not  done. 

Course  in  hospital:  The  patient  had  a number 
of  attacks  of  shortness  of  breath  which  had  to  he 
relieved  by  an  opiate.  The  appetite  was  good  dur- 
ing the  first  few  days  in  the  hospital.  The  pa- 
tient became  rapidly  weaker,  lost  consciousness 
one  week  after  admission,  and  died  two  days  later. 

Necropsy  report  (abstract):  .\t  necrojisv  an 
infiltrating  neoplasm  involved  the  middle  third  of 
the  stomach  (Fig.  3).  A few  minute  nodules  were 
found  in  the  omentum  and  metastases  were  also 
seen  in  the  mesenteric  lymph  nodes.  The  lungs 
felt  nodular  throughout,  hut  on  .section  showed 
relatively  slight  changes  (Fig.  4).  Occasionally  a 
minute  miliary  metastasis  could  he  .seen  in  the 
parenchyma  and  the  bronchial  walls  were  thick- 
ened by  the  neopla.sm.  The  hilic  and  superior 
mediastinal  lymph  nodes  were  enlarged,  due  to 
metastases.  The  microscopic  sections  of  the  stom- 
ach showed  a gradual  transition  from  the  normal 
mucosa  to  the  neoplasm.  Large  and  small  masses 
of  epithelial  cells  were  actively  invading  the  mus- 
cular coats  and  the  lymph  ves.sels  (Fig.  5).  The 
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sections  of  each  lung  showed  peribronchial,  inter- 
lobular and  subpleural  extension  of  the  neoplastic 
cells  (Fig.  6).  In  many  areas  they  invaded  the 
alveoli  and  in  some  instances  completelv  filled  them 
(Fig.  7). 

Anatomic  diagnosis:  Primary:  Carcinoma  of 


Fig.  3.  Photograph  of  Fig.  4.  Cross  section  of 
the  stomach  showing  car-  the  right  lung.  Note  mil- 
cinoma  in  the  mid-por-  iary  metastases  and  neo- 
tion.  plastic  thickening  of  the 

bronchial  walls. 


the  stomach : metastases  to  the  omentum,  mesen- 
teric, hilic  and  mediastinal  lymph  nodes,  and  to 
each  lung : acute  cardiac  dilatation  with  acute  con- 
gestion of  all  the  viscera.  Subsidiary:  Arterio- 
sclerosis. 


Fig.  5.  A section  of  the  gastric  mucosa.  Note  the 
neoplastic  masses  in  the  lymphatics. 


or  fungus  infection ; third,  pneumoconiosis ; and 
fourth,  some  unusual  type  of  malignancy  either 
primary  or  secondary  in  the  lung.  The  fact  that 
there  was  no  anemia  present  made  the  diagnosis 
of  malignancy  seem  extremely  doubtful. 

On  metastases  of  the  lung  Kaufman^  states: 
“iMetastases  may  take  the  form  of  cords  or  nets  or 
more  rarely  diffuse  infiltrations.  The  first  fre- 


Fig.  6.  A section  of  a bronchus  showing  the  peribron- 
chial extension  of  the  neoplasm. 


quently  come  from  the  pleura  (carcinoma  of  the 
breast)  or  from  bronchial  lymph  nodes  (carci- 
noma of  the  stomach  and  esophagus,  etc.,  uterus, 
ovaries  and  even  the  prostate  gland),  retrograde 
against  the  lymph  current  which  normally  is  di- 
rected toward  the  lymph  nodes.  In  extension  by 


Fig.  7.  A section  of  lung  showing  the  alveoli  filled 
with  neoplastic  masses. 


DISCUSSION 

The  symptomatology  in  this  case  made  us  be- 
lieve that  the  condition  was  primarily  in  the  lung. 
Among  the  conditions  considered  were : first,  an 
unusual  type  of  tuberculosis ; second,  some  yeast 


continuity  the  cells  progress  in  the  pulmonary 
lymph  channels  sometimes  in  broad  strands,  more 
often  in  extremely  delicate  networks  with  nodules 
at  the  junctions ; the  pleural  lymphatics  may  look 
like  rosaries.  Both  lungs  may  be  involved  with- 
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out  the  presence  of  larger  nodules ; pleural  ad- 
hesions are  absent,  but  nodules  may  be  present  on 
the  serosa.  The  cells  frequently  line  the  alveoli 
or  fill  them  completely,  forming  foci  resembling 
miliary  bronchopneumonias.  Larger  alveolar  in- 
filtrations resemble  caseous  pneumonia.  The 
smaller  bronchi  and  vessels  are  often  narrowed  by 
pressure  or  infiltrations  in  the  submucosa  and  mu- 
cosa (vessel  walls).  More  sharply  defined  nodules 
I around  the  bronchi  (peribronchial)  resemble  sim- 
ilarly situated  tuberculous  processes,  and  look  like 
miliary  tubercles.  The  term  for  this  condition  is 
lymph  vessel  carcinoma ; carcinomatous  lymphan- 
gitis is  less  satisfactory.  When  wide  spread,  it 
causes  clinical  symptoms,  such  as  cardiac  insuffi- 
ciency, emphysema  and  dyspnea.” 

Bard^  and  Meyenburg^  have  also  written  about 
this  type  of  metastatic  tumor  and  Weil'*  has  de- 
I scribed  it  from  the  x-ray  standpoint.  Kaufman* 

I describes  the  following  case;  “In  a man  fifty 
years  old  with  gastric  carcinoma,  the  author  saw 
rupture  into  the  thoracic  duct,  the  cloudy  contents 
of  which  contained  tumor  masses.  The  lungs  were 
filled  with  innumerable  small  nodules  giving  the 
impression  of  hematogenous  origin,  but  micro- 
scopically the  nodules  were  in  dilated  lymph  ves- 
sels and  it  must  be  assumed  that  this  occurred  by 
retrograde  transport  from  the  infiltrated  nodes  of 
the  hilum.” 

There  was  no  evidence  of  involvement  of  the 
thoracic  duct  in  the  case  reported  here.  It  would 
seem  that  the  tumor  cells  must  have  spread  from 
the  gastric  lymph  nodes  to  the  posterior  medias- 
tinal lymph  nodes  and  then  to  the  peribronchial 
lymph  nodes.  Unfortunately  there  were  no  en- 
larged posterior  mediastinal  lymph  nodes  seen  at 
necropsy.  From  the  peribronchial  lymph  nodes 
there  was  a retrograde  spread  of  the  tumor  into 
both  lungs  in  the  opposite  direction  to  the  normal 
lymph  current. 

CONCLUSION 

A case  of  carcinoma  of  the  stomach  is  reported 
showing  an  unusual  type  of  metastasis.  The  case 
is  also  of  interest  because  the  pulmonary  symp- 
toms completely  overshadowed  the  clinical  picture. 

We  wish  to  express  appreciation  to  Dr.  F.  P. 
McNamara  for  the  necropsy  abstract  and  to  Dr. 
L.  G.  Fricksen  for  the  x-ray  reports. 
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RADIO  SCHEDULE— SPEAKERS  BUREAU 
IOWA  STATE  MEDICAL  SOCIETY 

WOI — Wednesdays  at  4:30  p.  m. 

WSUI — Mondays  at  8:00  p.  m. 

April  8 — Arteriosclerosis 

Raymond  Rice,  M.D. 
April  15 — Venereal  Diseases 

F.  J.  Swift,  M.D. 

April  22 — Rheumatic  Fever 

P.  A.  White,  M.D. 

April  29 — Hospitals 

H.  L.  Brereton,  M.D. 
IMay  6 — Mothers’  Day 

Mrs.  A.  Laura  Campbell 


SPECIAL  MEETINGS  DURING  THE  NATIONAL 
CONVENTION 

The  alumni  of  the  College  of  Medicine  of  the 
State  University  of  Iowa,  will  have  a dinner  meet- 
ing at  seven  o’clock,  Wednesday  evening.  May  13, 
during  the  annual  meeting  of  the  American  Med- 
ical Association,  which  will  be  held  in  Kansas 
City,  Missouri,  May  11-15.  Dr.  Charles  F.  Lowry 
of  the  class  of  1929  is  in  charge  of  the  arrange- 
ments for  the  dinner.  His  address  is  1010  Med- 
ical Arts  Building,  Kansas  City,  Missouri,  and  he 
is  anxious  to  hear  from  members  of  the  alumni 
who  plan  to  attend  the  session,  since  the  location 
for  the  dinner  will  be  determined  by  the  number 
who  expect  to  be  present.  The  price  of  the  dinner 
will  be  approximately  two  dollars. 

The  American  Association  for  the  Study  and 
Control  of  Rheumatic  Diseases  is  holding  its  fifth 
conference  on  rheumatic  diseases  in  Kansas  City, 
Missouri,  at  the  Phillips  Hotel,  third  ’floor,  Mon- 
da^^  May  11.  The  educational  program  deals  with 
the  differential  diagnosis  of  diseases  of  the  joints. 


AMERICAN  ASSOCIATION  ON  .MENTAL 
DEFICIENCY 

The  -American  Association  on  Mental  Deficiency 
composed  of  some  five  hundred  educators,  psy- 
chologists, sociologists  and  psychiatrists  will  hold 
its  sixtieth  annual  meeting  at  the  Hotel  Jefferson, 
St.  Louis,  Missouri,  May  1-4,  1936.  Some  of  the 
speakers  are:  Popenoe  on  Sterilization;  Goddard 
on  Social  Security;  Hincks  on  National  Pro- 
gram; Kirkbride  on  Public  Welfare;  \’anuxem 
on  Education;  Berry  on  Teaching  Technics;  and 
Humphreys  on  Research  Problems.  Everyone  in- 
terested in  the  mentally  defective  or  retarded  child 
is  corrlially  invited  to  attend  these  sessions.  A 
complete  |>rogram  may  be  obtained  from  the  sec- 
retary, Dr.  Groves  B.  Smith,  Godfrey,  Illinois. 
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TENTH  ANNEAL  MEETING  OF  THE  IOWA 
PUBLIC  HEALTH  ASSOCIATION 

Tuesday,  April  28,  1936 

Guest  speakers  for  the  coming  meeting  of  the  Iowa 
Public  Health  Association,  in  addition  to  Archibald 
L.  Hoyne,  M.D.,  and  Sidney  0.  Levinson,  M.D.,  both 
of  Chicago  (see  March  number  of  the  Journal),  are 
as  follows: 

R.  A.  Vonderlehr,  M.D.,  Assistant  Surgeon  General, 
United  States  Public  Health  Sei’vice,  Washington, 
D.  C.,  on  the  subject,  “Syphilis  as  a Public  Health 
Problem;”  A.  J.  Chesley,  M.D.,  State  Health  Officer 
of  the  Minnesota  Department  of  Health,  with  the 
subject,  “Public  Health  Receives  Federal  Aid;”  Mae 
Habenicht,  M.D.,  Director  of  the  State  Bureau  of 
Child  Welfare,  who  will  deal  with  the  extension  of 
child  welfare  services  under  the  Social  Security  Act, 
and  Arthur  Steindler,  M.D.,  Professor  of  Orthopedics 
at  the  University  of  Iowa,  who  will  discuss  the  work 
for  crippled  children  under  that  Federal  Act. 

In  view  of  the  national  prominence  of  the  guest 
speakers,  of  the  importance  of  the  subiects  to  be  dis- 
cussed and  of  the  fact  that  this  meeting  will  imme- 
diately precede  that  of  the  Eighty-fifth  Meeting  of 
the  Iowa  State  Medical  Society,  the  attendance  this 
year  should  be  unusually  large. 

The  tentative  program  is  as  follows: 

Hotel  Savery — Des  Moines,  Iowa 
9:30  Registration 

10:00  Welcome  to  Members,  Attendants  and  Guests 
— G.  W.  Rimel,  M.D.,  President,  Iowa  Pub- 
lic Health  Association,  Bedford,  Iowa 
10:15  Reading  of  Minutes — Announcements 
10:30- 

12:00  Business  Meeting — Informal  Conferences 
Noon  Luncheon  Session 

12:15- 

2:15  Symposium  on  the  Social  Security  Act: 

1.  Public  Health  Receives  Federal  Aid — A.  J. 

Chesley,  M.D.,  State  Health  Officer,  Min- 
nesota Department  of  Health,  Saint  Paul, 
Minnesota 

2.  Iowa  Accepts  the  Nation’s  Proffei’ — Walter 

L.  Bierring,  M.D.,  Commissioner,  Iowa 


State  Department  of  Health,  Des  Moines, 
Iowa 

3.  Maternal  and  Child  Health  Benefits — J.  H. 

Kinnaman,  M.D.,  Director,  Child  Health 
and  Health  Education,  Iowa  State  De- 
partment of  Health,  Des  Moines,  Iowa 

4.  Crippledom  Profits  — Arthur  Steindler, 

M.D.,  Professor  of  Orthopedics,  Univer- 
sity of  Iowa,  Iowa  City,  Iowa 

5.  Child  Welfare  Services  Are  Extended — 

Mae  Habenicht,  M.D.,  Director,  State 
Bureau  of  Child  Welfare,  Des  Moines, 
Iowa 

Afternoon  Session 

2:30  Syphilis  as  a Public  Health  Problem — R.  A. 

Vonderlehr,  M.D.,  Assistant  Surgeon  Gen- 
eral, United  States  Public  Health  Service, 
Washington,  D.  C. 

3:15  Progress  in  Communicable  Disease  Control — 
Carl  F.  Jordan,  M.D.,  Director,  Division  of 
Communicable  Diseases  and  Epidemiolo- 
gist, Iowa  State  Department  of  Health,  Des 
Moines,  Iowa 

3:30  When  Diphtheria  Threatens  to  Take  a Life — 
Archibald  L.  Hoyne,  M.D.,  Medical  Super- 
intendent, Municipal  Contagious  Disease 
Hospital  and  Attending  Physician  and 
Chief,  Department  of  Contagious  Diseases, 
Cook  County  Hospital,  Chicago,  Illinois 

4:00  The  Value  of  Human  Convalescent  Serum  in 
Measles  and  Poliomyelitis — Sidney  0.  Lev- 
inson, M.D.,  Director,  Samuel  Deutsch 
Serum  Center,  Michael  Reese  Hospital,  Chi- 
cago, Illinois 


SMALLPOX  MORBIDITY  AND  VACCIN.VTION 
STATUS 

I ) 

Reported  Cases  of  Smallpox  in  Io7va  ;| 

Since  1930,  there  has  been  a remarkable  decrease  il 
in  the  reported  incidence  of  smallpox.  This  is  appar-  :l 
ent  in  the  accompanying  bar  diagram  (Fig.  1),  which 
indicates  the  total  annual  number  of  smallpox  cases  ij 
reported  for  the  ten-year  period  from  1926  to  1935.  < 

It  is  not  likely  that  this  diagram  represents  a de-  > ' 
pendable  index  of  the  actual  prevalence  of  smallpox  | 
in  recent  years.  The  figures  apparently  reflect  more  i • 
accurately  the  period  of  economic  stress  of  the  past  | , 
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five  years.  Cases  of  smallpox  are  not  likely  to  be 
reported,  unless  seen  by  the  attending  physician. 
The  attending  physician,  however,  has  not  been 
called  in  many  instances  in  which  communicable  dis- 
ease has  been  pi-esent  in  homes.  It  is  interesting  to 
note  that  the  reporting  of  smallpox  has  shown  a 
definite  upward  trend  during  the  past  number  of 
months  as  compared  with  the  same  period  a year 
ago.  During  January,  February  and  March  of  this 
year,  194  cases  of  smallpox  were  reported  to  the 
State  Department  of  Health,  more  than  seven  times 
the  27  cases  reported  for  the  first  three  months  of 
1935.  It  is  desirable  that  the  reporting  of  smallpox 
cases  improve  steadily,  because  of  the  direct  bearing 
which  reporting  of  cases  has  on  the  successful  carry- 
ing out  of  control  and  preventive  measures. 


BAR  diagram  showing  REPORTED  CASES  OF 
SMALLPOX  IN  IOWA  FOR  THE  TEN-YEAR 
PERIOD.  1926-1935 
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Smallpox  and  Vacchiation  Status 

There  is  ovei whelming  evidence  that  smallpox, 
with  rare  exceptions,  attacks  only  those  persons  who 
have  not  within  recent  years,  been  successfully  vac- 
cinated or  revaccinated.  From  a health  educational 
standpoint,  it  is  important  that  people  know  the 
facts  about  smallpox.  Such  facts  are  made  available 
by  attending  physicians  who,  when  they  see  cases  of 
this  readily  preventable  disease,  make  frank  inquiry 
relative  to  the  vaccination  status.  Information  of 
this  kind,  included  on  the  regular  report  cards,  is  of 
great  value.  The  accompanying  bar  diagram  (Fig. 
2)  is  based  entirely  upon  information  taken  from 
report  cards,  covering  the  three-year  period  from 
1933  to  1935.  It  will  be  noted  that  only  316  of  the 
1090  reported  cases  contained  the  desired  infoima- 
tion.  Of  the  316  reported  cases,  97  per  cent  gave  no 
history  or  showed  no  evidence  of  successful  vaccina- 
tion against  smallpox.  Physicians  and  health  officers 
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render  a distinct  service  to  education  and  preventive 
medicine  when  they  furnish  complete  information 
for  each  reported  case  of  smallpox. 

VACCINATION  STATUS  OF  316  AMONG  1,090  CASES  OF 
SMALLPOX  REPORTED  IN  IOWA.  1933-1935 
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PREVALENCE  OF  DISEASE 
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COMPULSORY  HEALTH  INSURANCE 

The  government  has  accepted  a jirograni  of 
spending  unparalleled  in  the  history  of  the  nation. 
The  federal  policy  of  paternalism  ha.s  grown  with 
each  succeeding  year  until  its  ramifications  are  not 
realized  even  hy  those  who  create  and  administer 
funds.  ^Machinery  for  spending  is  set  in  motion 
under  conditions  of  apparent  stress  and  new'  hu- 
reaus  or  sub-bureaus  established  to  assure  the  con- 
tinued operation  of  the  machine : costly  new  jobs 
are  created  and  established  ones  divided  until  the 
administrative  units  of  the  government  acknowl- 
edge bew'ilderment  in  this  maze  of  unchecked  and 
apparently  uncharted  expansion. 

A necessary  corollary  of  this  program  of  spend- 
ing is  one  of  ever  increasing  taxation  of  industry 
and  capital.  INIoney  must  be  obtained  where 
money  exists  and  new'  sources  of  income  must  be 
tapped  if  even  a semblance  of  federal  solvency  is 
to  be  maintained.  The  point  of  tax  saturation  has 
not  been  defined,  but  such  a point  must  exist. 
When  personal  efifort  is  shorn  of  reward,  incentive 
is  crushed  and  endeavor  ceases.  Mr.  Ford  cor- 
rectly observes,  “We  can’t  devote  our  lives  merely 
to  producing  revenue  for  a government.”  Obvi- 
ously, a democracy  cannot  support  such  a .scheme. 
In  spite  of  this  observation,  the  fact  remains  that 
taxes  have  mounted  and  must  increase  still  farther 
if  the  federal  spending  program  is  not  altered. 
The  president  of  one  large  business  organization 
reports  that  whereas  in  1925  the  taxes  paid  equaled 
17.3  per  cent  of  the  pay  roll,  in  1934  taxes 
amounted  to  76.5  per  cent  of  the  pay  roll.  An 
Iowa  physician  with  a net  income  of  $3,000  in 
1925  paid  a single  income  tax  (federal)  of  $48.50. 
In  1935  with  the  same  net  income  he  would  pay 
a federal  and  state  income  tax  of  $108  and  $60 
respectively,  a total  income  tax  of  $168.  A net 


income  of  $10,000  in  1925  demanded  $280  as  tax, 
while  in  1935  the  combined  tax  amounts  to  $1,104, 
and  this  is  not  the  end  of  the  story. 

At  the  last  session  of  Congress,  new  tax  laws 
were  enacted  in  an  effort  to  provide  additional 
sums  sufficient  for  the  operation  of  the  ever- 
growing governmental  machinery.  Having  passed 
the  Social  Security  Act  with  its  multiple  benefi- 
cences, the  Congress  attempted  to  meet  this  new 
demand  for  huge  sums  by  enacting  taxes  on  in- 
dustrv  w’hich  beginning  in  1937  at  one  per  cent 
w'ill  amount  to  three  per  cent  in  1939  and  there- 
after. Another  tax  of  one  per  cent  on  salaries  up 
to  $3,000  jier  annum  starts  in  1937  and  increases 
one-half  of  one  per  cent  every  three  years  until 
1949  when  it  reaches  its  peak  of  three  per  cent. 
In  addition  to  this  sum,  the  firm  paying  the  salary 
must  deduct  a like  amount  from  each  employee’s 
check  and  remit  to  the  government.  This  means 
that  industry  must  hear  an  additional  tax  for  this 
Social  Security  Plan  (sponsoring  social  welfare, 
unemployment  relief,  old  age  pension,  etc.)  be- 
ginning at  three  per  cent  and  mounting  to  a total 
of  nine  per  cent  at  its  peak.  In  other  w'ords,  for 
e^■ery  employee  drawdng  $100  per  month,  $108 
per  year  will  be  paid  in  taxes  to  support  this  bill. 

On  the  assumption,  apparently,  that  the  Ameri- 
can public  wish  a more  completely  socialized  cen- 
tral government,  our  representatives  in  Washing- 
ton are  demanding  action  upon  a plan  of  health 
insurance,  which,  to  be  effective  even  in  a modest 
w'ay,  would  require  the  creation  of  an  additional 
government  machine  into  whose  maw  millions  of 
dollars,  the  product  of  still  further  taxation,  must 
be  poured  annually.  And  to  what  purpose?  Con- 
ceived and  sponsored  by  social  workers,  actuated, 
no  doubt,  by  the  best  of  motives,  the  scheme  of 
health  insurance  would  bring  needed  compensation 
and  free  medical  service  to  that  large  section  of 
our  population  now  represented  as  too  poor  to 
obtain  adequate  medical  service.  Even  with  its 
additional  tax  burden  for  operation,  we  of  the  > 
medical  profession  would  heartily  endorse  the  pro- 
gram if  optimistic  assurance  could  be  entertained 
of  its  effectiveness.  Unfortunately,  the  experi- 
ences of  other  nations  with  similar  plans  emphati- 
cally dispel  such  optimism.  England,  before  com- 
pulsory health  insurance,  found  among  her  work- 
men an  average  of  nine  days  per  year  lost  because 
of  illness.  With  compulsory  health  insurance, 
well  established  under  government  management, 
a critical  survey  found  the  time  lost  annually  for 
workmen  was  twelve  and  one-half  days,  an  in- 
crease of  more  than  38  per  cent  with  correspond- 
ing loss  to  industrial  productivity.  In  Germany, 
where  sickness  insurance  has  been  on  trial  for 
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more  than  fifty  years,  the  loss  of  time  noted 
among  workmen  has  trebled.  What  can  reason- 
ably be  expected  to  happen  in  this  country  under 
a similar  plan?  The  problem  is  of  childish  sim- 
plicity. Our  present  favorable  experience  of  about 
six  and  on'e-half  days  lost  per  year  per  workman 
would  surely  rise  to  ten  or  twenty  days  per  year 
with  comparable  resulting  losses  to  industry  and 
national  wealth.  These  figures  must  either  be 
accepted  as  a frank  denial  of  the  statement  that  a 
considerable  group  now  exists  which  does  not  re- 
ceive adequate  medical  care,  or  would  indicate  that 
a bureaucratic  medical  service,  under  a scheme 
of  health  insurance  federally  administered,  fails 
to  render  a medical  service  as  efficient  as  that  now 
obtained  by  these  allegedly  underserviced  classes.. 

Even  a philanthropically  inclined  public  in  full 
possession  of  the  facts  concerning  the  workings 
of  a compulsory  health  insurance  plan,  will  not,  in 
our  opinion,  tolerate  a still  further  increase  in 
taxation  to  foster  the  experiment  in  this  country. 
The  physician  has  not  only  the  interest  of  a tax 
payer,  which  surely  is  vital  enough,  but  also  the 
added  interest  of  a recognized  custodian  of  public 
health  in  considering  this  measure.  It  therefore 
behooves  him  to  become  acquainted  with  the  pro- 
gram of  compulsory  health  insurance  and  its  costs, 
and  when  in  possession  of  these  facts,  to  acquaint 
and  advise  his  patients  and  friends  concerning 
these  matters.  Such  a program  will  go  far  toward 
curbing  an  unwarranted  enthusiasm  of  this  tre- 
mendously expensive  and  patently  ineffective  ges- 
ture of  paternalism  on  the  part  of  our  federal 
government. 


I 

HEALTH  NEWS  BY  RADIO 
' From  its  lowly  beginning  as  a scientific  curios- 
ity a score  of  years  ago,  the  radio  has  today  devel- 
' oped  to  the  point  where  it  has  become  not  only 
K “big  business,”  but  a necessity  of  modern  life. 
While  perfected  primarily  for  the  transmission  of 
messages  by  telegraphic  code,  its  major  function 
I today  is  that  of  furnishing  home  entertainment. 
Millions  of  dollars  are  invested  in  sending  and 
^receiving  equipment.  The  industry  contacts  and 
I influences  millions  of  lives,  and  in  turn  is  shaped 
land  molded  in  its  development  by  this  critical 
radio  public.  Entering  practically  every  American 
home  (95  per  cent),  the  radio  serves  not  only  as 
a medium  for  entertainment  but  also  as  a source 
•f  information  and  education. 

No  controversy  can  exist  relative  to  the  merits 
!>f  the  radio  in  either  of  these  fields.  Astute  busi- 
ness concerns  spent  nearly  $75,000,000  last  year 


for  the  privilege  of  advertising  their  products  “on 
the  air”  in  connection  with  entertainment  pro- 
grams. One  concern  is  reported  to  be  spending 
$150,000  in  salaries  to  two  actors  who  captivate 
a tremendous  radio  audience  in  portraying  the 
tribulations  of  Amos  and  Andy,  and  at  the  same 
time  attract  attention  to  the  concern’s  brand  of 
tooth  paste.  A gasoline  manufacturer  is  said  to 
pay  a wise-cracking,  slap-stick  comedian  $6,000 
for  each  performance  where  this  particular  gaso- 
line is  advertised.  In  addition  to  these  salaries 
the  manufacturers  must  pay  in  the  neighborhood 
of  $10,000  for  one  hour’s  time  on  the  network. 
The  advertising  budgets  of  careful  and  progres- 
sive business  houses  are  not  planned  by  guesswork. 
They  know  that  the  large  expenditures  are  fully 
justified  by  the  tremendous  audience  reached  and 
by  the  sales  recorded. 

If  radio  time  is  so  valuable  to  the  butcher,  the 
baker,  and  the  candlestick  maker,  it  should,  by 
like  token,  be  tremendously  valuable  in  furthering 
the  education  of  the  public  in  matters  of  personal 
and  community  health.  Obviously  if  an  accurate 
and  timely  message  can  be  delivered  to  a suffi- 
ciently large  audience,  much  good  will  result.  With 
scores  of  efficient  broadcasting  stations  and  the 
modern  highly  selective  radio  receiving  sets,  a radio 
audience  can  only  be  secured  by  genuine  merit. 
No  audience  can  be  forced  to  listen  to  a program. 
If  the  program  is  not  attractive  or  the  message 
compelling  because  of  its  timeliness,  the  dials  will 
spin,  and  the  program  will  be  just  so  much  static 
to  the  radio  public.  The  public  knows  what  it 
wants  from  the  radio  and  if  it  is  furnished  with 
this  type  of  program  will  undoubtedly  “listen  in.” 

That  the  public  wants — in  fact,  demands — the 
educational  program  is  evidenced  by  the  attitude 
of  the  broadcasting  companies  who  reflect  this 
public  opinion  in  inviting  and  encouraging  this 
form  of  program.  Most  broadcasting  companies 
invite  a health  message  if  properly  sponsored,  and 
we  may  be  assured  that  these  messages  are  well 
received  or  this  attitude  would  from  necessity 
change.  Studies  have  been  made  by  certain  inter- 
ested organizations  which  would  reflect  the  atti- 
tude of  the  public  toward  the  well  sponsored 
health  message.  One  study  indicated  33  per  cent 
of  homes  in  the  radio  area  “listened  in”  on  the 
health  program,  while  another  survey  indicated  29 
l>er  cent.  No  local  studies  have  been  made,  but 
accepting  the  criterion  of  the  broadcasting  com- 
panies who  estimate  that  only  one  listener  in  about 
1,500  or  2,000  will  write  for  printed  copies  of  a 
radio  talk,  it  has  been  estimated  that  the  radio 
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FOREWORD 

Those  ivho  see  the  steady  stream  of  fatients  entering  the  tuberculosis  sanatoria 
deplore  the  all  too  exident  delay  in  making  the  diagnosis.  About  five  out  of  each 
six  patients  in  our  sanatoria  throughout  the  country  are  classified  on  admission  as 
moderately  advanced  and  far  advanced  cases  of  tuberculosis.  One  reason  for  the 
delay  in  diagnosis  is  undoubtedly  to  be  found  in  the  lethargy  of  the  people,  coupled 
ivith  the  common  human  failing  of  not  wishing  to  face  unpleasant  facts.  Another 
reason  is  that  even  though  the  warning  signals  of  tuberculosis  have  been  given 
u'idespread  publicity  in  the  past,  nezv  generations  are  constantly  appearing  on  the 
scene  and  older  ones  forget  so  easily.  Jl'hat  is  the  Iowa  Tuberculosis  Association 
and  other  tuberculosis  associations  doing  to  meet  this  situation? 


+ * 


The  founders  of  the  tuberculosis  niovenient 
realized  that  only  through  broad  education  of  the 
public  could  any  progress  against  tuberculosis  he 
made.  The  new  discoveries  of  Koch,  Nageli,  Pir- 
(juet  and  others,  the  jiromising  results  of  Tru- 
deau’s method  of  treatment,  and  the  pioneering 
activities  of  Biggs,  inspired  ho])e  that  the  disease 
which  had  resisted  medical  science  so  long  could 
he  curbed.  Yet  this  could  be  accomplished  only 
with  the  understanding  supjiort  of  the  people. 
'I'liey  must  know  that  tuberculosis  is  curable  and 
])reventahle,  that  it  is  not  a stigma,  and  that  facili- 
ties for  diagnosis  and  treatment  must  be  liberally 
jirovided.  Y’isely  the  founders  chose  as  the  motive 
power  of  the  new  movement,  jnihlic  education.  In 
the  early  days  the  exhibit  and  the  lecture  were  the 
chief  means  of  arousing  jnihlic  sentiment.  Later 
the  press,  jirinted  matter  and  motion  jiictures  were 
added.  Today  practically  every  avenue  of  reach- 
ing the  attention  of  the  masses  is  used. 

Each  year,  a certain  theme  is  selected,  and  all 
associations  are  urged  to  emphasize  that  theme 
during  the  year.  Printed  matter  and  publicity  aids 
are  produce'd  in  advance.  I'o  make  a definite  im- 
pact the  “release  date”  is  set  for  Ajiril  1.  Early 
diagnosis  was  the  subject  of  the  first  of  these  cam- 
jiaigns,  hence  it  was  called  “Early  Diagnosis  Cam- 
])aign,”  a label  which  has  remained  even  though 
subsequent  themes  were  on  other  aspects  of  tuber- 
culosis control.  This  year  the  slogan  is  “Fight 
Tuberculosis  with  Modern  Weapons.”  The  two 
objectives  are  first,  to  remind  i>eo])le  of  the 
early  symptoms  of  tuberculosis  and  the  importance 
of  consulting  the  doctor  on  their  appearance,  and 
second,  to  arouse  interest  in  the  routine  search  for 


early  tuberculosis  before  there  are  symptoms  and 
physical  signs. 

To  achieve  the  former,  booklets,  articles  and 
outlines  for  talks  have  been  prepared  calling  at- 
tention to  the  four  most  common  symptoms  of 
early  tuberculosis  (as  determined  by  surveys  of 
large  numbers  of  sanatoria  patients),  namely,  fa- 
tigue, loss  of  weight,  cough  that  hangs  on  and  in- 
digestion. Blood  s])itting,  pleuritic  pain  and  other 
.symptoms  are  also  mentioned.  It  is  carefully  ex- 
plained that  none  of  these  symptoms  is  pathogno- 
monic, but  that  any  of  them  should  be  considered 
as  a danger  signal  to  be  investigated  by  the  physi- 
cian. An  effort  is  made  to  create  appreciation  for 
the  x-ray.  In  all  the  educational  material,  care  is 
exercised  not  to  cause  undue  alarm. 

The  second  objective  is  to  encourage  routine 
search  for  symptomless  tuberculosis  among  groups 
of  young  ]ieople  such  as  high  school  and  college 
students.  What  is  the  justification  for  advocating 
this  new  departure?  Statistics  from  tuberculosis 
sanatoria  indicate  that  the  ratio  of  “early  cases” 
admitted  has  not  increased  appreciably  during  the 
past  fen  years.  This  condition  exists  in  spite  of 
years  of  earnest  effort  to  urge  people  to  obtain 
medical  advice  on  the  apjiearance  of  the  early 
symptoms  enumerated  above.  Many  conscientious 
doctors  constantly  on  the  alert  for  tuberculosis 
have  despaired  of  increasing  their  “hatting  aver- 
age” of  discovering  the  disease  in  its  incipiency. 
The  reason  for  that  failure  cannot  be  blamed  en- 
tirely on  the  apathy  of  patients  nor  on  the  lack  of 
vigilance  of  doctors.  It  is  to  be  accounted  for  in 
part  by  the  fact  that  the  transition  from  early  or 
silent  tuberculosis  to  the  moderatelv  advanced 
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stage  is  usually  a relatively  swift  one  and  only  by 
the  barest  chance  is  the  minimal  case  detected. 
So  long  as  we  are  obliged  to  wait  until  symptoms 
betraying  pulmonary  damage  drive  the  jiatient  to 
our  offices,  we  shall  probably  continue  to  despair. 

j Wrestling  with  this  deplorable  state  of  atifairs, 

■ efforts  have  been  made  to  devise  some  way  of  de- 
tecting tuberculosis  in  its  silent  stage  among  ap- 
parently healthy  people.  Chadwick,  Rathbun, 
Mvers  and  others  pioneered  in  introducing  the 
scheme  of  e.xamining  routinely,  with  tuberculin 
and  the  x-ray,  students  in  colleges  and  high 
schools.  This  procedure,  modified  in  various 
ways,  has  “caught  on”  throughout  the  country. 
The  routine  examination  of  all  students  brings  to 
light  early  cases  that  might  otherwise  be  unde- 
dected  and  progress  to  disabling  disease.  Lees, 

: who  e.xamined  last  year  all  students  of  the  Uni- 

' versity  of  Pennsylvania  by  the  tuberculin-x-ray 
* method,  found  seventeen  cases  of  adult  type  ])ul- 
inonary  tuberculosis,  all  were  symptomless  and 
only  one  was  dismissed  from  the  school.  Contrast 
I this  with  the  usual  “passive”  case  finding,  i.  e., 
i waiting  for  persons  to  apply  to  the  doctor  for  the 
relief  of  symjitoms.  Lees  reports  that  during  the 
course  of  the  .same  year,  fifteen  ca.ses  of  tuber- 
culosis had  been  discovered  among  students  who 
came  to  the  doctor  because  of  one  or  another  symp- 
I tom.  Tw'elve  of  the  fifteen  were  advanced  cases 
I and  were  obliged  to  leave  .school. 

In  hitrh  schools  the  storv  is  substantial! v the 
I same  except  that  fewer  cases  of  adult  type  tuher- 
! culosis  are  found.  However,  follow-up  work  of 
adolescent  children  with  significant  childhood  type 
, le.sions  leads  the  investigators  into  many  homes 
] where  there  is  an  open  case.  This  is  important, 

' for  the  real  threat  to  the  young.ster  is  probably  not 
t the  calcified  remains  of  a jirimary  complex  but 
' daily  contact  with  a source  of  infection.  No  won- 
i I der  proponents  of  the  routine  tuberculin-x-ray 
f)lan  emphasize  the  value  of  locating  such  sources 
of  infection.  In  grade  schools  the  routine  method 
! has  not  been  found  so  jiroductive,  but  where  funds 
and  facilities  are  available,  it  is  certainly  an  excel- 
I lent  addition  to  our  school  health  program. 

I It  is  with  the  hope  that  the  public  will  acce])t 
' these  newer  ideas  for  the  ])rotection  of  young  ])eo- 

■ I pie  that  demonstrations  are  carried  on  in  several 

important  colleges  and  schools.  It  is  ho])ed  that 
ultimately  parents  will  depend  u|)on  the  family 
iloctor  to  examine  their  children  as  a matter  of 
cour.se  with  tuberculin  and  the  x-ray  when  indi- 
■ cated.  In  this  educational  campaign,  tuberculosis 
' associations  look  to  the  iihysician  for  guidance  and 
counsel. 


HEALTH  NEWS  BY  RADIO 

(Continued  from  page  219) 

broadcasts  sponsored  by  the  Speakers  Bureau  of 
the  Iowa  .State  Medical  Society  are  heard  by  an 
audience  varying  from  a low  of  nine  or  ten  thou- 
sand to  a high  of  180,000  to  200,000.  This  study 
further  indicates  that  the  larger  audiences  are  had 
during  the  winter  months,  and  when  specific  dis- 
eases such  as  arthritis,  colitis,  cancer,  etc.,  are  pre- 
sented. It  is  believed  that  discussions  of  a more 
general  character  are  digested  at  the  time  of  the 
presentation,  while  more  limited  subjects  are  fre- 
quently the  topics  for  more  intensive  study. 

We  are  convinced  that  a definite  opportunity 
e.xists  in  furthering  the  principles  and  practice  of 
good  health  and  preventive  medicine  through  this 
channel,  and  feel  that  no  opportunity  should  be 
neglected  in  giving  wdde  publicity  to  the  activity 
of  those  official  bodies  now  actively  engaged  in  this 
public  service.  If  we  will  utilize  our  every  con- 
tact in  acquainting  the  public  of  these  broadcasts 
a greater  good  will  be  accomplished  as  this  work 
progresses.  In  furtherance  of  this  work  we  wish 
again  to  bring  to  the  attention  of  our  members,  the 
schedule  of  radio  broadcasts  with  official  sponsor- 
ship w'hich  have  been  reported  to  us. 

American  Medical  Association 

Broadcast  over  the  Red  Network  each  Tuesday 
at  3 :00  Ik  M.,  through  stations  WEAK,  WEEf, 
WTIC,  WJAR,  WTAG,  WC.SH,  KYW,  WEBR, 
WRC,  WGY,  MT3EN,  WCAE,  WTAM,  WWJ, 
WMAQ,  KSD.  WHO.  WOW,  WDAE. 

Iowa  .State  Medical  Society 

Broadcast  over  WOI  every  Wednesday  at  4:30 
P.  M..  and  over  W.SUI  everv  Alonday  at  8:00 
P.  M. 

I)es  Moines  Academy  of  Medicine  and 
Polk  County  Medical  Society 

Broadcast  over  KSO  every  M’ednesdav  at  5 :00 
P. 

Winneshiek  County  Medical  .Society 

Broadcast  over  KGC.A.  every  Thursday  at  12  :4.S 
P.  M. 

Mention  should  be  made  of  the  jiioneer  work  in 
this  field  done  by  the  physicians  in  Wapello  Coun- 
ty. Weekly  health  talks  were  presented  over  the 
Ottumwa  radio  station  until  two  years  ago  when 
it  was  con.solidated  with  the  Cedar  Rapids  .station. 
'I'he  Woodbury  County  Medical  .Society  also  S])on- 
sors  occasional  health  jirograms  over  the  Sionx 
City  radio  station. 
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WOMAN’S  AUXILIARY  NEWS 

Edited  by  the  Press  and  Publicity  Committee 
Mrs.  Dean  W.  Harman,  Chairman,  Glenwood,  Iowa 


NEWS  FROM  THE  NATIONAL 

Mrs.  Samuel  Clark  Red,  of  Houston,  Texas,  who 
won  all  who  were  so  fortunate  as  to  hear  her  last 
year  at  the  state  meeting  at  Davenport,  and  who  has 
the  honor  of  being  the  first  president  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
brings  greetings  to  the  State  Auxiliaries: 

“At  the  St.  Louis  meeting  in  November,  Mrs.  J. 
Bomar  White,  of  Georgia,  presided  most  graciously 
and  presented  her  programs  in  a splendid  manner. 

“The  most  outstanding  features  of  the  meeting  were 
the  reports  of  the  Chairman  of  the  Committee  on  Re- 
search, Mrs.  S.  A.  Collum  of  Texarkana,  Texas,  and 
an  address  by  Mrs.  David  S.  Long  of  Harrisonville, 
Missouri.  Mrs.  Collum  distributed  a little  pamphlet 
in  which  may  be  found  lists  of  papers  to  be  loaned 
for  programs  on  the  following  subjects:  auxiliary 
information,  addresses  and  reports  of  presidents, 
health  history,  public  relations,  biography,  research, 
poetry,  reference  material,  memorials,  and  projects. 
This  material  is  invaluable  and  ten  years  ago  could 
not  be  obtained  without  unending  research.  The 
writer  knows  for  she  was  asked  to  give  many  talks 
and  papers  on  these  subjects.  If  the  whole  Auxiliary 
has  done  nothing  more  than  the  gathering  and  cir- 
cularizing of  this  material,  it  has  fully  justified  its 
existence. 

“It  is  said  that  Shakespeare  never  repeats,  but  not 
being  in  any  way  like  that  great  personage,  I feel 
many  good  things  bear  repetition.  There  is  one  thing 
I want  you  to  repeat  often  at  your  meetings  and  when 
alone,  thinking  of  your  Auxiliary  work.  It  is  the 
Club  Woman’s  Creed.  Keep  in  mind,  especially  those 
lines  about  fault-finding  and  self-seeking  and  little 
things,  and  about  remembering  always  to  be  kind.” 


HEALTH  ESSAY  CONTEST 
Miss  Lucille  Gripp  of  Thayer  was  selected  as  the 
winner  of  the  third  annual  health  essay  contest  spon- 
sored by  the  Woman’s  Auxiliary  to  the  Iowa  State 
Medical  Society  and  the  Speakers  Bureau  Committee. 
Miss  Gripp  is  a junior  in  the  Thayer  Consolidated 
School.  Winner  of  second  place  was  Harry  Jensen  of 
Council  Bluffs,  and  third  prize  was  awarded  Carl 
Strand  of  Gowrie.  Prizes  were  given  on  the  basis  of 
originality,  composition,  evidence  of  study,  and  knowl- 
edge of  the  subject.  Judges  were:  R.  C.  Williams,  of 


the  State  Department  of  Public  Instruction;  Dr.  J. 

H.  Kinnaman,  of  the  State  Department  of  Health;  Dr.  I 
D.  J.  Glomset,  Chairman  of  the  Speakers  Bureau  | 
Committee,  all  of  Des  Moines;  Mrs.  M.  C.  Hennessy  i 
of  Council  Bluffs,  President  of  the  Woman’s  Auxili-  ■ 
ary;  and  Mrs.  W.  A.  Seidler  of  Jamaica,  a past  presi- 
dent of  the  organization. 

The  essays  this  year  were  on  the  subject  “Immuni- 
zation Against  Disease — A Gift  of  Science  to  Man-  ■ , 
kind,”  and  students  from  all  the  high  schools  in  every 
section  of  the  state  participated  in  the  contest.  Only  1 1 
the  three  best  essays  from  any  one  school  could  be 
entered  in  the  contest.  Miss  Gripp,  the  winner,  re-  i 
ceived  twenty  dollars,  and  was  given  a trip  to  Ames,  , 
to  read  her  essay  over  Radio  Station  WOI,  on  the  ; • 
program  regularly  presented  by  the  Speakers  Bu-  j 
reau  of  the  Iowa  State  Medical  Society. 

Those  receiving  honorable  mention  were: 

Elaine  Maxine  Brinton,  Stuart;  Betty  Coulter,  . 
Guthrie  Center;  Eleanor  Peters,  Council  Bluffs;  Paul  l • 
Schaff,  Camanche;  Dorris  Budde,  Maquoketa;  Patricia  i - 
Warner,  Sioux  City;  Paul  Miner,  Cedar  Falls;  Gene 
A.  Garrett,  Ogden;  Barbara  White,  Council  Bluffs; 
Eleanor  Vogel,  Burt;  Margaret  Sandy,  Valley  June-  • » 
tion;  Betty  Knotts,  Talmadge;  Ruth  Fridell,  Gowrie;  i» 
David  Rubenstein,  Council  Bluffs;  Fay  Hawley,  Hay-  j 
field;  John  R.  Fitzgerald,  West  Liberty;  Howard  'i 
Palmer,  Kalona;  Keith  Ockeltree,  Perry;  Norma  Jean  i 
Zach,  Hastings,  and  Madonna  Barry,  Melrose. 


Wapello  County 

The  Woman’s  Auxiliary  to  the  Wapello  County 
Medical  Society  enjoyed  a talk  on  tuberculosis  and 
the  works  and  aims  of  the  Sunnyslope  Sanitarium,  of 
Ottumwa,  at  the  September  meeting.  It  was  decided 
to  donate  some  equipment  for  the  new  children’s  wing 
and  also  to  furnish  Hygeia  to  the  local  Y.  M.  C.  A. 
and  to  three  schools  not  already  supplied. 

A bridge  party  including  the  doctors  as  guests  fol- 
lowed the  December  business  meeting.  The  Auxil- 
iary voted  to  sponsor  an  outstanding  medical  speaker 
for  one  of  the  next  year’s  Woman’s  Club  evening 
programs. 

Election  of  officers  was  held  at  the  March  meeting 
following  a very  interesting  program,  including  a 
review  of  the  life  of  Sir  William  Osier  and  a discus- 
sion of  Socialized  Medicine. 
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SOCIETY  PROCEEDINGS 


Des  Moines  County 

The  regular  monthly  meeting  of  the  Des  Moines 
County  Medical  Society  was  held  Tuesday,  March  10, 
! at  the  Union  Hotel  in  Burlington.  After  the  six 
o’clock  dinner,  motion  pictures  were  shown  of  Col- 
j lapse  Therapy  in  the  Treatment  of  Pulmonary  Tuber- 
I culosis,  and  Ergotocin  in  Obstetrics. 


I 

Dubuque  County 

i 

The  March  meeting  of  the  Dubuque  County  Medical 
Society  was  held  Tuesday,  March  10,  in  the  Julien 
Dubuque  Hotel.  Dinner  was  served  at  six-thirty  in 
the  Dutch  Room,  and  the  business  session  convened  at 
eight-thirty.  Drs.  W.  A.  Henneger  and  C.  C.  Lytle 
took  charge  of  the  scientific  meeting.  J.  C.  Kessler, 
M.D.,  professor  of  dermatology.  University  of  Iowa, 
presented  cases  of  Infantile  Eczema,  Impetigo,  and 
Psoriasis,  and  discussed  them  in  detail. 

A.  C.  Pfohl,  M.D.,  Secretary 


Floyd  County 

Members  of  the  Floyd  County  Medical  Society  were 
( entertained  at  the  home  of  Dr.  Ray  Fox  in  Charles 
^ City,  Tuesday,  March  24,  for  their  regular  monthly 
( meeting.  The  scientific  program  consisted  of  a paper 
I by  F.  H.  Fillenwarth,  M.D.,  of  Charles  City,  on  Men- 
ingitis Following  Mastoid  Trouble;  and  one  by  T.  G. 
Walker,  M.D.,  of  Riceville,  on  Congenital  Heart  Dis- 
ease. 


County  Medical  Society  at  Iowa  City,  Friday,  April 
10.  Dinner  will  be  served  at  the  hospital  cafeteria, 
after  which  the  session  will  adjourn  to  the  medical 
amphitheater  w'here  Andrew  H.  Woods,  M.D.,  head  of 
the  department  in  psychiatry,  with  the  assistance  of 
his  staff,  will  present  a clinic  in  psychiatry.  Discus- 
sion will  be  conducted  by  R.  A.  Stewart,  M.D.,  of  the 
Independence  State  Hospital;  Russell  C.  Doolittle, 
M.D.,  of  The  Retreat,  Des  Moines;  and  Frank  S.  Skin- 
ner, M.D.,  of  Marion.  .j,  p Hersch,  M.D.,  Secretary 


Marshall  County 

Edward  H.  Skinner,  M.D.,  of  Kansas  City,  Missouri, 
was  guest  speaker  at  the  monthly  meeting  of  the 
Marshall  County  Medical  Society  held  in  Marshall- 
town, Tuesday,  March  3.  Dr.  Skinner  spoke  on  Cur- 
able and  Preventable  Fields  of  Malignancy.  Discus- 
sion was  led  by  Arthur  W.  Erskine,  M.D.,  of  Cedar 
Rapids;  Thomas  A.  Burcham,  M.D.,  of  Des  Moines; 
and  L.  F.  Talley,  M.D.,  of  Marshalltown. 


O’Brien  County  Annual  Meeting 

The  annual  meeting  of  the  O’Brien  County  Medical 
Society  was  held  in  Primghar,  Thursday,  March  26, 
with  the  following  results:  Dr.  N.  E.  Weems  of  Paul- 
lina,  president;  Dr.  G.  C.  Oldag  of  Paullina,  vice  pres- 
ident; Dr.  H.  J.  Brackney  of  Sheldon,  secretary  and 
treasurer;  and  Dr.  W.  R.  Brock  of  Sheldon,  delegate. 


Hardin  County 

Julian  M.  Bruner,  M.D.,  of  Des  Moines  was  guest 
speaker  for  the  Hardin  County  Medical  Society,  at  its 
meeting  held  in  Iowa  Falls,  Thursday,  March  12.  Dr. 
Bruner  presented  an  illustrated  lecture  on  Urography. 


Henry  County 

A joint  meeting  of  the  Henry  County  Dental  So- 
ciety and  the  Henry  County  Medical  Society  was  held 
in  Mt.  Pleasant,  Friday,  March  27,  with  Dr.  Kath- 
erine Daum,  director  of  the  nutrition  department. 
University  of  Iowa,  as  the  speaker  of  the  evening. 


Jeffer.son  County 

The  Jefferson  County  Medical  Society  met  in  P'’air- 
field,  Friday,  March  13,  and  Nathaniel  G.  Alcock, 
M.D.,  of  Iowa  City,  spoke  on  the  subject.  Malignan- 
cies of  the  Urinary  Tract,  with  Special  Reference  to 
Treatment. 


Linn  County 

A regular  meeting  of  the  Linn  County  Medical  So- 
ciety will  be  held  in  conjunction  with  the  Johnson 


Polk  County  Meetings 

A special  scientific  meeting  of  the  Des  Moines 
Academy  of  Medicine  and  Polk  County  Medical  So- 
ciety was  held  at  the  Hotel  Fort  Des  Moines,  Tuesday 
evening,  March  10.  Carl  H.  Gellenthien,  M.D.,  of 
Valmora,  New  Mexico,  was  guest  speaker,  and  read 
a paper  on  Practical  Methods  of  Sanatorium  Treat- 
ment of  Pulmonary  Tuberculosis.  The  lecture  was 
augmented  by  a number  of  scientific  and  pictorial 
slides.  Discussion  of  the  paper  was  opened  by  John 
H.  Peck,  M.D.,  of  Des  Moines. 

Tuesday  evening,  March  31,  the  group  was  privi- 
leged to  hear  Howard  W.  Haggard,  M.D.,  professor  of 
physiology,  Yale  University,  discuss  Advances  in 
Medicine.  The  following  program  which  had  pre- 
viously been  scheduled  for  March  31,  will  be  presented 
Tuesday,  April  14:  Rheumatic  Heart  Disease  in  Chil- 
dren, Lee  Forrest  Hill,  M.D.;  The  Surgical  Treatment 
of  Hypertension,  Walter  D.  Abbott,  M.D.;  Some  Fac- 
tors in  tbe  Management  of  the  P’ailing  Heart,  Allen 
G.  Felter,  M.D.;  and  motion  pictures  on  the  mechan- 
ism of  the  heart  beat  and  electrocardiography. 

N.  Boyd  Anderson,  M.D.,  Secretary 
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Pottawattamie  County 

Herbert  W.  Rathe,  M.D.,  of  Waverly,  was  guest 
speaker  for  the  Pottawattamie  County  Medical  So- 
ciety at  its  meeting  held  Monday,  March  16.  Dr. 
Rathe  spoke  on  The  Diagnosis  of  Coronary  Disease. 
Case  presentations  were  given  as  follows:  Hyperin- 
sulinism,  Raymond  Rice,  M.D.,  of  Council  Bluffs;  Cat- 
aract Resulting  from  Dinitrophenol,  Abbott  Dean, 
M.D.,  of  Council  Bluffs;  and  An  Unusual  Case  of 
Esophageal  Disease,  McMicken  Hanchett,  M.D.,  also 
of  Council  Bluffs. 

The  next  meeting  will  be  held  Monday,  April  20, 
with  Vilray  Papin  Blair,  M.D.,  of  St.  Louis,  Missouri, 
speaking  on  The  Correction  of  Various  Types  of  Fa- 
cial Deformities. 


Scott  County 

The  Scott  County  Medical  Society  held  its  regular 
dinner  meeting  Tuesday,  March  3,  at  the  Lend-A- 
Hand  Club  in  Davenport,  at  which  time  Herman  L. 
Kretschmer,  M.D.,  professor  of  genito-urinary  sur- 
gery, Rush  Medical  College,  Chicago,  was  the  princi- 
pal speaker.  Dr.  Kretschmer  spoke  on  Urologic  Con- 
ditions in  Infancy  and  Childhood,  and  illustrated  his 
remarks  with  lantern  slides. 


Tama  County 

The  Tama  County  Medical  Society  met  in  regular 
session  in  Traer,  Friday,  April  3.  Twenty-seven  phy- 
sicians and  guests  were  present  at  the  six-thirty  din- 
ner served  at  the  Gates  Coffee  Shop.  Maurice  Borde- 
wick,  attorney  of  Traer,  gave  an  interesting  talk  on 
The  Doctor  and  the  Law. 

A.  A.  Crabbe,  M.D..  Secretary 


Washington  County 

Tuesday,  March  31,  the  Washington  County  Medi- 
cal Society  held  its  monthly  meeting  at  the  Nurses’ 
Home  in  Washington.  The  scientific  program  was 
presented  by  Clarence  VanEpps,  M.D.,  of  Iowa  City, 
who  conducted  a clinic  on  nei'vous  diseases.  This  was 
very  much  enjoyed  by  members  and  guests  present. 

W.  S.  Kyle.  M.D.,  Secretary 


Woodbury  County 

Two  outstanding  speakers  presented  the  following 
scientific  papers  for  members  of  the  Woodbury 
County  Medical  Society,  when  that  organization  met 
in  Sioux  City,  Thursday,  March  12:  Mental  Diseases 
Due  to  Organic  Conditions,  Charles  F.  Obermann, 
M.  D.,  of  Cherokee,  and  Diagnosing  the  Inflammatory 
Diseases  of  the  Brain  and  the  Meninges,  C.  Gregory 
Barer,  M.D.,  Iowa  City. 

R.  N.  Larim-er,  M.D.,  Secretary 


Iowa  Clinical  Medical  Society 
The  annual  meeting  of  the  Iowa  Clinical  Medical 
Society  was  held  Saturday,  March  28,  at  Iowa  City, 
and  the  following  officers  elected:  Dr.  A.  A.  Schultz, 
of  Fort  Dodge,  president;  Dr.  F.  A.  Hecker  of  Ot- 
tumwa, vice  president;  and  Dr.  Raymond  S.  Grossman 
of  Marshalltown,  secretary  and  treasurer. 


Iowa  and  Illinois  Central  District  Medical 
Association 

The  spring  meeting  of  the  Iowa  and  Illinois  Cen- 
tral District  Medical  Association  was  held  Thursday, 
April  9,  at  the  Fort  Armstrong  Hotel  in  Rock  Island, 
Illinois.  Dinner  was  served  at  six-thirty,  and  the 
scientific  program  convened  at  eight  o’clock.  Wil- 
liam F.  Schroeder,  M.D.,  of  Rock  Island,  read  a short 
paper  on  The  Use  of  Sodium  Phenobarbital  as  a Pre- 
anesthetic. The  address  of  the  evening  was  delivered 
by  Thomas  G.  Orr,  M.D.,  of  Kansas  City,  Missouri, 
professor  of  surgery  at  the  University  of  Kansas,  on 
Some  Important  Factors  in  Pre-  and  Postoperative 
Therapy  with  Special  Reference  to  Intravenous  In- 
fusions. .lames  Dunn,  M.D.,  Secretary 


Southwestern  Iowa  Postgraduate  Medical  Society 
Members  of  the  Fremont  County  Medical  Society 
W'ere  hosts  to  more  than  one  hundred  physicians  and 
guests  attending  the  regular  meeting  of  the  South- 
western Iowa  Postgraduate  Medical  Society  held 
Thursday,  March  5,  in  Sidney.  A unique  feature  of 
the  program  was  the  fact  that  ten  ten-minute  papers, 
with  no  discussions,  were  presented.  Carl  H.  Davis, 
M.D.,  professor  of  obstetrics  and  gynecology,  Mar- 
quette University  School  of  Medicine,  Milwaukee, 
Wisconsin,  presented  a motion  picture  film  on  Par- 
turition in  Monkeys.  The  following  program  was 
then  given  by  physicians  from  Omaha:  Treatment  of 
the  Acute  Upper  Respiratory  Infections,  Mose  How- 
ard, M.D.;  Coronary  Disease,  George  Pratt,  M.D.; 
The  Uremia  Problem,  E.  J.  Kirk,  M.D.;  Treatment  of 
the  Toxemias  of  Pregnancy,  Earl  Sage,  M.D.;  Treat- 
ment of  the  Acute  Prostate,  Thomas  Boler,  M.D.; 
Emergencies  of  the  Diabetic,  Frank  Conlin,  M.D.; 
Clinical  Value  of  the  Blood  Picture,  Swen  Isaacson, 
M.D.;  Treatment  of  Highway  Accidents,  Robert 
Schrock,  M.D.;  and  Artificial  Fever  Treatment,  A.  E. 
Bennett,  M.D.  Ralph  Lovelady,  M.D.,  Chairman 


DEATH  NOTICES 

Townsend,  Daniel  John,  of  Lohrville,  aged  seventy- 
nine,  died  suddenly  March  27,  as  the  result  of  heart 
disease.  He  was  graduated  in  1887  from  Drake  Uni- 
versity College  of  Medicine,  and  at  the  time  of  his 
death  was  a life  member  of  the  Calhoun  County  and 
Iowa  State  Medical  Societies. 


Townsend,  Smith  James,  of  Gilmore  City,  aged  i 
sixty-seven,  died  March  5,  following  a lingering  ill-  I 
ness.  He  was  graduated  in  1892  from  Western  Re- 
sei’ve  University  School  of  Medicine,  Cleveland,  Ohio, 
and  had  long  been  a member  of  the  Pocahontas 
County  Medical  Society. 


Williams,  James  Albert,  of  Belle  Plaine,  aged  sev- 
enty, died  March  26,  as  the  result  of  pneumonia  and 
a heart  ailment.  He  was  graduated  in  189-5  from 
Bennett  College  of  Eclectic  Medicine  and  Surgery, 
Chicago,  and  at  the  time  of  his  death  was  a member 
of  the  Benton  County  Medical  Society. 
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Edited  by  the  Historical  Committee 


Dr.  F'rank  M.  Fuller,  Keokuk 

Dr.  John  T.  McClintock,  Iowa  City 

Dr.  Paul  W.  Van  ]\Ietre,  Rockwell  City 


Dr.  Tom  B.  Throckmorton,  Des  Moines 
Dr.  Walter  L.  Bierring,  Des  Moines 
Dr.  William  Jepson,  Sioux  City 


History  of  Drake  University  College  of  Medicine* 

Ferdinand  J.  Smith,  B.S.,  M.D.,  Milford,  Iowa 
(Continued  from  last  month) 


In  the  Iowa  State  Medical  Record,  Vol.  I,  page 
9,  is  to  be  found  an  address  delivered  bv  Dr.  C.  J. 
Williamson  to  the  graduating  class  of  1888,  a por- 
tion of  which  follows: 

“I  need  hardly  say  that  the  diploma  placed  in 
your  hands  represents  no  ism,  pathv  nor  sect  in 
medicine.  I refer  to  this  because  some  who  know 
better,  and  others  who  do  not.  will  characterize 
you  as  “allopathic'  doctors,  implying  by  the  term 
allojiathic  that  you  are  adherents  of  a long  obso- 


1-  Karly  quarters  of  the  Drake  University 
ColleKe  of  Medicine. 


lete  dogma  or  speculation  concerning  the  essence 
of  disease,  and  the  manner  in  which  medicine  acts 
in  eliminating  it  from  the  system.  I he  sixteenth 
century  was  a time  of  great  intellectual  activity, 
and  philosophers  of  that  period  essayed  the  solu- 
tion of  the  most  intricate  problems  of  nature,  in- 
cluding those  of  diseases  and  their  treatment,  by 
means  of  the  logical  faculty.  It  had  been  handed 


down  to  them  from  the  great  lights  in  medicine,  as 
a doctrine  not  to  be*  questioned,  that  diseases  were 
so  many  distinct  entities  to  be  expelled,  and  which 
must  be  expelled  by  medicines  whose  properties 
were  in  some  way  intimately  related  to  the  en- 
tities to  be  exjjelled,  and  that  such  relation  must 
of  necessity  be  one  of  similarity,  contrariety  or  in- 
difference. X^o  other  relation  or  mode  of  action, 
it  was  said,  was  conceivable ; hence  the  terms 
homeopathy,  antipathy  and  allopathy  came  into 
use  as  descriptive  of  the  modes  in  which  remedies 
were  supposed  to  act  in  the  cure  of  disease.  Men 
distinguished  for  learning  and  brilliancy  of  intel- 
lect were  arrayed  in  defense  of  one  or  another  of 
these  pro])ositions,  and  sought  to  demonstrate  its 
truth,  not  hy  clinical  ob.servation,  or  ex])eriment, 
but  by  logical  proces.ses.  Here  then  are  the  origin 
and  significance  of  the  terms  which  came  to  desig- 
nate these  .sects  in  medicine.  Now.  if  there  is  to- 
day, anywhere  a believer  in  antipathy  or  allopathy. 
I am  safe  in  saying  nobody  knows  it.  .-Ml  contro- 
versy on  the.se  subjects  cea.sed  long  ago.  Homeo- 
pathy, ton,  died  the  .same  natural  death  at  the 
same  time,  but  was  revived  by  Hahnemann  some 
two  hundred  years  later,  and  made  to  serve  in  con- 
nection with  his  fanevism  or  ‘infmitesimalism’ 
and  ‘spiritualizing’  of  medicine,  and  it  is  now 
under  condemnation  of  the  ‘.second  death.’  If 
therefore  any  of  you  ex]>ect  to  he  ‘alloi>athic’  doc- 
tors my  advice  is  return  the  diploma  to  the  col- 
lege. It  is  sufficient  that  you  are  known  as  a 
phvsician,  or  if  a distinguishing  adjective  must  be 
used,  let  it  be  the  word  ‘regular’  which  contains  no 
theorv  or  dogma  on  the  nature  of  disease,  or 
method  f)f  cure.” 
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Four  years  later  we  find  the  following  news 
item  concerning  the  school  in  Vis  Medicatrix, 
published  by  Dr.  Woods  Hutchinson;  “The  most 
satisfactory  year  of  the  Iowa  College  of  Physi- 
cians and  Surgeons  of  Des  Moines,  was  brought 
to  a close  by  the  commencement  exercises,  held 
April  7.  The  doctorate  address  by  Professor 
Hazen,  on  the  ‘Etiquette  of  the  Profession’  was 
clearly  professional,  and  abounded  in  wholesome 
advice  to  the  class.  Degrees  were  conferred  by 
Chancellor  Carpenter  of  Drake  University,  upon 
a class  of  nine,  two  of  whom  being  ladies.  Mr. 
J.  H.  Stalford  was  the  valedictorian  of  the  class. 


Fig.  2.  The  original  Senior  Medical  Building. 


and  in  choice  language  gave  an  earnest  and  able 
tribute  to  the  science  of  medicine.  After  the  exer- 
cises the  faculty,  alumni,  students  and  graduates 
repaired  to  the  Kirkwood,  where  a bountiful  re- 
past awaited  them.”^^ 

The  1892  catalogue  announced  that  a “dispen- 
sary service  has  been  instituted  by  the  college,  and 
is  being  well  patronized.  It  is  under  the  control 
of  a competent  staflf  composed  of  faculty  members 
and  it  affords  an  abundance  of  clinical  instruction 
in  the  various  departments,  to  which  students  have 


access  all  of  the  time.  Arrangements  have  been 
perfected  with  the  management  of  the  Cottage 
Hospital  so  that  a large  amount  of  bedside  in- 
struction will  be  available  in  the  next  college  ses- 
sion.” 

The  school  year  1894-1895  began  September 
18,  1894,  and  closed  March  14,  1895.  It  is  note- 
worthy that  for  the  first  time  mention  was  made 
of  laboratory  courses  in  bacteriology,  histology  • 
and  pathology : “Each  student  will  be  required  to 
become  familiar  with  the  manipulation  of  the  . 
microscope  and  accessories,  to  imbed,  cut,  stain,  \ , 
mount  and  examine  the  various  tissues  and  organs  ' i 
of  the  body  and  thus  acquire  practical  knowledge  ij 
of  its  microscoj)ical  structure.  Requirement  for  i 
graduation,  three  years  in  school  and  four  years’ 
study  including  preceptorship.”^^  The  same  cata-  ; 
logue  contains  the  announcement:  “The  Cottage  q 
Hospital  has  been  greatly  enlarged  and  improved  t 
during  the  last  year.  It  is  now  the  largest  and  i 
most  complete  hospital  in  the  state,  and  affords  an  n 
ahundance  of  clinical  material  of  all  kinds.  A 
large  amphitheater  has  been  built  for  the  benefit  i' 
of  the  class,  where  all  are  comfortably  seated.” 

In  the  fourteenth  annual  announcement  (1895-  1 
1896)  of  the  college  is  a picture  of  the  new  build-  i 
ing,  which  housed  the  departments  of  medicine  and 
law,  and  a half-tone  engraving  of  Mercy  Hospital, 
just  completed.  It  speaks  of  the  assistance  which 
this  hospital  will  he  to  the  school  in  affording  din-  . 
ical  material  for  the  instruction  of  students,  and  ; 
states  that  the  hospital  is  provided  with  an  amphi-  i 
theater  for  convenience  in  teaching  and  a labora- 
tory where  chemical  and  microscopical  investiga-  i 
tions  can  be  made  at  once  when  necessary.  It 
describes  the  new  hospital  as  well  lighted,  well  \ 
ventilated,  heated  hy  steam,  and  thoroughly 
equipped  with  all  modern  hospital  facilities. 

Candidates  for  admission  to  the  college  were 
required  to  he  graduates  of  a recognized  high 


Mercy  Hospital,  Des  Moines 
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school  or  to  pass  an  examination  showing  an 
equivalent  education.  They  must  have  attended 
three  lecture  courses  of  six  months  each,  not  more 
than  one  in  any  one  calendar  year.  Four  years  of 
study  were  required,  the  time  not  spent  at  school 
being  spent  with  a preceptor. 

In  the  fifteenth  annual  announcement  ( 1896- 
1897)  is  found  for  the  first  time  a schedule  show- 
ing the  number  of  hours  devoted  to  each  branch  of 
the  basic  sciences,  in  the  lecture  room  and  in  the 
laboratory.  There  were  laboratory  courses  in  anat- 
omy, chemistry,  a short  laboratory  course  in  path- 
ology, and  laboratory  demonstrations  by  the  de- 
partment of  physiology.  A course  in  histologic 
laboratory  work  was  also  given.  The  last  two 
years  were  devoted  entirely  to  the  practical 
branches,  partly  didactic  and  partly  clinical  lec- 
tures, and  demonstrations  in  the  hospital. 

A ruling  of  the  Iowa  State  Board  of  Medical 
Examiners  made  the  above  requirements  the  irre- 
ducible minimum  to  be  offered  by  medical  col- 
leges after  July,  1898.  To  graduate,  the  student 
must  have  completed  four  yearly  courses  of  medi- 
cal lectures.  An  exception  was  made  in  the  case 
of  students  having  completed  three  full  courses 
at  the  end  of  the  school  year  1898. 

Clinics  in  surgery  were  held  at  the  hospital  on 
Wednesday  afternoons,  in  gynecology  on  Thurs- 
day afternoons,  and  in  eye,  ear,  nose  and  throat 
and  in  general  medicine  on  Friday  afternoons. 

Beginning  with  the  year  1901-1902,  the  length 
of  the  medical  college  year  was  advanced  to 
twentv-six  weeks  each  year.  The  school  pros- 
pectus stated  that  the  first  term  would  open  on 
September  18,  and  the  graduating  exercises  be 
held  on  April  27.  On  June  13  freshman  and 
.sophomore  e.xaminations  closed.  It  no  longer 
mentioned  the  necessity  of  the  students  having  a 
preceptor.  The  laboratory  work  required  of 
students  during  the  freshman  year  was  as  follows : 
chemistry,  120  hours;  histology,  60  hours;  dis- 
secting, 36  hours  flatter  part  of  term)  ; in  the 
sophomore  year:  chemistry  and  urine  analysis,  60 
hours;  general  pathology,  60  hours;  dissecting, 
36  hours  flatter  part  of  term). 

In  the  year  1902-1903  laboratory  work  was 
given  in  histology,  chemistry,  physiology,  anatomy, 
bacteriology,  pathology,  toxicology  and  physio- 
logic chemistry.  Clinical  lectures  were  given  in 
this  year  by  the  departments  of  medicine,  surgery, 
gynecology,  genito-urinary  diseases,  otology, 
ophthalmology  and  diseases  of  the  throat  and 
nose.  The  following  announcement  appears  in 
the  catalogue : 

“The  college  would  take  it  as  a great  favor  if 
physicians  receiving  these  announcements  would 


send  us  such  cases  as  they  do  not  care  to  be 
troubled  with  in  their  private  practices,  and  cases 
which  to  them  would  be  of  no  pecuniary  profit. 
Hospital  accommodations  will  be  furnished  all 
such  patients,  when  necessary,  at  the  nominal 
price  of  $7.00  weekly,  which  includes  board,  wash- 
ing, nursing  and  everything  pertaining  to  resi- 
dence and  treatment  in  a hospital.” 

This  was  the  last  year  of  Dr.  Schooler’s  dean- 
ship  at  the  Drake  Medical  College.  He  had  for 
years  given  of  his  time  and  energy,  unreservedly 
and  unremittingly,  and  so  he  thought  he  deserved 
a rest  from  his  many  efforts  in  behalf  of  the  col- 
lege. Had  it  not  been  for  his  enthusiasm  and  de- 
sire to  see  the  college  perpetuated,  it  would  have 
perished  long  before. 

Dr.  D.  S.  Fairchild,  who  had  been  with  the  in- 
stitution from  the  very  beginning,  was  appointed 
to  succeed  Dr.  Schooler.  Dr.  Fairchild  was  a very 
able  man,  thoroughly  conversant  with  all  of  the 
departments  of  a medical  course,  having  taught 
nearly  every  branch  of  the  basic  and  practical 
medical  sciences.  He  was  a fine  lecturer.  The 
heavy  teaching  burden  that  he  bore  during  his 
connection  with  the  veterinary  medical  college  at 
Ames  has  been  mentioned.  At  the  Drake  College 
of  Medicine  he  taught  by  turns  diseases  of  the 
nervous  system,  principles  and  practice  of  medi- 
cine, pathology,  mental  diseases,  practice  of  sur- 
gery and  clinical  .surgery.  He  also  gave  to  Ib.e 
senior  students  at  the  Iowa  State  College  a cour.se 
of  lectures  on  the  brain,  preparatory  to  the  study 
of  psychology,  and  all  of  the  students  without  ex- 
ception were  profoundly  interested  in  this  part 
of  the  psychology  course. 

In  the  late  fall  of  1903,  Dr.  Fairchild  communi- 
cated with  Dr.  F.  J.  Smith,  his  one  time  student 
at  the  Iowa  State  College,  explaining  to  him  that 
he  intended  to  put  the  first  two  college  years  on 
a .salaried  full  time  teaching  basis,  and  asking  if 
he  would  be  willing  to  come  and  help  him  do  this 
work.  It  was  agreed  between  Dr.  Fairchild  and 
Dr.  Smith  that  the  latter  would  be  made  dean  of 
the  junior  college  and  would  be  given  a free 
band  in  carrying  out  Dr.  Fairchild’s  plans.  Im- 
mediately thereafter  (January,  1904)  Dr.  Smith 
took  u])  advanced  work  at  Heidelberg  University, 
in  Germany,  in  the  laboratories  of  the  dei)artment 
of  physiologic  chemistry,  under  the  direction  of 
I’rofe.ssor  Kossel. 

(To  be  continued) 
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diseases  of  women — By  Harry  S.  Crossen,  M.D.,  professor 
emeritus  of  clinical  gynecology,  Washington  University  School 
of  Medicine ; and  Robert  J.  Crossen,  M.D.,  instructor  in  clin- 
ical gynecology  and  obstetrics,  Washington  University  School 
of  Medicine.  Eighth  edition,  entirely  reset,  with  1068  engrav- 
ings. C.  V.  Mosby  Company,  St.  Louis,  1935.  Price,  $10.00. 

THE  evaluation  OF  SYMPTOMS— By  Oliver  T.  Osborne, 
M.D.,  professor  of  therapeutics,  emeritus,  and  formerly  clini- 
cal professor  of  medicine,  Yale  University.  Yale  University 
Press,  1935.  Price,  $3.50. 

FOR  AND  against  DOCTORS— By  Robert  Hutchison,  and  G. 
M.  Wauchope.  William  Wood  and  Company,  Baltimore,  1935. 
Price,  $2.00. 

THE  HUMAN  FOOT — By  Dudley  J.  Morton,  associate  professor 
of  anatomy.  College  of  Physicians  and  Surgeons,  Columbia 
University.  Columbia  University  Press,  New  York  City, 
1936.  Price,  $3.00. 

IMMUNOLOGY — By  Noble  Pierce  Sherwood,  M.D.,  professor  of 
bacteriology.  University  of  Kansas.  Illustrated.  C.  V.  Mosby 
Company.  St.  Louis,  1936.  Price.  $6.00. 

INFANT  NUTRITION— By  William  McKim  Marriott,  M.D.,  pro- 
fessor of  pediatrics,  Washington  University  School  of  Medi- 
cine, St.  Louis.  Second  edition.  C.  V.  Mosby  Company,  St. 
Louis,  1936.  Price,  $4.50. 

INTERNATIONAL  CLINICS,  Volume  IV,  Forty-fifth  Series- 
Edited  by  Louis  Hamman,  M.D.,  visiting  physician,  Johns 
Hopkins  Hospitali  Baltimore.  J.  B.  Lippincott  Company, 
Philadelphia,  1936. 

MEDICAL  TREATMENT  OF  GALLBLADDER  DISEASE— By 
Martin  E.  Rehfuss,  M.D.,  clinical  professor  of  medicine. 
Jefferson  Medical  College;  and  Guy  M.  Nelson,  M.D.,  instruc- 
tor of  medicine,  Jefferson  Medical  College.  465  pages  with 


113  illustrations.  W.  B.  Saunders  Company,  Philadelphia  i 
and  London,  1935.  Price,  $5.50. 

THE  NATIONAL  FORMULARY— Sixth  edition  prepared  by  the  i 
Committee  on  National  Formulary  by  authority  of  the  Amer-  | 
ican  Pharmaceutical  Association.  Official  from  June  1,  1936.  | 

Published  by  the  American  Pharmaceutical  Association,  i 
Washington,  D.  C.,  1935.  | 

NEW  PATHWAYS  FOR  CHILDREN  WITH  CEREBRAL  I 
PALSY — By  Gladys  Gage  Rogers,  and  Leah  C.  Thomas.  The  I 
Macmillan  Company,  New  York  City,  1935.  Price,  $2.50. 

NURSERY  EDUCATION-THEORY  AND  PRACTICE— By  Wil-  | 
liam  E.  Blatz,  M.A.,  M.B.,  Ph.D.,  professor  of  psychology,  I 
University  of  Toronto,  director,  St.  George’s  School  for  Child 
Study.  William  Morrow  and  Company,  New  York,  1936. 
Price,  $3.60. 

THE  PARATHYROIDS  IN  HEALTH  AND  IN  DISEASE— By 
David  H.  Shelling,  M.D.,  Johns  Hopkins  University  and  Hos- 
pital. Illustrated.  C.  V.  Mosby  Company,  St.  Louis,  1935. 
Price,  $5.00. 

PRESCRIPTION  WRITING  AND  FORMULARY— By  Charles 
Solomon,  M.D.,  assistant  clinical  professor  of  medicine.  Long  i 
Island  College  of  Medicine.  J.  B.  Lippincott  Company,  Phila-  ■ 
delphia,  1935.  Price,  $4.00. 

THE  SPECIAL  PROCEDURES  IN  DIAGNOSIS  AND  TREAT- 
MENT— By  Don  Carlos  Hines,  M.D.,  clinical  instructor  in 
medicine,  Stanford  University.  Published  by  the  Stanford  ■ 
University  Press. 

SURGERY:  QUEEN  OF  THE  ARTS— By  William  D.  Haggard,  I 
M.D.,  professor  of  clinical  surgery,  Vanderbilt  University  < 
School  of  Medicine,  389  pages  with  41  illustrations.  W.  B. 
Saunders  Company,  Philadelphia  and  London,  1935.  Price, 
$5.50. 


BOOK  REVIEWS 


THE  DOCTOR  AND  THE  PUBLIC 

By  James  Peter  Warbasse,  M.D.,  Brook- 
lyn, New  York.  Paul  B.  Hoeber,  Inc.,  New 
York,  1935.  Price,  $5.00. 

The  timeliness  of  this  discussion  will  be  appreciated 
by  all  physicians.  It  is  apparent  that  this  author 
has  placed  himself  in  a position  as  a competent  ob- 
server because  of  the  very  extensive  factual  back- 
ground secured  for  this  study.  His  aim  is  to  corre- 
late medical  science  and  the  public  welfare,  since  he 
rationally  views  the  problem  as  one  of  adjustment 
or  adaptation  on  the  premise  that  a change  in  medi- 
cal practice  is  inevitable.  He  has  attempted  by  an 
analysis  of  past  experience  and  of  present  conditions 
to  suggest  a program  of  medical  practice  which  will 
satisfy  the  demands  of  the  physician  and  at  the  same 
time  render  a more  acceptable  service  to  the  public. 

If  we  are  willing  to  accept  the  history  of  the  evo- 
lution of  medical  practice  as  retold  by  the  author,  it 
would  appear  that  the  medical  practice  of  the  future 
can  be  predetermined  with  fair  accuracy.  Through 
the  pages  of  this  highly  fascinating  volume,  the 
author  develops  his  historic  background,  indicating 
the  steady  trend  of  medicine  toward  a more  scientific 
and  accurate  practice,  and  suggesting  at  the  same 
time  the  ever-increasing  tendency  toward  group 
practice.  One  would  conclude  that  the  author  fore- 
sees for  the  future  a socialization  in  medicine  foster- 
ing the  group  plan  of  practice  where  greater  indi- 


vidual professional  efficiency  may  be  attained,  and  at 
the  same  time  the  ultimate  cost  to  the  public  may 
be  reduced. 

The  book  is  recommended  for  the  thoughtful  at- 
tention of  all  physicians. 


CLINICAL  DIAGNOSIS  BY  LABORATORY 
METHODS 

By  James  Campbell  Todd,  M.D.,  late  pro- 
fessor of  clinical  pathology.  University  of 
Colorado;  and  Arthur  Hawley  Sanford,  M.D., 
professor  of  clinical  pathology.  University  of 
Minnesota.  Eighth  edition,  thoroughly  re- 
vised; 792  pages  with  350  illustrations.  W. 

B.  Saunders  Company,  Philadelphia  and 
London,  1935.  Price,  $6.00. 

Since  1908,  when  the  first  edition  of  this  treatise 
appeared,  no  work  has  been  held  in  higher  esteem  by 
laboratory  technicians  as  a reference  guide  to  daily 
work.  In  the  earlier  editions  the  author  reviewed 
only  the  more  common  procedures,  inasmuch  as  the 
text  was  originally  devised  for  the  non-professional 
laboratory  technician.  In  later  editions  the  scope  of 
the  work  has  been  expanded  so  that  in  the  present 
eighth  edition  we  find  a well-rounded,  thorough,  and 
comprehensive,  discussion  of  laboratory  methods  and 
their  interpretation  suitable  both  for  the  laboratory 
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technician,  the  clinician,  and  the  director  of  the  clini- 
cal laboratory. 

Appropriate  sections  are  devoted  to  the  laboratory 
examination  of  the  sputum,  the  urine,  the  blood,  the 
gastric  and  duodenal  contents,  the  feces,  and  various 
body  fluids.  A full  chapter  is  devoted  to  clinical 
chemistry,  another  to  serodiagnostic  methods,  and 
others  to  bacteriologic  methods  and  vaccines.  The 
physician  requiring  an  exact  and  comprehensive  guide 
to  the  methods  of  clinical  diagnosis  by  laboratory 
procedure  would  do  well  to  provide  himself  with  this 
revised  text. 


INTERNATIONAL  CLINICS 

Volume  III,  Forty-fifth  Series.  Edited  by 
Louis  Hamman,  M.D.,  visiting  physician, 
Johns  Hopkins  Hospital,  Baltimore.  J.  B. 
Lippincott  Company,  Philadelphia,  1935. 

Outstanding  in  this  issue  are  articles  dealing  with 
renal  functions,  the  relationship  of  allergy  to  mi- 
graine, clinical  aspects  of  arteriosclerotic  heart  dis- 
ease (by  Fred  M.  Smith,  M.D.,  Iowa  City,  Iowa),  and 
rheumatoid  atrophic  arthritis.  In  the  section  dealing 
with  surgical  subjects  a very  practical  clinic  deals 
with  the  therapeutic  problems  in  intestinal  obstnac- 
tion.  The  last  three  clinics  reflect  the  recent  progress 
in  ophthalmology  and  otolaryngology,  discussing  the 
ocular  manifestations  of  blood  diseases,  the  ocular 
manifestations  of  diabetes  mellitus,  and  a review  of 
radiology  and  roentgenology  as  applied  to  otolaryn- 
gologic practice. 

Each  volume  in  this  series  contains  numerous  black 
and  white  and  colored  illustrations.  Each  volume 
carries  its  own  separate  index. 


DISEASES  OF  WOMEN 

By  Harry  S.  Crossen,  M.D.,  professor 
emeritus  of  clinical  gynecology,  Washington 
University  School  of  Medicine;  and  Robert 
J.  Crossen,  M.D.,  instructor  in  clinical  gyne- 
cology and  obstetrics,  Washington  Univer- 
sity School  of  Medicine.  Eighth  edition, 
entirely  reset,  with  1,058  engravings.  C.  V. 
Mosby  Company,  St.  Louis,  1935.  Price, 
$10.00. 

Since  the  first  edition  of  this  valuable  work  ap- 
peared nearly  thirty  years  ago,  Crossen’s  Diseases  of 
Women  has  been  widely  used  as  a textbook  for  medi- 
cal teaching  and  as  a reference  book  for  the  general 
practitioner.  The  last  general  revision  of  this  work 
occurred  some  five  years  ago,  and  in  the  author’s 
opinion  the  present  revision  was  demanded  chiefly 
because  of  the  extensive  information  which  has  been 
accumulated  concerning  the  effect  of  the  endocrines 
on  the  various  physiologic  functions,  particularly  re- 
lating to  menstruation  and  ovulation.  The  first  three 
chapters  of  the  work  have  been  entirely  rewritten, 
introducing  this  new  material  and  bringing  the  sub- 
ject entirely  up  to  date. 


This  complete  encyclopedic  discussion  of  diseases 
of  women  should  be  in  the  hands  of  every  physician 
practicing  obstetrics.  The  authors  have  certainly  at- 
tained an  avowed  purpose  in  presenting  this  subject 
in  its  entirety,  and  with  clearness,  assuring  ready 
understanding  and  application  i-equired  in  bedside 
work. 

This  eighth  edition  contains  over  one  thousand  en- 
gravings and  one  colored  plate. 


COMMON  CONTAGIOUS  DISEASES 
By  Philip  Moen  Stimson,  M.D.,  assistant 
professor  of  clinical  pediatrics,  Cornell  Uni- 
versity Medical  College.  Second  edition, 
thoroughly  revised;  illustrated  with  53  en- 
gravings and  three  plates.  Lea  and  Febiger, 
Philadelphia,  1936.  Price,  $4.00. 

This  is  a second  edition  of  a compact  and  handy 
book  presenting  a clear  and  concise  discussion  of  the 
more  common  contagious  diseases — one  which  has 
already  proved  its  worth.  The  author  has  attempted 
to  bring  the  material  entirely  up  to  date  by  present- 
ing the  newer  concept  of  certain  contagious  diseases, 
such  as  whooping  cough,  poliomyelitis,  diphtheria  and 
smallpox.  This  manual  admirably  meets  the  needs  of 
the  general  practitioner,  the  pediatrician,  the  school 
physician  and  school  nurse,  as  well  as  the  educated 
layman. 


THE  EVALUATION  OF  SYMPTOMS 
By  Oliver  T.  Osborne,  M.D.,  professor  of 
therapeutics,  emeritus,  and  formerly  clini- 
cal professor  of  medicine,  Yale  University. 

Yale  University  Press,  1935.  Price,  $3.50. 

Diagnosis  in  the  modern  scheme  of  practice  fre- 
quently resolves  itself  into  routine  and  special  lab- 
oratory tests  as  generally  employed  in  hospital  prac- 
tice. Physicians  of  an  older  school,  of  necessity,  re- 
lied more  largely  upon  history  and  physical  examina- 
tions of  the  patient  to  establish  diagnosis.  The  au- 
thor of  this  small  volume  was  educated  and  practiced 
in  his  early  years  without  the  aid  of  laboratory  meth- 
ods of  precision.  His  active  practice  and  interest  has, 
however,  carried  him  into  this  more  recent  epoch  in 
medical  development  in  which  the  laboratory  figures 
so  prominently.  Because  of  this  background  it  seems 
particularly  fitting  that  Dr.  Osborne  should  write  on 
the  evaluation  of  symiitoms  since  his  bias  for  either 
the  old  or  the  new  school  must  be  tempered  by  his 
experience  and  respect  for  the  other  system.  While 
this  subject  does  not  lend  itself  readily  to  a didactic 
form  of  presentation  the  author  has  attempted  to 
classify  the  many  conditions  discussed  and  symptoms 
evaluated  so  that  the  work  may  be  readily  consulted 
as  a reference  source.  While  every  physician  can 
gain  materially  by  reading  this  summation  of  fifty 
years’  experience  in  clinical  medicine,  it  is  com- 
mended particularly  to  the  newer  graduates  and 
young  practitioners  whose  personal  experience  may 
not  have  yet  provided  a sane  viewpoint  concerning 
the  value  of  the  several  means  employed  in  diagnosis. 


230 


Journal  of  Iowa  State.  Medical  Society 


April,  1936 


THE  AUTONOMIC  DISEASES  OR  THE 
RHEUMATIC  SYNDROME 
By  T.  M.  Rivers,  M.D.  Dorrance  & Com- 
pany, Philadelphia,  1935.  Price,  $3.00. 

The  author  of  this  book  determined  to  do  some 
original  research  in  an  effort  to  discover  something 
about  the  nature  of  arthritis,  and  if  possible  to  im- 
prove on  the  method  of  treatment.  His  work  led  him 
rather  far  afield  and  he  delved  into  autonomic  dis- 
eases, becoming  impressed  with  the  wide  field  occu- 
pied by  this  branch  of  the  nervous  system  and  its 
responsibility  for  the  aches  and  ills  of  mankind.  As 
causes  of  autonomic  diseases,  he  lists  certain  agents, 
acting  either  directly  on  the  tissues  or  through  the 
autonomic  system.  These  can  be  drugs,  foreign  pro- 
teins, amines,  hormones,  emotional  states,  and  vari- 
ous other  agents. 

Numerous  statements  are  made  with  which  one 
might  wish  to  argue  or  to  ask  fuller  explanation; 
such  as,  his  definition  of  migraine  as  an  allergic  dis- 
ease. Vaughan  states  that  allergy  is  only  one  of 
the  causes  of  migraine.  In  discussing  the  treatment 
of  epilepsy  the  author  says,  “The  surgical  treatment 
by  which  parts  of  the  colon  may  be  resected  is  the 
most  dependable  treatment  and  promises  to  do  much 
for  these  unfortunates,  as  the  diagnosis  and  methods 
of  performing  these  operations  are  perfected.” 

In  his  chapter  on  angina  pectoris  he  gives  1772  as 
the  year  in  which  Heberden  published  his  description 
of  the  disease.  Every  other  reference  to  this  classical 
paper,  with  which  the  reviewer  is  familiar,  gives  its 
date  as  1768.  The  treatment  of  a ruptured  left  ven- 
tricle is  stated  to  be  prophylactic,  a statement  which 
speaks  for  itself.  There  are  numerous  mistakes  in 
spelling,  and  the  author  frequently  is  a bit  involved 
in  his  English,  and  he  expresses  himself  rather  clum- 
sily. 

The  binding  of  the  book  is  cheap,  and  not  up  to 
the  usual  standards  for  a professional  library. 

F.R.H. 


FOR  AND  AGAINST  DOCTORS 

By  Robert  Hutchison  and  G.  M.  Wauchope. 
William  Wood  and  Company,  Baltimore, 
1935.  Price,  $2.00. 

This  small  volume,  a medical  anthology,  refiects 
opinions  both  in  praise  and  in  condemnation  of  phy- 
sicians. The  quotations  have  been  selected  solely 
from  the  lay  literature  and  reflect  opinions  of  distin- 
guished writers  from  the  earliest  times.  Many  of  the 
quoted  expressions  have  established  themselves  as 
medical  proverbs  and  are  more  or  less  familiar  to  all 
— others  are  but  little  known.  The  authors  have  con- 
veniently divided  their  material  chronologically,  quot- 
ing originally  from  the  literature  of  the  ancient;  then 
from  a medieval  period;  next  from  the  fifteenth  to 
seventeenth  centuries;  and,  finally,  the  eighteenth 
century  and  the  nineteenth  century.  The  avowed  pur- 
pose of  the  volume  is,  through  quotations,  “To  see 
ourselves  through  the  eyes  of  others.” 


THE  HUMAN  FOOT 

By  Dudley  J.  Morton,  professor  of  anat- 
omy, College  of  Physicians  and  Surgeons, 
Columbia  University.  Columbia  University 
Pi’ess,  New  York,  1935.  Price,  $3.00. 

This  book  is  divided  into  three  portions,  the  first  of 
which  traces  the  development  of  the  foot  from  the  I 
first  appearance  of  such  an  appendage  in  the  lower  i« 
animals  to  its  final  development  in  man.  This  por-  • 
tion  is  by  far  the  most  fascinating  of  the  three  divi- 
sions and  would  be  interesting  to  physicians  and  lay- ; 
men  alike  even  if  they  had  no  interest  in  foot  ail-  |( 
ments  and  their  treatment.  ' * 

The  second  division  of  the  book  considers  the  phys- 
iology of  the  normal  human  foot.  In  reading  this 
section  one  is  impressed  not  only  with  the  anatomic 
knowledge  of  the  author  but  also  with  his  engineering 
skill,  of  which  there  is  considerable  evidence.  One 
very  seldom  sees  this  characteristic  in  medical  men. 

Part  three  deals  with  the  functional  disorders  of 
the  human  foot  and  gives  a clear  picture  of  many 
which  were  previously  vague.  Obtaining  the  mate- 
rial for  this  section  has  required  a great  deal  of 
painstaking  investigation  which  would  have  been 
valueless  without  the  sound  judgment  evident  in  its 
evaluation  and  preparation. 

This  volume  would  be  an  interesting  addition  to 
any  physician’s  library  and  especially  valuable  to  the 
general  practitioner  and  orthopedist. 


KEY  TO  SYMPTOMATOLOGY,  BOOK  II, 
DERMATOLOGIC  DISEASES 

By  D.  D.  Stonecypher,  Nebraska  City, 
Nebraska.  Key  System,  Publishers,  Ne- 
braska City,  Nebraska,  1935.  Price,  $10.00 
a volume. 

At  an  earlier  date  and  in  this  section  previous 
volumes  of  this  key  system  have  been  reviewed.  This 
volume,  covering  dermatologic  conditions,  follows  the 
original  plan  in  offering  the  physician  a device  which 
should  refresh  his  knowledge  concerning  the  signifi- 
cance of  various  symptoms  obseiwed  and  directing 
his  attention  to  the  probable  diagnosis.  Tbis  is  ac- 
complished by  a series  of  cards  which  bear  a tabular 
designation,  indicating  a symptom,  which  may  be 
elicited  by  the  physician.  By  means  of  a master 
card  the  perforated  symptom  cards  reveal  in  appro- 
priate windows  the  conditions  which  must  be  con- 
sidered. 

It  is  not  the  author’s  purpose  that  this  system 
should  be  used  as  a mechanical  method  of  diagnosis 
and  be  relied  upon  as  such  by  the  physician.  It  is 
supposed,  rather,  that  the  Key  To  Symptomatology 
will  supplement  the  physician’s  diagnostic  skill  and 
perhaps  eliminate  those  errors  which  might  other- 
wise creep  in  through  lack  of  thorough  consideration 
of  certain  possibilities  suggested  by  the  patient’s 
symptoms. 

The  Key  to  Symptomatology  deserves  careful  in- 
vestigation, particularly  by  the  general  practitioner. 
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THE  TREATMENT  OF  DIABETES  WITH 
PROTAMINE  INSULIN 
Edwin  B.  Winnett,  M.D.,  F.A.C.P., 

Des  Moines 

[i  History  records  remarkable  periods  of  advance- 
, ment  in  the  treatment  of  diabetes  mellitns,  which 
Joslin^  for  convenience  divided  into  eras.  The 
, Naunyn  era,  characterized  by  overnutrition  and  a 
l|.  high  fat  diet,  reigned  supreme  until  1914.  Al- 
' len’s  undernutrition  era  with  starvation  regimes, 
remained  in  vogue  until  1922,  when  a new  era 
dawned,  ushered  in  by  the  discovery  of  insulin  by 
Banting  and  Best.  We  now  enter  another  period, 
the  Hagedorn-Protamine  era,  named  after  H.  C. 

I Hagedorn  of  the  Steno  Memorial  Hospital  in 
, Copenhagen.  Many  predict  that  it  holds  the  great- 
jest  happiness  for  diabetic  patients,  because  of  fur- 
|ther  improved  therapeusis.  These  eras  might 
Irightfully  be  combined  into  one,  the  Joslin-com- 
jhined  era.  since  Joslin’s  contributions  stand  para- 
mount during  the  entire  period. 

' BANTING-INSULIN  ERA 

' With  the  introduction  of  insulin  by  Banting  and 
Best  in  1922  we  commanded  a substance  capable 
>f  normally  metabolizing  carbohydrates.  Neces- 
' dty  demanded  standardization  of  potency.  Large 
li  [variations  in  volume  administration  required  solu- 
I ions  of  different  concentrations.  Many  problems 
I 'emained  for  solution.  Proper  time  relationships 
^ )etween  the  administration  of  food  and  insulin 
, jradually  became  better  understood.  After  the 
tandardization  of  insulin  more  reasonable  esti- 
nates  of  the  amount  of  insulin  necessary  for  hum- 
ng  a given  quantity  of  glucose  were  established. 
I ts  startling  action  in  diabetic  coma  came  only 
* fter  fundamental  knowdedge  increased.  Some 
> j'ondered  whether  insulin  would  produce  compli- 
[ations.  The  early  co.st  to  a patient  in  moderate 
jircumstances  was  prohibitive,  but  it  soon  became 
vailable  to  everyone.  The  rate  of  food  absorption 
nd  glucose  metabolism  modified  insulin  tberap\’. 
•astric  retention  with  delay  in  circulatory  absorp- 
nn,  diarrhea  with  lowered  carbohydrate  assimi- 


lation, or  vomiting  might  lead  to  an  insulin  re- 
action. Similarly,  muscular  exercise,  requiring 
the  burning  of  glucose  in  the  muscles  not  allowed 
for  in  calculating  the  necessary  amount  of  quickly 
acting  insulin,  might  cause  hypoglycemia.  Varia- 
tions in  the  rate  of  absorption  of  different  foods 
required  consideration.  The  role  of  certain  glands 
of  internal  secretion,  such  as  the  pituitary,  thyroid 
and  adrenal  glands,  in  glucose  metabolism  still  re- 
mains a mystery.  Our  insulin  experiences  have 
answered  many  questions.  Diabetes,  in  its  less 
severe  forms,  can  be  controlled  adequately.  Pa- 
tients in  diabetic  coma  will  recover  under  proper 
management,  if  the  condition  is  recognized  and 
treated  early.  However,  we  encounter  consider- 
able more  difficulty  in  maintaining  suitable  blood 
sugar  levels  in  patients  with  the  more  severe  type 
of  diabetes. 

Theoretically  insulin  should  be  supplied  in  the 
blood  stream  in  adequate  amounts  and  at  proper 
rates  to  burn  sufficient  glucose  from  the  ingested 
foods  to  maintain  a normal  blood  content  and 
sugar  free  urine : but  the  adequate  amount  and 
the  proper  rate  have  not  yet  been  absolutely  deter- 
mined. No  one  knows  exactly  how  much  glucose 
one  unit  of  insulin  will  burn.  If  the  patient  is 
given  enough  insulin  before  breakfast  to  burn  the 
glucose  entering  the  blood  stream  from  that  meal, 
he  may  experience  hyperglycemia  with  glycosuria 
at  ten  o’clock  in  the  morning,  or  hypoglycemia 
with  an  insulin  reaction  at  eleven  o’clock.  If 
enough  insulin  is  given  before  the  evening  meal  to 
burn  the  glucose  entering  the  circulation  from  that 
meal,  hypoglycemia  and  a resultant  reaction  may 
occur  at  any  time  between  ten  o’clock  at  night  and 
morning.  Insulin  reactions  occurring  at  night  are 
unusually  alarming  to  all  concerned,  especially 
when  they  take  ]>lace  in  children.  In  still  other 
patients  with  the  severe  type  of  diabetes,  insulin 
given  before  tbe  evening  meal  burns  gluco.se  from 
that  meal,  but  about  ten  or  eleven  o’clock  at  night 
the  blood  sugar  begins  to  rise  so  that  during  tbe 
early  morning  hours  heights  of  600  milligrams  per 
100  cubic  centimeters  of  whole  blood,  or  higher. 
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may  he  reached.  In  order  to  control  sucli  wide 
fluctuations  in  hlood  sugar  content,  a dose  of  in- 
sulin was  often  ordered  for  hed-time  or  later  in 
the  night.  Even  with  four  or  five  doses  of  insulin 
a day  many  diabetic  patients  show  a high  hlood 
sugar  content  with  glycosuria  in  the  morning. 
Too  many  injections  of  insulin  during  the  twenty- 
four  hour  period  become  burdensome  for  the  pa- 
tient. In  many  of  them  insulin  shock  occurs  with- 
out warning  during  the  day.  With  regular  insulin 
then  we  have  not  accomplished  all  we  had  hoped 
for,  especially  in  those  patients  with  the  more  se- 
vere type  of  diabetes. 

hagedorn-protamine  era 

Research  has  been  conducted  along  numerous 
lines  in  an  effort  to  overcome  the  wide  fluctuations 
of  hlood  sugar,  with  hyperglycemia  occurring  dur- 
ing one  part  of  the  day,  and  hypoglycemia  apjiear- 
ing  during  the  other  part.  Substitutes  for  insulin 
have  been  sought.  Others  have  searched  for  some 
suh.stance  which,  when  combined  with  insulin, 
would  jirolong  its  action  and  lower  the  blood  sugar 
content  more  gradually  by  causing  slower  absorp- 
tion from  the  subcutaneous  depot  after  injection. 
Insulin  has  been  mixed  with  gum  arabic,  adrena- 
lin, tannic  acid,  ferric  chloride,  oil,  and  many  other 
substances,  but  the  desired  results  were  not  ob- 
tained. Not  until  Hagedorn  and  his  associates^ 
develojied  a substance  called  protamine  did  we 
have  a preparation  to  control  absorption.  This 
mixture  termed  “protamine  insulinate”  is  being 
produced  at  present  for  clinical  trial  in  the  United 
States  by  Eli  Lilly  and  Company,  and  is  named 
by  them  “protamine  insulin.” 

Protamine  insulin  is  prepared  by  the  addition 
to  insulin  of  a protamine  isolated  by  Hagedorn 
from  the  sperm  of  trout  (species  Salmo  iridius) 
which  forms  a compound,  slowly  soluble  in  body 
serum.  This  compound  is  broken  down  and  in- 
sulin is  liberated  slowly  into  the  blood  stream. 
This  new  preparation  as  supplied  for  clinical  trial 
consists  of  a small  vial  containing  protamine  to 
be  added  to  five  cubic  centimeters  of  U-50  insulin. 
The  resultant  mixture  corresponds  to  the  unit 
strength  of  LI-40  insulin.  The  protamine  buf- 
fered solution  must  be  added  from  a cold  sterile 
syringe.  It  should  be  added  slowly  and  mixed 
gently  to  avoid  frothing.  Before  each  injection 
the  mixture  should  be  shaken  in  order  to  get  the 
aliquot  proportion  of  insulin  and  protamine  at 
each  dose.  After  adding  the  protamine  to  the  in- 
sulin the  .solution  apnears  turbid.  It  is  advisable 
to  allow  it  to  stand  for  twenty-four  hours  before 
using.  Protamine  insulin  is  administered  subcu- 
taneously in  the  same  manner  as  regular  insulin, 
and  cannot  be  used  intravenously.  From  the  de- 


])ot  of  injection  absorption  takes  place  slowly  into 
the  circulation.  The  same  precautions  should  be 
observed  to  change  the  site  of  injections  as  with 
regular  insulin. 

The  following  four  cases  are  presented  to  show 
the  effect  of  protamine  iy^d^i.  In  all  instances 
the  blood  sugar  detenuftia^ons  were  made  at  7 :00  l 
A.  M..  1 1 :00  A.  M.,  2 P.^I.,  5 :00  P.  M.,  and  I 

10:00  P.  M.,  because  this  schedule  conformed  with 
others  using  protamine  insulin,  and  because  more  i 
accurate  lilood  sugar  information  can  be  obtained  ■ 
at  these  hours.  The  type  of  record  is  patterned 
after  tlip  methods  used  by  other  workers  in  this 
field.  The  blood  sugar  determinations  in  graphs 
X'^os.  1 and  2 were  done  in  the  laboratory  of  the 
Iowa  Methodi.st  Hospital,  and  No.  3 in  the  labora- 
tory of  the  Iowa  Lutheran  Hospital,  capillary 
blood  being  employed  in  lioth  cases.  Tbe  blood 
sugar  determination  in  graph  No.  4 was  done  in 
my  laboratory,  and  I used  venous  blood.  Tbe  use 
(>f  protamine  insulin  is  indicated  by  the  letter  P 
above  the  unit  dosage. 

Case  No.  1.  A maiden  lady,  thirty-two  years  of 
age.  first  presented  her.self  in  1921  complaining  of 
polyphagia,  polydipsia,  polyuria,  and  a fifteen 
pound  weight  loss  of  six  months’  duration.  The  : 
urine  gave  a strong  sugar  reaction.  Hospitaliza- 
tion was  advised  but  refused.  A large  carbuncle 
on  the  right  leg  caused  her  to  return  in  1923.  The 
urine  then  showed  eight  per  cent  sugar  with  ace- 
tone four  plus.  She  accepted  hospitalization,  the 
carbuncle  healed,  and  on  discharge  her  insulin  re- 
quirement was  10-10-10.  She  was  seen  at  inter- 
vals until  December,  1935,  when  a respiratory 
difficulty  required  readmission.  During  her  hos- 
pital stay,  sugar,  acetone  and  diacetic  acid  were 
positive  until  four  days  before  her  discharge  on 
December  14.  At  that  time  her  insulin  require- 
ment was  36-0-22.  She  then  resufned  her  occu- 
pation and  worked  until  January  2.  1936,  when  she 
was  again  admitted  to  the  hospital.  A broncho- 
scopic  examination  by  Dr.  J.  A.  Downing  showed 
a stenosis  at  the  second  bifurcation  of  the  right 
main  bronchus.  Previous  repeated  sputum  exami- 
nations were  reported  negative  for  Koch  bacillus: 
however,  acid  fast  staining  of  pus,  aspirated  bron- 
choscopically  from  a lung  abscess.  re?.dily  revealed 
the  tubercle  bacillus.  From  January  2 until  both 
jirotamine  insulin  and  regular  insulin  were  used, 
she  showed  sugar  daily.  The  insulin  dosage  was 
changed  about  without  success.  For  a few  days 
she  received  44-5-32-5  (10:00  P.  M.).  Reactions 
occurred.  If  the  insulin  was  raised  before  break- 
fast she  developed  insulin  shock  in  the  late  fore- 
noon. She  would  show  sugar  at  10 :00  A.  M.  and  I 
a reaction  at  1 1 :00  A.  M.  If  the  interval  between 
breakfast  and  insulin  was  extended  the  insulin  re- 
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Case  No.  1.  Note  the  wide 
variation  of  blood  sugar  con- 
tent on  February  3 when  reg- 
ular insulin  was  being  used. 
These  wide  variations  contin- 
ued for  three  days  after  pro- 
tamine insulin  was  begun  on 
F'ebruary  4.  On  the  fourth 
day  the  wide  excursions  began 
to  decrease,  and  continued  to 
do  so  until  the  ninth  day  when 
the  blood  sugar  determina- 
tions ranged  almost  within 
normal  limits.  During  the 
three  subsequent  days  the 
morning  readings  were  prac- 
tically normal. 


Case  No.  2.  Note  the  wids 
variations  in  the  blood  sugar 
curve  on  February  3,  vrhen 
regular  insulin  was  being 
used.  Protamine  insulin  was 
begun  on  the  second  day.  Feb- 
ruary 4,  before  the  supper 
meal.  After  five  days’  admin- 
istration the  bloo<i  sugar 
determinations  showed  only 
slight  variations  during  the 
twenty-four  hour  period,  and 
were  almost  within  normal 
limits  on  February  9.  During 
subsequent  days  the  morning 
blood  sugar  readings  were 
within  normal  limits.  Note 
that  when  protamine  insulin 
was  used  it  was  possible  to 
recluce  the  number  of  injec- 
tions from  four  to  two  a day. 


Case  No.  3.  Note  that  the 
blood  sugar  content  is  be. ter 
controlle<l  when  regular  In- 
sulin is  use<l.  In  this  case 
protamine  insulin  was  tried 
both  morning  and  evening. 
Note  also  that  the  blocxi  sugar 
content  is  better  controlle<l 
bctw’een  5 :''0  P.  M.  and  7 :00 
A.  M..  and  that  protamine  in- 
sulin given  in  the  morning 
did  not  control  the  bUnxl 
sugar  content  during  the  day. 
A reaction  occurrtxl  on  Fel>- 
ruary  28.  when  a change  wa.s 
made  to  protamine  insulin. 
The  quick  rise  of  the  bhxjd 
sugar  content  after  dinner  on 
the  same  day  is  interesting. 
The  granh  illua*rates  the  fail- 
ure of  proUimine  insulin  to 
control  the  bhxxl  sugar  con- 
tent when  it  is  used  alone. 
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action  came  earlier.  Protamine  insulin  seemed 
indicated.  Here  we  have  an  ideal  patient  for  the 
use  of  protamine  insulin  as  a clinical  trial.  The 
results  appear  in  graph  Xo.  1. 

Protamine  insulin  was  hegun  on  Februarv  4,  as 
indicated  by  the  letter  P above  the  unit  dosage. 
Regular  insulin  was  given  in  the  morning  and  pro- 
tamine in  the  evening.  The  wide  variations  con- 
tinued for  three  days  under  this  regime.  On  the 
fourth  day  (February  7),  the  variations  were  les- 
sened and  continued  to  decrease  steadily  until  the 
ninth  day  when  the  blood  sugar  content  appro.xi- 
mated  normal.  During  the  three  subse<iuent  da\'s 
the  morning  blood  sugars  were  almost  normal. 
Ii)uring  the  next  six  weeks  four  daily  urine  speci- 
mens showed  only  an  occasional  trace  of  sugar. 
The  patient  has  had  no  reactions  at  any  time  since 
protamine  therapy  was  instituted : however,  there 
has  been  a slight  increase  in  the  amount  of  pro- 
tamine insulin  necessary. 

Case  No.  2.  A married  woman,  thirty  years  of 
age,  was  referred  in  May,  1925,  because  of  a 
thirt}’-eight  pound  weight  loss  in  six  months.  She 
complained  of  exhaustion  and  a cough  of  two 
months’  duration.  Glycosuria  was  di.scovered 
nine  months  previously  when  furunculosis  devel- 
oped, and  her  physician  placed  her  on  a limited 
carbohydrate  diet.  The  family  history  was  not 
significant ; physical  examination  showed  a moder- 
ately nourished  female  with  bronchiectasis.  The 
urine  examination  revealed  two  per  cent  sugar 
with  acetone  two  plus.  x\  modified  Folin-Wu 
blood  sugar  determination  read  160  milligrams  per 
100  cubic  centimeters  of  whole  blood.  Diabetic 
management  was  instituted,  and  on  di,scharge  from 
the  hospital,  six  units  of  insulin  were  neces.sary 
before  breakfast  on  a diet  of  carbohydrate,  95  : 
protein,  50;  and  fat,  175.  On  ,\ugust  25,  1931, 
the  patient  was  readmitted  to  the  hospital  com- 
plaining of  severe  abdominal  cramps.  Respira- 
tions were  slow  and  labored.  Sensorium  appeared 
normal.  The  urine  examination  disclosed  two  per 
cent  sugar  with  acetone  four  plus,  and  diacetic 
acid  four  plus.  Insulin  was  given  every  hour  with 
the  necessary  supplementary  glucose.  x\fter  three 
days  all  pre-coma  symptoms  had  disappeared.  She 
was  discharged  two  weeks  later  on  a diet  of  carbo- 
hydrate, 100;  protein,  60;  fat,  175;  and  insulin 
26-0-10-14  (1  :00  .A..  M.),  weighing  125  pounds. 

In  1932  an  office  check-up  revealed  a blood 
sugar  content  of  135  milligrams  per  100  cubic  cen- 
timeters of  whole  blood  at  11  :00  A.  M.  She  had 
changed  her  insulin  to  16-0-20-3  (1:00  A.  M.). 
The  patient  reported  that  she  felt  well,  and  had 
had  no  reactions.  In  November,  1932,  she  com- 
plained of  insulin  reactions  about  10:00  A.  M. 
Rlood  .specimens  taken  at  11  :00  A.  M.,  contained 


.06  milligrams  of  sugar  jier  100  cubic  centimeters 
of  whole  blood.  Dental  extraction  followed  by  an  i 
infection  caused  her  hospitalization  again  in  1934  \ 

when  the  blood  sugar  content  was  400  milligrams  i 
per  100  cubic  centimeters  of  whole  blood.  She  i 
left  the  hospital  with  an  insulin  dosage  of  18-18-  ; 

10-10-5  ( 1 :00  xA.  M.)  and  a diet  of  carbohydrate,  j 
110;  protein,  60;  and  fat,  150.  She  was  again 
hospitalized  on  December  17,  1934,  because  of 
otitis  media.  She  was  di.scharged  three  days  later 
with  an  insulin  dosage  of  28-18-12-6  (1:00  A. 
i\I.).  The  diet  remained  the  same.  On  January 
23,  1936,  rehospitalization  became  necessary  be- 
cause of  otitis  media.  She  was  placed  on  a diet  of 
carbohydrate,  150;  protein,  60;  and  fat,  110;  to- 
taling 1830  calories.  Considerable  difficulty  was 
encountered  in  controlling  the  diabetes.  The 
initial  insulin  dosage  was  20-12-12-8  (1:00  A. 
M.).  In  spite  of  insulin  juggling  during  the  sub- 
sequent thirteen  days,  urinary  sugar  could  not  be 
adequately  controlled.  (See  graph  No.  2.)  The 
wide  variations  in  the  blood  sugar  content  when 
the  regular  insulin  dosage  of  22-8-12-6  was  used, 
will  be  noticed  on  February  3.  On  Februarv  4, 
protamine  insulin  was  begun  before  the  evening 
meal.  xAfter  five  days’  administration  the  blood 
sugar  determinations  showed  only  slight  variations 
during  the  twenty-four  hour  period,  and  were  al- 
most within  normal  limits  as  shown  on  February 
9.  During  subsequent  days  the  morning  blood 
sugar  contents  were  within  normal  limits.  Note 
that  with  protamine  insulin,  the  dosage  was  re- 
duced from  four  to  two  injections  a day. 

Case  No.  3.  A married  lumber  dealer,  twenty- 
six  years  of  age,  entered  the  Iowa  Lutheran  Hos- 
pital, January  13,  1925,  with  complaints  of  ner- 
vousness, prolonged  vertigo,  insomnia,  and  double 
vision.  Four  weeks  previous  to  admission  a diag- 
nosis of  influenza  was  made  because  of  aching, 
malaise,  and  fever.  This  continued  for  three  days. 

He  then  felt  normal  until  two  weeks  before  admis- 
sion when  vertigo  and  his  entrance  complaint  I 
symptoms  developed.  An  abstract  of  his  clinical  I 
history  showed  pneumonia  at  five  years,  and  in-  I 
fluenza  at  twenty  years.  In  June,  1923,  urinary  jj 
sugar  was  discovered.  The  treatment  consisted  p 
of  starch  and  sugar  reduction.  His  temperature  I 
was  102  degrees,  pul.se  110,  respirations  20.  He  I! 
acted  confused.  After  a physical  examination  a : i 
diagnosis  of  encephalitis  and  diabetes  was  made,  k’ 
Diabetic  regulation  with  insulin  was  started.  On  f 
February  2,  1925,  he  was  discharged  weighing 
131  pounds  on  a diet  of  carbohydrate,  70;  protein,  H 
60;  and  fat,  210;  with  an  insulin  dosage  of  8-0-6. 

His  general  condition  was  much  improved.  On  ' 
June  22,  1925,  he  returned  for  a diabetic  check-up. 

He  felt  well  and  no  sequels  of  the  encephalitis  re- 
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mained  except  a hesitant  speech  and  slow  deliber- 
ate movements  of  the  hands  and  feet.  The  insulin 
requirement  had  increased  to  15-0-15.  I did  not 
see  him  again  until  Februai'v  2,  1928,  when  he  re- 
turned w'eighing  140  pounds  for  another  check- 
up. The  diet  was  changed  to  carbohydrate,  90; 
protein,  75;  and  fat,  175;  with  an  insulin  dosage 
of  20-2-20.  During  the  interval  he  received  treat- 
ment in  an  oxygen  car  elsewhere.  On  April  5, 
1929,  he  weighed  151  pounds  and  his  insulin  dos- 
age was  changed  to  16-14-16.  On  December  4, 
1929,  he  suffered  a fractured  patella.  Following 
open  reduction  with  gas  anesthesia  he  was  dis- 
charged on  a diet  containing  carbohydrate,  95  ; 
protein,  75;  and  fat,  175;  with  an  insulin  dosage 
of  20-0-18.  He  lost  seven  pounds.  During  the 
next  five  years  he  was  frequently  rechecked.  The 
insulin  requirement  was  gradually  raised.  Gain  in 
weight  was  marked.  In  October,  1934,  his  weight 
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Case  No.  4.  Note  the  normal  blood  sugar  curve  on  this  patient 
with  a mild  type  of  diabetes.  A change  was  made  from  regular 
insulin,  two  injections  daily,  to  protamine  insulin,  one  daily  in- 
jection. For  three  days  sugar  was  found  in  urinary  specimens, 
indicating  the  apparent  loss  of  control.  Note  the  decrease  in  the 
dosage  of  protamine  insulin.  No  blood  sugar  determinations  were 
made  after  the  first  day. 


had  increased  to  161  pounds,  and  his  insulin  dos- 
age was  42-0-17.  During  the  next  year  he  had 
difficulty  in  remaining  sugar  free  without  reac- 
tions. At  a subsequent  examination  in  May,  1935, 
the  diet  was  changed  to  carbohydrate,  145  : protein, 
75;  and  fat,  110;  with  an  insulin  dosage  of  57- 
5-22. 

Since  that  time  he  has  found  it  very  difficult  to 
maintain  a normal  urine  without  reactions.  He 
tried  timing  the  insulin  at  home.  The  reactions 
occurred  without  warning.  He  said  he  felt  much 
safer  to  test  the  urine  and  show  sugar,  but  even 
with  urinary  sugar  present  he  would  have  violent 
reactions  at  times.  On  March  21,  1936,  he  en- 
tered the  hospital  again  to  try  the  effect  of  pro- 
tamine insulin.  The  physical  examination  showed 
a well  nourished  man,  normal  in  every  respect  ex- 
ce])t  for  the  residual  of  his  previous  encephalitis 
which  manifested  itself  in  a slowing  of  move- 
ments and  speech. 

Protamine  insulin  was  started  on  March  22  in 
conjunction  wu’th  regular  insulin.  The  graph  il- 
lustrates its  failure  to  regulate  the  blood  sugar  con- 
tent during  the  day,  and  the  proper  regulation 
during  the  night.  Rlood  sugar  determinations 
taken  at  8:00  A.  M.  were  normal  after  the  second 
day’s  use  of  protamine  insulin.  This  j)atient  dem- 
on.strates  the  necessity  of  using  regular  insulin  in 
conjunction  with  protamine  insulin  in  this  type 
of  diabetes. 

Case  No.  4.  .\  widow,  sixty-two  years  of  age. 
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was  referred  December  4,  1930.  She  complained 
of  polyuria  and  easy  fatigue.  A history  of  dia- 
betes of  nine  years’  duration  was  obtained.  The 
])hysical  examination  revealed  a moderate  cardiac 
liyjjertrophy  and  congestion  of  the  lung  structure 
of  both  lower  lobes.  A tumor  was  found  in  the 
right  upper  (juadraut  of  the  abdomen.  It  was 
smooth,  firm,  and  moved  with  respiration.  It  ex- 
tended to  the  umbilicus  and  had  been  diagnosed 
as  an  enlarged  liver.  The  blood  sugar  reading  was 
200  milligrams  per  100  cubic  centimeters  of  whole 
blood.  The  urine  contained  sugar  without  acetone. 
She  was  placed  on  a diabetic  regime.  On  her  dis- 
charge, December  25,  19.30,  the  insulin  require- 
ment was  five  units  before  breakfast.  No  de- 
crease in  the  size  of  the  liver  had  occurred.  She 
was  seen  at  infrequent  intervals  until  June  5, 

1935,  when  she  was  readmitted  to  the  hospital  for 
a checkup  because  of  inadequate  control  of  the 
diabetic  condition.  The  size  of  the  liver  was  un- 
changed. The  blood  presented  a negative  W'asser- 
mann  reaction.  On  her  discharge  June  11,  1935, 
her  diet  was  composed  of  carbohydrate,  125  : pro- 
tein, 65:  fat,  150;  and  her  insulin  dosage  was 
10-10-10.  On  March  16,  1936,  she  re-entered  the 
hospital  complaining  of  pain  in  the  right  upper 
([uadrant.  The  physical  examination  was  again 
negative  except  for  the  enlarged  hard  smooth 
liver  extending  to  the  navel.  The  blood  contained 
205  milligrams  of  sugar  per  100  cubic  centimeters 
of  whole  blood,  some  of  which  was  spilling  in  the 
urine.  The  blood  sugar  determinations  on  INIarch 
17  were  normal  during  the  twenty-four  hour  pe- 
riod. (See  graph  No.  4.)  On  a diet  of  carbo- 
hydrate. 125  : protein.  65  : and  fat,  150,  insulin  was 
given.  On  March  19,  twenty  units  of  protamine 
insulin  were  given  before  breakfast.  On  Alarch 
20.  urinary  sugar  was  found  in  three  specimens 
examined.  On  the  two  succeeding  days  urinary 
sugar  was  present,  so  twenty  units  of  protamine 
insulin  were  given  before  breakfast.  On  IMarch 
25.  the  urine  showed  a trace  of  sugar.  The  dosage 
of  protamine  insulin  was  raised  to  eighteen  units, 
and  on  March  26  urinary  sugar  was  present.  The 
do.sage  was  again  raised  to  twenty  units,  and  speci- 
mens of  urine  examined  two  hours  after  each 
meal  were  sugar  free  during  the  remainder  of  her 
stay  in  the  hospital.  After  this  eighteen  units  of 
protamine  insulin  were  given  before  breakfast 
daily.  The  patient  was  discharged  on  March  29, 

1936.  The  liver  had  decrea.sed  in  size  until  it  was 
one  finger  below  the  costal  margin. 

DISCUSSION 

These  cases  appear  to  indicate  that  protamine 
insulin  is  absorbed  into  the  general  circulation 
more  slowly  than  regular  insulin.  As  a result  the 


physiologic  action  of  protamine  insulin  starts  more 
gradually  and  extends  over  a longer  period  of 
time  than  regular  insulin.  Therefore  protamine 
insulin  should  not  be  used  in  coma  or  pre-coma 
states  where  quick  action  is  demanded.  When  a 
reaction  does  occur  from  prolamine  insulin,  as  it 
did  in  three  of  these  patients,  it  takes  place  more 
slowly  and  gives  additional  time  for  the  patient  to 
obtain  the  necessary  carbohydrates.  A gradual 
development  of  a reaction  will  be  a great  conso- 
lation to  those  patients  who  ordinarily  react  sud- 
denly to  shock.  Reactions  do  not  always  occur  as 
described,  with  nervousness,  double  vision,  excess 
))ers])iration,  and  other  usual  manifestations.  A 
few  patients  suddenly  lose  consciousness  without 
warning.  Reactions  occurred  in  three  of  the  pa- 
tients here  reported.  All  developed  .slowly,  and 
sufficient  time  elapsed  after  the  warning  to  pro- 
cure some  form  of  available  carbohydrates  to  build 
up  the  glucose  in  the  blood  stream.  No  reactions 
occurred  at  night  during  sleep,  and  I am  anxious 
to  know  the  experience  of  others  with  reactions  at 
night.  This  information  is  especially  important 
because  deaths  from  regular  insulin  dosage  are 
being  reported.  Changes  in  the  central  nervous 
system  from  convulsions  due  to  hypoglycemia 
have  been  found  in  experimental  animals.  No  lo- 
cal skin  or  subcutaneous  reactions  nor  anaphylaxis 
could  be  demonstrated  in  the  patients  here  re- 
ported. 

Protamine  insulin  in  conjunction  with  regular 
insulin  may  be  used  to  advantage  in  the  case  of 
severe  diabetes  where  the  blood  sugar  content  is 
usually  high  in  the  early  morning  hours.  We  may 
find  that  patients  with  wide  fluctuations  of  blood 
sugar  curves  during  the  day  will  require  regular 
insulin  for  the  peak  of  these  curves,  and  that  pro- 
tamine insulin  will  take  care  of  the  fluctuations 
from  4:00  or  5:00  P.  M.  until  morning.  Such 
conditions  are  well  illustrated  by  the  first  and  sec- 
ond reported  cases.  It  is  important  when  using 
both  insulins  to  take  into  consideration  the  pro- 
longed action  of  protamine  insulin,  so  that  reac- 
tions may  be  avoided.  This  is  especially  true  in 
the  morning  when  an  overlapping  of  the  hypo- 
glycemic action  of  the  night  dose  is  added  to  that 
of  regular  insulin  given  before  breakfast.  Pro- 
tamine insulin  met  with  little  success  in  the  third 
case.  More  time  is  required  to  control  the  diabetes 
when  protamine  insulin  is  used,  and  when  the 
change  is  made  from  regular  insulin  to  protamine 
insulin,  one  seems  to  lose  control  of  the  diabetes 
for  a time.  This  was  true  even  in  the  patient  with 
the  mild  type  of  diabetes,  as  illustrated  in  Case 
No.  4.  If  the  patient  mentioned  in  Case  No.  3 had 
been  able  to  remain  in  the  hospital  for  a longer 
period  of  time,  protamine  insulin  might  have  of- 
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fered  him  more.  The  milder  diabetic  patient,  Case 
No.  4,  was  excellently  controlled.  However,  much 
more  experience  will  be  necessary  before  regular 
insulin  can  be  discarded  in  this  group  of  patients. 
Diabetic  patients  are  anxious  for  a preparation 
that  will  decrease  the  number  of  injections,  and 
protamine  insulin  seems  to  have  answered  the 
problem  for  certain  selected  ones.  Most  individ- 
uals with  diabetes  experience  real  joy  when  they 
are  able  to  reduce  the  number  of  units  taken ; and 
if  protamine  insulin  will  do  this,  it  will  help  them. 
In  the  treatment  of  diabetic  complications,  such  as 
infections,  considerable  difficulty  is  encountered 
in  regulating  the  blood  sugar  content.  My  expe- 
rience with  these  patients  is  that  it  is  impossible 
to  maintain  a normal  urine  or  blood  sugar  content 
when  the  infection  is  severe.  The  regular  amount 
of  insuhn  must  be  increased  in  order  to  avoid  acid- 
osis. Experience  leads  me  to  feel  that  protamine 
insulin  should  not  be  used  in  this  class  of  patients, 
but  rather  the  quickl}-  acting,  more  powerful  in- 
sulin, given  at  frequent  intervals,  regulating  the 
amount  neces.sary  by  urinar\-  examinations.  Like- 
wi.se.  in  surgical  diabetic  patients,  and  those  with 
other  complications,  such  as  pregnancy,  regular  in- 
sulin should  be  chosen  until  experience  teaches  us 
the  proper  use  of  protamine  insulin  in  these  condi- 
tions. It  seems  best  to  use  regular  insulin  at  first 
in  patients  who  have  not  taken  insulin  previously, 
in  order  to  establish  the  necessary  dosage.  A 
change  to  protamine  insulin  may  then  be  made  if 
indicated.  Excessive  blood  sugar  determinations, 
while  necessary-,  are  costly,  disturbing  to  the  pa- 
tient, and  not  without  danger  when  repeated  vein 
puncture  is  done.  Microscopic  blood  sugar  de- 
termination is  the  method  of  choice.  Per  Hanssen^ 
de.scribes  the  enlarged  liver  in  thirteen  patients 
with  severe  diabetes,  all  but  one  of  whom  were 
children.  Enlargement  of  the  liver  had  previously 
been  ob.served.  The  patient  in  Case  No.  4 like- 
wise had  an  enlarged  liver  which  regressed  greatly 
with  the  use  of  protamine  insulin. 

The  introduction  of  any  new  preparation  pre- 
sents many  new  ])roblems  for  solution.  Will  pro- 
tamine insulin  remain  effective  over  a period  of 
years?  Will  protamine  insulin  act  quickly  enough 
to  prohibit  coma  when  a rapidly  developing  infec- 
tion occurs?  Will  tumefaction,  infections,  or  pro- 
tamine atrophies  develop?  Will  the  symptoms  of 
hypoglycemia  continue  to  develop  slowly  after  it 
has  been  used  fora  period  of  years?  Will  anaphy- 
laxis occur  in  .some  patients?  Will  patients  be- 
come protamine  sensitive  or  resistant?  What  will 
be  the  most  suitable  diet  ratio?  What  will  be  the 
best  division  of  food  between  the  three  meals? 
Will  any  untoward  effects  results  from  this  new 
preparation  which  have  as  yet  not  been  observed? 


Will  protamine  insulin  have  any  effect  upon  arte- 
riosclerosis after  prolonged  use?  Will  excessive 
hepatic  fat  deposits  be  diminished  in  all  cases  ? 
What  will  be  its  effect  upon  other  complications? 
These  and  perhaps  many  other  problems  yet  re- 
main for  solution. 

SUMMARY 

1.  P'our  patients  treated  with  protamine  insulin 
are  presented,  three  of  the  severe  type,  one  of  the 
milder  type. 

2.  A careful  selection  of  patients  is  necessary  in 
order  to  give  the  greatest  benefit  from  protamine 
insulin. 

3.  The  time  to  give  it  in  relation  to  meals  and 
the  proper  diet  ratio  of  carbohydrate,  protein  and 
fat  requires  further  investigation. 

4.  Before  protamine  insulin  is  generally  used, 
many  more  clinical  experiences  with  its  use  in  all 
types  of  diabetes  should  be  made. 

5.  Problems  encountered  in  the  use  of  this  new 
preparation  for  endocrine  substitution  therapy  in 
diabetes  mellitus,  are  discussed. 

6.  Protamine  insulin  seems  to  show  advance  in 
clinical  therapy  of  selected  patients  with  diabetes. 

1434  Des  Moines  Building’. 
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ADVANCES  IN  INTERNAL  MEDICINE 
IN  1935 

J.  Stuart  McQuiston,  M.D.,  F.A.C.P. 

Cedar  Rapids 

During  the  past  year  numerous  contributions  to 
the  advancement  of  internal  medicine  have  ap- 
peared in  the  literature.  A brief  review  of  this 
material  is  herewith  presented. 

In  the  diagnosis  of  gastric  and  esophageal  con- 
ditions attention  has  been  directed  to  the  advan- 
tages of  the  Wolf-Schindler  flexible  gastroscope. 
Schindler*  states  that  the  use  of  this  instrument 
has  made  it  po.ssible  to  vi.sualize  the  interior  of 
the  stomach  with  safety  and  with  relatively  little 
discomfort  to  the  patient.  It  affords  an  additional 
method  for  direct  morjihologic  diagnosis  of  gastric 
disease.  It  reveals  gastritis  and  other  changes  in 
the  gastric  mucous  membrane  not  di.scernible  by 
other  means.  Gastritis  has  frequently  been  ob- 
served with  the  gastro.scope  in  patients  who  were 
thought  to  have  a gastric  neurosis.  Esophageal 
disea.se  is  a contraindication  for  its  u.se  and  it  can- 
not be  used  to  remove  foreign  bodies.  For  these 
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purposes  open  tube  esophagoscopy  is  indicated,  ac- 
cording to  Jackson.^ 

Treatment  of  peptic  ulcer  by  injections  of  his- 
tidine has  been  reported  by  Bulmer®,  Eads'*, 
Bauk^  and  others.  All  investigators  obtained 
fairly  satisfactory  results.  This  type  of  treat- 
ment has  the  advantage  of  being  ambulatory  for 
the  most  part  and  requires  little  dietary  restriction. 
Pain  is  relieved  promptly  where  treatment  is  suc- 
cessful. Disadvantages  are  that  at  least  twenty- 
four  injections  are  required  and  that  duodenal 
ulcers  do  not  respond  as  well  as  gastric  ulcers. 
This  is  unfortunate  because  of  the  greater  fre- 
quency of  duodenal  ulcers.  Ulcers  high  in  the 
cardiac  portion  of  the  stomach  which  are  techni- 
cally inoperable  may  be  healed  by  this  method 
when  standard  treatment  fails.  The  medical  treat- 
ment of  peptic  ulcer  has  continued  to  gain  favor 
in  the  past  year  and  operation  is  reserved  for 
obstruction,  perforation  and  some  cases  of  hemor- 
rhage. The  use  of  mucin  is  declining,  probably 
because  patients  do  not  like  to  take  it.  Belladonna 
has  been  used  for  many  years  with  apparently 
good  results,  but  Bastedo*’,  reporting  on  laboratory 
and  clinical  observations,  states  that  “in  single 
maximum  doses  by  hypodermic  injection  atropine 
may  have  a limited  value  in  reducing  secretion  and 
spasm : hut  in  the  doses  usually  employed  by 
mouth,  or  permissible  for  any  continued  treat- 
ment, atropine  and  belladonna  are  practically 
without  effect  on  the  secretory  and  motor  func- 
tions of  the  stomach.” 

On  the  basis  of  experimental,  clinical  and  epi- 
demiologic data  Rinebart’  reaffirms  his  thesis  that 
rheumatic  fever  may  be  the  result  of  the  combined 
influence  of  Vitamin  C deficiency  and  infection. 

The  treatment  of  heart  disease  by  thyroidectomy 
has  continued,  but  its  final  value  as  a therapeutic 
measure  is  still  open  to  question. 

Carter  and  Traut®  have  reported  good  results  in 
sixteen  out  of  twenty  cases  of  premature  cardiac 
contractions  with  a combination  of  quinidin  and 
strychnine.  Their  report  should  be  welcomed  be- 
cause this  arrhythmia  is  sometimes  very  resistant 
to  the  usual  treatment. 

“Acute  cor  pulmonale,”  a term  coined  by  Paul 
White,  has  appeared  in  the  literature.®  This  term 
applies  to  dilitation  of  the  pulmonary  artery  and 
right  heart  chambers  with  or  without  failure  which 
results  from  a sudden  great  obstruction  to  the 
jnilmonary  circulation  as  by  a massive  pulmonary 
embolism.  Following  a pulmonary  embolism  the 
appearance  of  the  following  signs  suggests  the 
diagnosis : increased  prominence  and  pulsation  in 
the  region  of  the  second  and  third  intercostal 
spaces  just  to  the  left  of  the  sternum,  friction  rub 
in  the  same  region,  gallop  rhythm,  dilitation  and 
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increased  pulsation  of  the  jugular  veins,  cyanosis 
and  finally  alteration  of  the  fourth  lead  of  the 
electrocardiogram  yielding  an  upright  T wave  with 
relatively  normal  P and  QRS  waves. 

Further  electrocardiographic  studies  on  fourth 
or  precordial  leads  are  reported  by  Bohning  and 
Katz.*®  They  found  this  lead  a distinct  aid,  espe- 
cially when  serial  tracings  were  made,  in  evaluat- 
ing the  coronary  circulation.  Goldbloom**  also 
has  found  the  fourth  lead  of  value  in  the  treatment 
and  management  following  cardiac  infarction. 
Coronary  occlusion  while  more  and  more  familiar 
still  presents  atypical  cases  and  S.  Marx  White*® 
believes  that  only  a study  of  the  non-painful  fea- 
tures will  increase  our  diagnostic  ability.  Such 
features  are  fever,  leukocytosis,  lowering  of  blood 
pressure,  pericarditis  with  its  accompanying  fric- 
tion rub,  and  electrocardiographic  changes  incident 
to  the  cardiac  infarction.  One  should  also  look 
for  other  signs,  such  as  shock-like  condition  of  the 
patient,  dull  distant  heart  tones,  gallop  rhythm, 
signs  of  congestive  failure,  dyspnea,  Cheyne- 
Stokes  respiration  and  changes  in  the  rate  and 
rhythm  of  the  heart. 

Future  possibilities  are  suggested  in  the  experi- 
mental work  of  Beck  and  Tichy*®  for  the  treat- 
ent  of  coronary  occlusion  by  the  development  of 
collateral  circulation  through  the  production  of 
adhesions  between  the  myocardium  and  the  peri- 
cardium. 

The  problem  of  hypertension  still  remains  un- 
solved but  additional  information  is  being  accu- 
mulated on  the  subject.  Of  interest  is  further 
work  with  the  cold  pressor  test  established  in  1932 
by  Hines.*'*  Fifteen  family  groups  constituting 
190  patients  were  studied.  In  six  family  groups 
there  was  no  evidence  or  history  of  hypertensive 
cardiovascular  disease ; but  in  nine  groups  a defi- 
nite hypertensive  diathesis  was  found.  The  test 
was  applied  to  all  and  the  results  indicate  that  the 
\asomotor  reaction  follows  an  inherited  pattern. 
The  excessive  or  hypertensive  type  of  reaction 
occurs  in  the  families  in  which  there  is  a hyper- 
tensive diathesis. 

The  Pavaex  treatment  of  peripheral  vascular 
diseases  has  continued  in  the  past  year  and  now  is 
used  with  good  results  in  acute  obstructive  acci- 
dents and  freezing  of  extremities,  and  with  mod- 
erate success  in  arteriosclerotic  obliterative  disease. 
Results  of  Pavaex  treatment  in  thrombo-angiitis 
obliterans  have  not  been  encouraging. 

Dust  storms  in  the  past  year  have  brought  the 
logical  query  as  to  their  effect  on  upper  respiratory 
conditions.  We  may  consider  separately  their  im- 
mediate and  future  effects.*^  Immediate  effects  are 
increased  morbidity  and  mortality  in  acute  upper 
respiratory  infections  due  to  tbe  irritating  effect 
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of  dust  itself  and  not  due  to  the  carrying  of  patho- 
genic bacteria.  The  future  effects  are  unknown 
but  prolonged  inhalation  of  such  dust  may  cause 
pneumoconiosis. 

Further  evidence  supporting  the  virus  theory  of 
etiology  of  influenza  is  presented  in  the  report  of 
Francis.^® 

I Rockwell,  Van  Kirk  and  PowelF' have 
used  an  oral  vaccine  in  the  treatment  of  colds.  The 
bacterial  cultures  of  pneumococci.  Hemophilus  in- 
fluenza, streptococci,  and  Micrococcus  catarrhalis 
were  sterilized  and  absorbed  on  starch,  dried  and 
placed  in  capsules.  The  capsules  were  given  daily 
for  one  week,  then  once  or  twice  a week  during 
the  season.  Approximately  1,000  persons  were 
used  in  the  experiment  in  which  half  were  given 
the  vaccine  and  the  remainder  served  as  controls. 
There  was  a 70  per  cent  decrease  in  the  incidence 
of  colds  over  the  previous  year  in  the  group  tak- 
ing the  capsules,  and  a 26.3  per  cent  decrease  in 
incidence  in  the  control  group.  Admitting  the 
difificulty  of  proper  control  in  this  type  of  experi- 
ment, the  results  suggest  that  this  new  therapeutic 
approach  may  have  some  value. 

The  reports  on  artificial  pneumothorax  treat- 
ment of  pneumonia  have  been  generally  favorable 
especially  since  more  experience  has  permitted  a 
better  selection  of  patients.  This  treatment  is  con- 
I traindicated  in  children  and  in  those  with  adhe- 
sions, or  late  in  the  course  of  the  disease.  Some 
question  has  been  raised  as  to  whether  this  treat- 
ment increases  the  incidence  of  empyema.  Dia- 
thermy was  used  in  eighteen  of  thirty-six  consecu- 
tive cases  of  pneumonia  as  well  as  routine  treat- 
ment in  all  by  Wetherbee*®  et  al.,  and  the  mortal- 
ity rate  was  found  to  be  11.1  per  cent  in  the  dia- 
thermy group  and  33Vf?  per  cent  in  the  control 
group.  This  form  of  therapy  needs  further  trial 
to  check  the  apparently  good  results  so  far  re- 
ported. 

In  the  field  of  hematology  a distinct  contribu- 
tion bas  been  made  by  Greenspon.-'’  His  experi- 
|i  ments  demon.strate  that  pepsin  is  antagonistic  to 
i the  antipernicious  anemia  factor  in  the  stomach 
(Castle’s  intrinsic  factor)  because  of  the  following 
results : pepsinized  ventriculin  was  ineffective  in 
♦ pernicious  anemia ; depepsinized  gastric  mucosa 
without  beef  was  effective ; depepsinized  gastric 
mucosa  incubated  with  dilute  hydrochloric  acid 
without  the  addition  of  beef  was  effective : depep- 
sinized gastric  mucosa  incubated  with  dilute  hy- 
I drochloric  acid  and  j^epsin  was  ineffective ; and 
j normal  gastric  juice  peptically  inactivated,  was 
effective  without  the  afldition  of  beef  or  anv  other 
source  of  extrinsic  factor.  The  author  believes 
i Castle’s  experiments  can  be  fitted  into  this  new 
1 conce|)tion  on  the  basis  that  the  beef  or  extrinsic 


factor  when  incubated  with  normal  gastric  juice 
binds  pepsin  by  adsorption  and  prevents  it  from 
inactivating  the  anti-anemic  principle  as  otherwise 
occurs.  He  believes  his  results  speak  against  the 
existence  of  an  extrinsic  factor. 

In  the  diagnosis  of  diabetes  considerable  atten- 
tion has  centered  on  the  development  of  a satis- 
factory tolerance  test,  and  many  oral  and  intra- 
venous methods  have  been  recommended.  That 
of  McKean-^  and  his  coworkers  is  termed  a glu- 
cose clearance  test  and  is  advocated  because  a uni- 
form rate  of  introduction  of  a small  amount  of 
glucose  into  the  blood  stream  is  assured,  only  two 
venepunctures  are  required,  the  test  is  completed 
in  seventeen  minutes,  and  repeated  tests  are  in 
close  agreement.  Negative  tests  have  great  value 
but  positive  results  are  not  so  significant,  because 
similar  positive  curves  may  be  found  in  cardiac 
decompensation,  hypertension,  cholecystitis,  peptic 
ulcer,  carcinoma  and  chronic  encephalitis. 

Rabinowich-^  has  reported  in  detail  fifty  cases 
of  diabetes  treated  with  very  high  carbohydrate- 
low  fat  diets,  showing  a definite  reduction  in  the 
plasma  cholesterol.  “If  excess  cholesterol  in  the 
blood  causes  cardiovascular  disease  in  the  young 
diabetic,  their  outlook  under  this  type  of  treat- 
ment has  greatly  improved.’’  Flynn, however, 
states  that  since  the  introduction  of  insulin,  cardio- 
vascular disease  has  increased  in  frequency  while 
coma  and  sepsis  have  decreased.  Higher  carbo- 
hydrate diets  have  been  used  since  the  discovery  of 
insulin  but  only  in  the  past  few  years  have  diets 
containing  200  to  400  grams  of  carbohydrate  been 
advised.  Rabinowich^^  believes  that  high  carbo- 
hydrate-low fat  diets  lead  to  more  improvement  in 
carbohydrate  tolerance  than  all  other  diets  hereto- 
fore used.  Geyeliu“®  is  in  accord  with  this  latter 
view.  Of  interest  is  the  report  of  Himsworth  and 
Marshall,-'’’  that  the  diet  of  diabetic  patients  prior 
to  the  development  of  their  disease  tended  to  be 
lower  than  normal  in  carbohydrate  content.  Thev 
found  the  incidence  of  diabetes  to  be  low  in  those 
districts  where  the  people  were  living  on  high  car- 
bohydrate-low fat  diets  and  vice  versa. 

In  addition  to  the  use  of  higher  carbohydrate 
diets  Clau.sen  has  had  good  results  with  insulin 
combined  with  epinejdirine  therapy.  This  .seems 
advantageous  when  a patient  requires  numerous 
insulin  injections  or  has  an  unstable  blood  sugar. 
Duncan,^^  et  al.,  used  duodenal  extract  prepared 
according  to  Laughton  and  Macallum’s  method  in 
the  treatment  of  diabetes  and  believes  that  it  ]>re- 
vented  hyperglycemia  and  glycosuria  of  any  extent 
after  the  withdrawal  of  large  doses  of  insulin,  and 
that  better  glucose  tolerance  curves  were  obtained 
with  the  e.xtract  than  without  it.  'fhey  suggest 
that  the  duodenal  extract  is  to  the  pancreas  as 
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iodine  is  to  the  thyroid  gland.  The  most  recent 
contribution  to  the  therapy  of  diabetes  is  the  work 
of  Hagedorn-®  and  his  coworkers  in  Denmark. 
By  injecting  protamine  insulinate  they  are  able  to 
avoid  the  peak  effect  of  ordinary  insulin  and  the 
effect  on  blood  sugar  is  more  sustained,  thus  fewer 
injections  are  needed  and  smaller  fluctuations  of 
the  blood  sugar  values  occur.  Root,-®  et  ah,  have 
confirmed  the  work  of  Hagedorn.  This  appears 
to  be  a major  accomplishment  in  the  therapy  of 
diabetes. 

Several  reports  have  appeared  describing  acute 
renal  failure  and  anuria  in  diabetic  coma.  Treat- 
ment with  hypertonic  salt  solutions  and  hyper- 
tonic dextrose  solutions  intravenously  has  occa- 
sionally been  successful. 

Addison’s  disease  has  been  the  object  of  con- 
siderable study,®®  and  experience  has  proved  the 
efficacy  of  high  salt  intake  in  this  disease  in  that 
its  use  reduces  or  eliminates  the  need  for  cortical 
hormone.  In  fact  in  questionable  cases  low  salt 
diets  have  been  used  as  a provocative  test.®^  High 
potassium  diets  have  an  unfavorable  effect  on  pa- 
tients with  Addison’s  disease,  and  conversely  low 
potassium  diets  iinjirove  an  otherwise  poor  re- 
sponse to  the  present  methods  of  treatment.®® 

All  reports  on  the  use  of  fever  therapy  in  arth- 
ritis are  in  agreement  that  this  treatment  is  almost 
a specific  for  arthritis  due  to  the  gonococcus.  The 
value  of  hy])erpyrexia  in  other  arthritides  is  still 
open  to  question  but  this  treatment  is  recom- 
mended in  selected  cases.  Colloidal  sulphur  is 
reported  to  he  a valuable  agent  in  the  treatment  of 
chronic  infectious  arthritis.®®  Fairly  large  doses 
(ten  to  thirty  milligrams  twice  weekly),  are  as  a 
rule  well  tolerated.  The  percentage  and  degree 
of  clinical  improvement  was  greater  in  those  pa- 
tients with  a low  cystine  content  of  the  finger 
nails,  usually  the  older  individuals.  Younger  per- 
sons had  nearly  normal  cystine  content  of  the  fin- 
ger nails. 

Kolmer’s  vaccine  for  protection  against  polio- 
myelitis was  safely  u.sed  in  2,300  patients  by 
Rrodie  and  Park.®*  They  claim  that  one  dose  pro- 
duces antiviral  substance  in  more  than  75  jier  cent 
of  patients  and  two  doses  produces  it  in  practi- 
cally all  patients.  Leake,®®  however,  has  reported 
twelve  cases  of  poliomyelitis  following  vaccina- 
tion. The  value  of  Kolmer’s  vaccination  remains 
therefore  a debated  question. 

The  results  of  the  evaluation  of  the  serodiag- 
nostic  tests  for  syphilis  in  United  States  by  Cum- 
ming,®®  et  ah,  indicate  that  one  highly  sensitive 
flocculation  test  might  be  used  as  a routine  measure 
for  excluding  the  likelihood  of  syphilis : then  if 
this  test  is  positive  it  can  be  repeated  and  compared 
with  one  or  more  highlv  specific  flocculation  or 


complement  fixation  tests.  In  this  way  one  may 
guard  against  falsely  positive  tests.  If  the  origi- 
nal test  is  negative  the  committee  felt  all  other 
tests  would  likely  be  negative. 

Following  the  indiscriminate  sale  and  use  of 
dinitrophenol  as  a reducing  agent,  it  was  not  sur- 
prising to  find  case  reports  of  reactions  from  such 
unsupervised  administrations.  Soon  after  the  drug 
appeared  on  the  market,  patients  using  it  noticed 
the  frequent  appearance  of  edema  associated  with 
intractable  urticaria.  In  the  past  year  another 
complication  has  been  noted,  namely  the  appear- 
ance of  rapidly  developing  cataracts  subsequent  to 
dinitrophenol  administration. 

This  report  has  of  necessity  been  a rather 
sketchy  review  of  medicine  in  1935,  a field  too 
broad  for  more  detailed  treatment. 


317  Higley  Building. 
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sixty-one  years  of  age,  while  working  on  a boiler, 
slipped  and  fell  ten  feet  to  the  floor,  landing  on 
the  perineum.  Hematuria  developing  three  days 
later,  resulted  in  cystoscopy,  at  which  time  a ma- 
lignant papilloma,  the  size  of  a hazel-nut,  was 
found  in  the  bladder.  A telephone  lineman,  after 
falling  from  a telephone  pole,  also  developed  hema- 
turia. Cystoscopy  and  pyelogram  revealed  a tu- 
mor of  the  kidney. 

An  analysis  of  a series  of  150  hematuria  cases 
revealed  the  following  percentage  of  lesions : 


HEMATURIA* 

Lawrence  E.  Pierson,  M.D.,  Sioux  City 

It  shall  not  be  the  purpose  of  this  discussion  to 
enumerate  all  the  possible  causes  of  hematuria. 
Such  a tabulation  can  be  found  in  most  textbooks. 


types  of  lesions 


Tumors  56  or  37.33% 

Infections  43  or  28.66% 

Foreign  bodies  30  or  20.00% 

Congenital 6 or  4.00% 

Trauma 4 or  2.66% 

Miscellaneous  11  or  7.33% 

Sex 

Males  106  cases  70% 

Females  44  cases  30% 


A more  practical  approach  to  this  problem  prob- 
ably consists  of  a detailed  study  of  a series  of  con- 
secutive cases.  Therefore  it  shall  be  my  aim  to 
analyze  a group  of  150  cases  of  gross  hematuria, 
each  of  which  presented  an  individual  problem  in 
diagnosis,  in  the  hope  that  your  attention  may  be 
focused  on  the  seriousness  of  this  symptom  and 
the  necessity  for  early  diagnosis.  Only  by  means 
of  early  diagnosis  in  the  great  majority  of  cases, 
is  it  possible  to  hope  for  any  degree  of  success 
in  overcoming  the  underlying  cause  of  this  easily 
recognized  symptom. 

Bransford  Lewis  once  compared  this  situation 
to  an  individual  reading  in  his  library.  Upon 
detecting  the  odor  of  smoke,  he  merely  reaches 
over  and  shuts  the  door  and  reads  merrily  on.  in- 
stead of  investigating  its  source.  When  the  room 
finally  bursts  into  flame,  it  is  too  late  to  determine 
its  source,  or  even,  in  fact,  to  escape  total  destruc- 
tion. This  example  is  well  illustrated  in  the  case 
of  a young  man,  forty  years  of  age,  who  passed 
bloody  urine  intermittently  for  three  years  until 
finally  the  discomfort  from  frequent  and  painful 
urination  resulted  in  a cystoscopic  examination. 
A large  inoperable  carcinoma  of  tbe  bladder  was 
found. 

Second  only  in  importance  to  early  examination, 
is  the  opportunity  to  perform  cystoscopies  on  these 
patients  during  the  period  of  hematuria.  This  op- 
portunity markedly  reduces  to  a minimum  the 
chances  of  overlooking  the  lesion  which  is  re- 
sponsible for  blood  loss. 

An  interesting  group  of  cases  is  composed  )f 
those  patients  in  whom  hematuria  develops  after 
an  injury.  A most  natural  and  logical  assumption 
usually  re.sults  in  the  diagnosis  of  traumatic  hema- 
turia and  the  necessity  of  verification  by  a complete 
examination  is  often  overlooked.  An  engineer, 
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Age 


1-10  2 cases  1.33% 

11-20  6 cases  4.00% 

21-30  22  cases  14.66% 

31-40  25  cases  16.66% 

41-50  23  cases  15.33% 

51-60  34  cases  22.66% 

61-70  29  cases  19.33% 

71-80  9 cases  6.00% 


Over  80  none. 


TUMORS 


Per  cent 

of  Average 


Average 

duration 

of 


Location  Cases 

Kidney  6 

Bladder  carcinoma 21 

Malignant  papilloma  of  the  bladder  3 

Bladder  papilloma  1 

Benign  prostatic  hypertrophy ...  .20 
Carcinoma  of  the  prostate 5 


maturias  age 

hematuria 

4.00 

42 

47  days 

•14.00 

58 

395  days 

2.00 

58 

37  days 

0.66 

40 

150  days 

13.33 

61 

83  days 

3.33 

66 

114  days 

INFECTIONS 

Average 


Per  cent  duration 

of  Average  of 


Location 

Cases  hematurias  age 

hematuria 

Chronic  pyelitis  

17 

12.66 

39 

152  days 

Pyonephrosis  

2 

1.33 

31 

34  days 

Hydronephrosis  

3 

2.00 

51 

315  days 

Tuberculous  kidney  

6 

4.00 

41 

34  days 

Chronic  cystitis  

1 

0.66 

66 

120  days 

Contracted  bladder  neck 

3 

2.00 

29 

312  days 

Median  bar  (inflammatory). 

1 

0.66 

70 

5 days 

Chronic  trigonitis  

1 

0.66 

50 

120  days 

Chronic  prostatitis  

7 

4.66 

31 

158  days 

FOREIGN  BODIES 


Location 


Average 
Per  cent  duration 

of  Average  of 
Cases  hematurias  age  hematuria 


Renal  calculus  2 1.33  46 

Ureteral  calculus 21  14.00  40 

Vesical  calculus  5 3.33  51 

Multiple  calculi  1 0.66  62 

Foreign  l>ody  1 0.66  16 

CONGENITAL  LESIONS 


757  days 
157  days 
87  days 
600  days 
2 days 


Ix>cation 


Average 
Per  cent  duration 

of  Average  of 
Cases  hematurias  age  hematuria 


Bifid  ureter  and  pelvis 2 1.33  29  115  days 

Abnormal  rotation  1 0.66  34  4 days 

Horseshoe  kidney  1 0.66  3 30  days 

Unilateral  fuse<l  kidney 1 0.66  55  1 day 

Polycystic  kidney  1 0.66  48  3 days 


MISCELLANEOUS 

Average 

Percent  duration 

of  Average  of 


T,ocation 

Cases  hematurias  age 

hematuria 

Contracted  bladder  neck 
(postoperative)  

I 

0.66 

79 

365  days 

Bladder  varix 

1 

0.66 

62 

5 days 

RIadder  diverticulum  

1 

0.66 

41 

1 day 

Chronic  nephritis  

1 

0.66 

22 

2.700  days 

Carcinoma  of  the  sigmoid.  . , 

1 

0.66 

70 

1 days 

Normal  findings  

1 

0.66 

49 

49  days 

Questionable  diagnosis  .... 

3.33 

35 

24  days 
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TRAUMA 


Renal  injuries  4 cases 

Average  age 29  years 

Average  duration  8 days 

Type: 

Auto  accident 1 case 

Fall  1 case 

Blow  on  side 2 cases 


CONCLUSIONS 

1.  Hematuria  in  patients  below  twenty-one 
years  of  age  is  unusual,  consisting  of  only  five  per 
cent. 

2.  Hematuria  is  generally  a symptom  of  adult 
life,  32  per  cent  occurring  between  thirty  and  fifty 
years  of  age.  and  42  per  cent  between  fifty  and 
seventy  years  of  age. 

3.  Ov'er  one-third  (37  per  cent)  of  all  hema- 
turia cases  are  due  to  tumors  of  the  urinarv  tract. 

4.  The  most  frequent  tumor  is  bladder  carci- 
noma. which  occurs  in  14  per  cent  of  all  cases  of 
hematuria. 

5.  The  average  bladder  carcinoma  bleeds  over 
one  year  (395  days)  before  cystoscopy.  This  is 
the  longest  duration  of  hematuria  in  the  entire 
tumor  group. 

6.  Over  one-fourth  of  all  hematuria  cases  are 
inflammatory  in  origin. 

7.  Infections  produce  hematuria  earlier  in  life 
than  do  tumors : 

a.  Average  age  of  infections,  thirty-nine  vears. 

b.  Average  age  of  tumors,  fifty-seven  years. 

8.  Of  all  urinary  calculi,  those  in  the  ureter  are 
by  far  the  most  likely  to  produce  hematuria 
(twenty-one  out  of  twenty-nine). 


THE  CONCENTRATION  TEST  AS  A 
PRACTICAL  MEANS  OF  DETER- 
MINING KIDNEY  INSUFFICIENCY 

J.  L.  Kestel,  M.D.,  Waterloo 

There  is  a general  tendency  to  examine  the 
urine  for  albumin,  sugar,  pus  and  red  blood  cells; 
if  none  of  these  is  found,  the  patient  is  assured 
that  his  kidneys  are  all  right.  If  nothing  in  the 
history  or  general  examination  suggests  a pos- 
sible kidney  disorder,  such  assurance  can  be  given 
with  reasonable  safety.  Frequently  further  inves- 
tigation, to  determine  the  kidney  status  more  pre- 
cisely. is  advisable.  In  chronic  glomerulonephri- 
tis, the  urine  is  often  negative  at  intervals.  Some 
patients  with  hypertension  have  a negative  urine 
in  spite  of  considerable  kidney  damage. 

If  anything  more  than  a trace  of  albumin  is 
found,  we  are  probably  over-anxious  in  making 
the  diagnosis  of  diffuse  nephritis.  Not  infre- 
quently a patient  out-lives  the  six  months  or  year 
the  physician  has  given  him  because  of  his  albu- 
minuria. If  the  blood  pressure  is  normal  the  con- 
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dition  might  be  an  orthostatic  or  essential  albu- 
minuria. 

The  best  and  most  simple  test  to  determine  the 
existence  or  degree  of  kidney  destruction  is  the 
concentration  test.  A relatively  fixed  specific  grav- 
ity indicates  the  loss  of  flexibility  of  the  kidney  and 
indirectly  is  a fairly  accurate  estimate  of  the  rela- 
tive proportion  of  functionating  glomeruli.  If  the 
specific  gravity  rises  above  1.025  on  dehydration 
for  eighteen  to  twenty-four  hours  the  kidney  func- 
tion is  considered  within  normal  limits.  If  it  does 
not  rise  above  1.016  or  1.018,  impairment  is 
marked,  and  suggests  renal  insufficiency.  It  is 
true,  that  there  must  be  considerable  kidney  dam- 
age before  flexibility  is  greatly  impaired  ; but  if  the 
loss  of  function  is  no  greater  than  that,  it  can 
generally  be  disregarded  from  a practical  stand- 
point. 

Alany  other  tests  of  kidney  function  that  are  in 
general  use  are  valuable,  but  none  of  them  is  as 
easily  carried  out,  and  few  if  any  are  as  accurate 
or  comprehensive.  The  phenolsuphonphthalein 
test  is  a fairly  reliable  one,  but  often  varies,  even 
in  the  same  individual  on  repetition.  The  blood 
urea,  and  blood  creatinin  tests  are  practical  to  de- 
termine how  much  of  the  nitrogenous  waste  prod- 
ucts of  protein  metabolism  are  being  retained,  but 
these  remain  normal  until  marked  kidney  destruc- 
tion has  occurred.  They  will  not  be  elevated  in  an 
individual  who  can  concentrate  up  to  1.025  or  even 
up  to  1.020,  unless  he  is  dehydrated  or  has  an  up- 
per abdominal  obstruction.  McLeans’  urea  con- 
centration test,  which  consists  of  administering 
fifteen  grams  of  urea  in  100  cubic  centimeters  of 
water  by  mouth,  and  observing  how  much  urea  is 
excreted  at  the  end  of  one  and  two  hours,  is  per- 
haps as  valuable  as  the  usual  concentration  test, 
but  it  is  not  as  easily  performed.  The  blood  urea 
clearance  test,  which  consists  of  comparisons  of 
the  urea  excretion  with  that  of  the  blood  urea  level, 
is  an  accurate  guide  in  determining  the  kidney 
function.  It  is  only  slightly,  if  at  all,  superior  to 
the  simple  concentration  test.  To  perform  it,  the 
urea  content  of  the  blood  and  urine  as  well  as  the 
number  of  cubic  centimeters  of  urine  excreted  per 
minute  must  be  determined.  The  formulas  are 
likely  to  be  confusing  for  an  individual  who  is  not 
performing  this  test  daily.  Wakefield,  Powers 
and  Keith^  found  the  inorganic  sulphates  in  the 
blood  serum  increased  before  the  kidney  had  lost 
its  ability  to  concentrate  up  to  1.025  or  more;  but 
the  reverse  had  also  occurred.  The  superiority 
of  this  more  difficult  and  rarely  used  analysis 
might  be  questioned. 

To  apply  the  simple  concentration  test  the  pa- 
tient is  kept  on  a dry  diet  for  a day,  and  the  spe- 
cific gravity  of  successive  specimens  of  urine  is 
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taken.  If  large  quantities  of  solids  are  present, 
the  specimen  should  be  centrifuged  or  allowed  to 
settle  and  the  supernatent  fluid  used  for  the  deter- 
mination. Normally  the  specific  gravity  will  rise 
rapidly,  and  the  next  morning  the  specimen  should 
show  a specific  gravity  of  1.030  or  more.  For  rou- 
tine purposes,  the  period  of  dehydration  can  be 
shortened.  The  patient  can  be  instructed  to  avoid 
extra  fluids  at  dinner  and  to  take  no  fluids  that 
evening  or  on  the  following  morning.  The  first 
morning  specimen  is  discarded,  the  second  speci- 
men is  saved,  and  if  its  specific  gravity  is  1.025  or 
over,  the  kidney  function  can  be  considered  nor- 
mal. Likewise  if  the  specific  gravity  of  a speci- 
men of  urine  on  routine  urinalysis  is  1.025  or  over, 
and  it  contains  neither  albumin  nor  sugar,  further 
tests  of  kidney  function  are  unnecessary.  Albu- 
min or  sugar  will  elevate  the  specific  gravity,  and 
if  either  of  these  is  present  in  more  than  traces, 
the  direct  results  will  not  be  accurate.  Sugar  is  a 
rare  complicating  factor,  and  can  almost  alwavs  be 
eliminated  by  diet  or  insulin.  The  test  can,  how- 
ever, be  applied  in  the  presence  of  sugar,  by  de- 
termining the  percentages  of  sugar,  how  much  it 
would  elevate  the  specific  gravity,  and  subtracting 
this  from  the  reading,  thereby  obtaining  the  cor- 
rected specific  gravity.  The  presence  of  albumin, 
which  exaggerates  the  indication  for  the  test, 
makes  it  more  difficult. 


Lashmet  and  Newburgh^  have  devised  a simple 
test  for  measuring  protein  content  so  that  its  pro- 
portion can  be  deducted  from  the  specific  gravity. 
It  was  found  that  one  per  cent  of  protein  elevated 
the  specific  gravity  0.003.  (It  is  evident  that  albu- 
minuria below  0.3-  per  cent  need  not  be  considered 
in  correcting  the  observed  specific  gravity.)  The 
percentage  of  albumin  or  protein  is  determined  by 
the  degree  of  cloudiness  which  occurs  on  the  addi- 
tion of  thiosalicylic  acid.  They  have  prepared  a 
stock  standard  solution  for  comparison  (consists 
of  50  cubic  centimeters  of  0.1  sodium  hydroxide 
and  eight  grams  of  copper  sulphate  with  water  up 
to  500  cubic  centimeters).  Two  cubic  centimeters 
of  this,  freshly  diluted  with  23  cubic  centimeters 
of  water,  has  a similar  and  permanent  turbidity  as 
one  per  cent  albumin,  when  thiosalicylic  acid  is 
used  as  described  by  Folin.®  One  cubic  centimeter 
of  urine  is  placed  in  a test  tube  and  24  cubic  centi- 
meters of  two  per  cent  thiosalicylic  acid  is  added. 
If  the  turbidity  is  the  same  as  the  standard,  the 
urine  cf>ntains  0.1  per  cent  of  protein.  If  the 
urine  .salicylic  acid  mixture  must  be  diluted  with 
nine  limes  the  amount,  a ratio  of  one  to  ten,  to 
match  the  turbidity  of  the  standard,  it  contains  1.0 
per  cent.  With  such  a result,  .003  would  be  sub- 
tracted from  the  observed  specific  gravity. 

This  method  of  correction  for  albumin  might 


seem  complex.  If  a large  quantity  of  albumin  is 
present  the  urea  clearance  test  might  be  preferred. 
If  marked  renal  insufficiency  is  suspected,  or  if  the 
individual  is  seriously  ill  from  any  cause,  dehydra- 
tion is  inadvisable. 

McGrath'*  has  applied  the  value  of  determining 
the  specific  gravity  in  cystoscopic  work,  weighing 
the  urine  collected  from  each  ureteral  catheter. 
He  believes  the  test  is  helpful  in  cases  of  tubercu- 
losis. Appreciation  of  the  test  increases  with  its 
more  frequent  application.  Beginning  renal  in- 
sufficiency will  occasionally  be  found  where  it  is 
hardly  suspected. 
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THE  SURGICAL  TREATMENT  OF  THE 
STONELESS  GALLBLADDER* 

Lee  E.  Shafer,  M.D.,  Davenport 

It  has  been  estimated  that  ten  per  cent  of  all 
persons  over  thirty-five  years  of  age  in  the  United 
States  have  gallbladder  disease.  This  condition 
accounts  for  the  greatest  proportion  of  all  diges- 
tive disturbances  in  the  adult.  During  the  past 
decade,  research  workers  have  made  outstanding 
advances  of  knowledge  concerning  the  functional 
pathology  and  physiology  of  the  biliary  tract.  The 
practical  application  of  this  knowledge  cannot  help 
but  be  to  the  advantage  of  these  numerous  indi- 
viduals. The  extensive  research  work  of  Ivy  and 
Bergh*  has  proved  that  the  functional  change  in 
the  gallbladder  is  the  result  of  a disturbance  in 
the  entire  biliary  tract  physiology.  Through  their 
w'ork,  it  has  been  found  that  cholestrin  and  bile 
pigments  are  held  in  solution  by  fatty  acids  and 
bile  salts,  and  that  in  cases  of  disturbed  function 
of  the  liver  there  is  a decrease  in  the  concentration 
of  bile  salts  and  fatty  acids  which  is  conducive  to 
the  precipitation  of  cholestrin  and  bile  pigment 
and  the  subsequent  formation  of  stones. 

Any  theory  which  attemjits  to  explain  the  gene- 
sis of  gallbladder  disease  must  account  for  the  fact 
that  the  disease  occurs  most  frequently  in  certain 
races,  and  that  it  occurs  more  commonly  in  women 
than  in  men,  and  further  that  its  incidence  is  high- 
est in  the  w'omcn  w^ho  have  borne  children.  Gall- 
bladder disease  is  not  found  so  frequently  in 
people  who  have  a negative  philosophy  of  life. 
It  would  seem  therefore,  that  there  are  certain 
factors  active  in  highly  developed,  high-strung, 
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emotionally  active  persons  and  in  childbearing 
women  that  can  change  the  concentration  of  bile 
salts  and  fatty  acids  secreted  by  the  liver  cells. 
Crile^  explains  this  situation  as  resulting  from  a 
hyperactivity  of  the  adrenal  sympathetic  system. 
Pregnancy,  infection,  emotion  and  all  hyperkenetic 
conditions  produce  an  immediate  change  in  the 
cells  of  the  liver ; change  in  the  cells  of  the  liver 
in  turn  presupposes  a change  in  the  concentration 
of  bile  salts  and  fatty  acids,  which  is  a change 
favorable  to  a functional  change  in  the  gallblad- 
der and  the  ultimate  formation  of  stones.  The 
old  theory  of  metastatic  infection  or  infection  by 
way  of  the  lymphatic  system  or  blood  stream,  is 
more  or  less  discredited  except  as  a secondarv 
factor  in  the  disease.  It  is  true  that  infection  of 
the  gallbladder  does  occur  hut  almost  always  in 
the  presence  of  stones  or  by  direct  continuation 
of  infection  from  the  intestinal  tract  by  way  of 
the  bile  ducts. 

The  stone-less  gallbladder  with  which  we  are 
particularly  interested  in  this  discussion  is  that 
manifestation  of  disturbed  physiology  prior  to  the 
formation  of  stones.  The  element  of  time  between 
the  beginning  of  disturbed  biliary  tract  physiology 
and  the  formation  of  stones  is  so  variable  that  it 
is  impossible  to  estimate.  During  this  period  of 
time,  the  patient  may  suffer  all  the  symptoms  of 
chronic  gallbladder  disease  except  those  of  biliary 
colic. 

SYMPTOMS 

The  symptomatology  of  the  stone-less  gall- 
bladder is  that  of  a chronic  digestive  disturbance, 
which  is  indefinite,  is  not  relieved  by  alkalies,  and 
is  characterized  by  an  excess  of  gas.  These  pa- 
tients learn  that  certain  foods  give  them  more 
discomfort  than  others,  there  is  an  indefinite  sore- 
ness under  the  right  costal  margin,  and  there  may 
be  extensive  weight  loss  due  to  the  fear  of  eating. 
There  are  seldom,  if  ever,  attacks  of  true  gall- 
bladder colic  because  this  condition  can  occur  only 
when  there  is  an  obstruction  of  the  cystic  duct. 

PATHOLOGY 

The  pathology  in  this  type  of  gallbladder  is 
usually  a moderate  edema  of  the  mucosa,  infiltra- 
tion of  lymphocytes  and  leukocytes  into  the  sub- 
mucosa and  a generalized  thickening  of  the  gall- 
bladder wall.  There  may  be  patches  of  cholesterol 
on  the  mucosa,  and  the  common  description  of  this 
condition  is  “the  strawberry  gallbladder.”  There 
is  nothing  concrete  to  indicate  the  presence  of  bac- 
teria or  an  infective  process.  Externally  the  organ 
is  often  entirely  normal.  All  evidence  again  leads 
to  the  conclusion  that  this  change  is  one  of  dis- 
turbed function.  Unquestionably  in  many  cases, 
infection  becomes  superimposed  giving  the  picture 


of  a typically  infected  gallbladder.  One  should  not, 
however,  be  misled  as  to  the  genesis  of  the  con- 
dition. These  pathologic  conditions  are  not  limited 
to  the  gallbladder  alone  hut  are  present  to  a more 
or  less  degree  in  the  entire  biliary  duct  sy.stem. 
Pathologically,  this  condition  probaI)ly  should  not 
be  called  chronic  cholecystitis  in  that  it  is  not  an 
infective  process.  Chronic  cholecystic  disease,  al- 
though rather  noncommittal,  would  describe  the 
picture  much  more  adequately. 

treatment 

From  the  standpoint  of  treatment,  one  must 
take  into  consideration  the  fact  that  the  “gall- 
bladder is  a factor  of  safety  in  physiologic 
economy”  according  to  Ivy'*.  If  this  is  true,  then 
one  should  not  remove  a gallbladder  with  the 
same  impunity  that  one  would  remove  a chron- 
ically inflamed  appendix.  The  work  of  GrahanP, 
in  which  he  discovered  the  method  of  visualizing 
the  gallbladder  by  x-ra}’  and  by  which  we  have 
been  able  more  or  less  to  determine  the  functional 
activity  of  the  gallbladder,  has  been  a great  help 
in  outlining  a plan  for  treatment.  A patient  with 
definite  symptoms  and  all  the  other  evidence  of 
chronic  cholecystic  disease,  whose  gallbladder  still 
has  the  ability  to  fill,  concentrate  and  empty,  will 
in  all  probability  not  be  relieved  of  his  symptoms 
by  cholecystectomy,  and  can  be  classed  as  a surg- 
ical failure  for  the  reason  that  in  doing  the  chole- 
cystectomy, there  has  been  removed  only  a small 
portion  of  the  biliary  tract  pathology.  If  per- 
chance, he  is  relieved  of  his  symptoms  it  is  due 
to  the  remote  effects  of  the  cholecystectomy  on 
the  biliary  tract  rather  than  to  the  removal  of  a 
localized  diseased  process.  The  chain  of  disordered 
events  producing  both  the  symptoms  and  the 
changes  in  the  gallbladder  is  broken  by  the  loss  of 
cholecystic  activity  and  the  symptoms  cease.  This 
type  of  patient  should  receive  medical  treatment 
until  there  are  definite  functional  changes  in  the 
gallliladder  or  until  the  symptoms  are  so  severe 
that  he  is  incapacitated.  Only  after  he  has  been 
given  a true  picture  of  the  possibilities  of  at  least 
some  of  his  symjitoms  remaining,  should  surgery 
he  contemplated.  In  the  cases  where  there  is 
definitely  a disturbed  gallbladder  function  as 
showTi  by  cholecystography  or  in  the  cases  where 
there  has  been  a definite  gallbladder  colic,  we  can 
be  much  more  assuring  to  the  patient  as  to  a fa- 
vorable outcome.  In  our  direct  surgical  attack 
on  the  gallbladder,  the  evidence  is  strongly  pre- 
sumptive that  the  gallbladder  is  not  benefited  by 
drainage.  The  scarring  incident  to  the  drainage 
tube  will  probably  produce  sufficient  damage  to 
interfere  with  normal  emptying.  Fleming^  made 
a study  of  thirty-six  cases  following  cholecysto- 
tomy  and  found  only  one  in  which  there  was  a nor- 
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mal  cholecystographic  shadow.  It  is  now  gener- 
ally recognized  that  cholecystectomy  is  definitely 
indicated  in  those  cases  of  chronic  cholecystic  dis- 
ease in  which  the  gallbladder  is  so  permanently 
injured  that  it  cannot  be  visualized  normally  by 
cholecystography.  From  the  physiologic  point  of 
view  a functional  cholecystectomy  has  already 
been  performed  and  the  remaining  part  of  the 
bilian,-  tract  has  adapted  itself  to  the  absence  of 
a gallbladder. 

The  technic  of  performing  a cholecystectomy  is 
not  standardized.  As  to  whether  the  gallbladder 
should  be  dissected  out  from  below,  beginning 
with  the  cystic  duct,  or  on  the  other  hand  begin- 
ning at  the  fundus  and  dissecting  downward, 
makes  very  little  difference.  How'ever,  there  are 
certain  fundamentals  in  dealing  with  the  gallblad- 
der which  we  should  all  remember.  The  gallblad- 
der should  never  be  opened  until  it  is  outside  the 
abdominal  cavity.  The  liver  tissue  should  not  be 
injured  ; the  cystic  duct  should  be  isolated  and  vis- 
ualized down  to  its  junction  with  the  common  duct. 
This  is  our  only  guarantee  against  injury  to  the 
common  duct.  The  cystic  artery  should  be  ligated 
with  certainty  either  separately  or  with  the  cystic 
duct.  The  gallbladder  bed  should  be  closed 
smoothly  with  a running  suture  with  the  stump  of 
I the  cystic  duct  buried  beneath  the  suture  line.  The 
closure  of  the  gallbladder  bed  smoothly  is  the  best 
assurance  against  adhesions  to  the  pylorus  or 
colon. 

As  to  drainage,  probably  all  clean  cholecystec- 
tomy wounds  could  theoretically  be  closed  without 
it.  Yet  occasionally  there  will  he  an  unusual  case 
in  which  bile  leaks  in  some  unexplained  way  and 
bile  peritonitis  threatens  or  even  causes  the  death 
of  the  patient.  This  occasional  occurrence  sup- 
plies the  argument  in  favor  of  drainage  in  every 
case.  A Penrose  drain  down  to  the  stump  of  the 
cystic  duct  coming  out  either  through  the  wound 
or  through  a separate  stab  wound  and  allowed  to 
remain  forty-eight  hours  only  if  there  is  no  bile 
drainage,  will  obviate  the  hazard  of  an  unrecog- 
nized bile  peritonitis  without  risk  to  the  patient. 

; RESULTS 

It  is  difficult  in  a series  of  cases  in  which  chole- 
cystectomy has  been  done,  to  establish  the  fact  that 
the  cholecystectomy  alone  has  either  given  relief 
or  failed  to  give  relief  to  the  patients,  for  the  rea- 
i son  that  at  the  time  of  doing  the  cholecystectomy 
the  appendix  is  usually  removed,  and  it  is  possible 
that  there  could  have  been  adhesions  between  the 
I gallbladfler  and  the  pylorus  or  colon  causing  func- 
I tional  digestive  disturbances  which  were  misinter- 
■ preted  as  coming  from  the  gallhladder.  In  the 
I study  of  08  cases  in  which  cholecystectomv  was 
I done  for  chronic  cholecystic  disease  without  stones. 


I have  attempted  to  establish  some  correlation  be- 
tween the  cholecystographic  findings  and  the  re- 
sults following  operation.  In  a close  follow-up,  I 
have  been  able  to  establish  the  fact  in  this  series 
that  74  per  cent  of  the  patients  were  either  entirely 
well  or  improved;  26  per  cent  had  either  no  relief 
from  their  symptoms  or  were  even  made  worse  by 
the  cholecystectomy.  In  the  study  I have  subdi- 
vided the  cases  into  three  divisions  according  to 
the  cholecystographic  findings  ; first,  those  in  which 
the  gallbladder  failed  to  fill  after  two  or  more 
trials  by  giving  the  dye  by  the  oral  method ; second, 
those  in  which  there  was  a marked  delay  in  filling 
and  emptying ; and  third,  those  in  which  there  was 
a definite  delayed  emptying  time  only.  I have 
ruled  out  the  element  of  concentration  in  that  there 
are  radiologic  factors  which  change  the  density  of 
the  shadow  and  I have  felt  that  this  element  of 
concentration  was  too  uncertain  a factor  to  fur- 
nish any  valuable  information  as  to  the  degree  of 
disturbed  gallbladder  function.  These  cases  are 
presented  in  the  following  table : 


Cholecystographic 

findings 

Number 

of 

Cases 

Well 

Im- 

proved 

Not 

Im- 

proved 

Percent- 
age well 
or  Im- 
proved 

Failure  to  fill 

60 

40 

14 

6 

90% 

Delayed  filling  and 
emptying 

30 

9 

6 

15 

50% 

Delayed  emptying  only 

1 

2 

5 

37% 

Totals 

98 

50 

22 

26 

74% 

These  figures  are  none  too  encouraging  and 
would  seem  to  indicate  that  a definite,  clear  cut 
disturbed  function  of  the  gallhladder  should  be 
present  before  surgical  treatment  is  contemplated 
or  until  a well  supervised  medical  treatment  has 
failed. 

CONCLUSIONS 

1.  That  chronic  cholecystitis  without  stones  is 
from  the  best  evidence  at  hand  a jiathologic  physi- 
ology and  that  its  manifestation  in  the  gallbladder 
is  only  one  small  part  of  the  disease. 

2.  That  cholecystectomy  is  the  surgical  proce- 
dure of  choice  and  will  best  answer  the  purpose 
for  relief  of  symptoms  when  the  rest  of  the  biliary 
tract  has  adapted  itself  to  the  functional  loss  of 
the  gallbladder. 

3.  That  the  patient  suffering  from  biliary  tract 
disease  should  best  be  treated  entirely  as  a medical 
case  until  such  time  as  the  disturbed  function  of 
the  gallbladder  can  be  definitely  detemiined  by 
cholecystography. 
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COLLOID  CARCINOMA  OF  THE 
BLADDER* 

With  Report  of  a Case 
Harry  P.  Lee,  M.D. 

Eroni  the  Department  of  Urology.  University 
of  Iowa,  Iowa  City 

Secondary  invasion  of  the  bladder  by  colloid 
carcinoma  of  the  bowel,  ovaries,  or  other  organs 
is  not  uncommon.  HermaniP  reports  a case  of 
metastatic  colloid  bladder  carcinoma  arising  from 
a carcinoma  of  the  stomach,  and  also  states  that 
in  twelve  cases  of  Krukenberg  tumor,  six  of  them 
had  metastasized  to  the  bladder. 

Of  the  epithelial  tumors  arising  primarily  in  the 
bladder,  adenocarcinomata  make  up  a very  small 
group,  and  tbe  mucin-containing  adenocarcino- 
mata, or  so-called  colloid  carcinomata,  form  a still 
smaller  group,  so  small  in  fact  that  very  little  ap- 
]>ears  in  the  literature  about  tbem.  In  1927  Young- 
reported  two  cases  and  stated  that  only  eighteen 
cases  had  been  reported  previously.  The  report 
of  the  Committee  on  Carcinoma  Registrv  of  the 
American  Urological  Association^  lists  902  malig- 
nant tumors  of  the  bladder,  but  onlv  seventeen  of 
these  were  adenocarcinoma,  colloid  carcinoma  or 
adenoma  malignum.  Gardner'*  listed  369  bladder 
tumors  with  four  adenocarcinomata,  and  Smith 
and  Mintz®  reported  150  cases  of  bladder  carci- 
noma encountered  at  the  ^Massachusetts  General 
Hospital  in  ten  years,  only  one  of  which  was  an 
adenocarcinoma.  Peacock  and  Corbett®  state  that 
colloid  carcinoma  forms  one-half  of  one  per  cent 
of  all  bladder  tumors.  In  our  own  series  of  365 
cases  at  tbe  University  Plospital  we  have  seen  only 
one  colloid  carcinoma  which  was  primary  in  the 
bladder. 

Colloid  carcinoma  may  arise  at  any  point  in  the 
bladder  but  apparently  is  more  often  encountered 
in  the  dome  or  anterior  wall,  although  cases  have 
been  reported  on  the  base  of  the  bladder.  ScholP 
cites  thirty-one  cases  of  tumor  in  the  dome  of  the 
bladder  seen  at  The  Mayo  Clinic  from  1910  to 
1924;  five  of  these  were  glandular  carcinoma,  and 
four  of  these  contained  mucin.  Quimby®  reported 
one  found  on  the  base  of  the  bladder.  The  age 
incidence  varies  from  twenty-nine  to  ninety  years. 
Most  of  the  tumors  appear  as  flat,  thick  growths 
involving  and  infiltrating  the  bladder  wall.  Occa- 
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sionally  they  may  be  pedunculated  and  appear  to 
grow  from  the  bladder  mucosa.  Microscopically 
they  have  a close  resemblance  to  tumors  arising 
in  the  gastro-intestinal  tract,  and  it  is  usually  sus- 
pected at  first  that  the  tumor  is  actually  secondary 
to  a gastro-intestinal  tract  tumor.  It  is  only  after 
gastro-intestinal  tract  malignancy  has  been  ruled 
out  that  the  diagnosis  of  primary  colloid  carcinoma 
of  the  bladder  is  made. 

The  etiology  of  these  tumors  is  obscure.  It 
has  been  held  in  the  past  that  the  bladder  mucosa 
does  not  contain  mucous  glands  and  that  if  these 
tumors  do  arise  from  mucous  glands  such  glands 
must  be  misplaced  glands  of  the  urethra  or  pros- 
tate. Ewing®  states,  however,  that  occasionally 
mucous  glands  are  found  in  the  bladder  and  that 
colloid  carcinoma  may  develop  from  these.* 
Stoerck*®  and  Mandelbaum**  both  point  out  that 
it  is  perfectly  possible  for  a mucous  carcinoma  to 
develop  from  cells  of  the  bladder  mucosa  without 
arising  from  aberrant  cell  rests.  Because  the 
bladder  originates  from  tissue  which  also  develops 
into  bowel,  it  has  been  suggested  that  there  are 
remnants  of  bowel-forming  tissue  left  in  the 
bladder  wall  which  later  give  rise  to  colloid  tumors. 
These  tumors  are  also  occasionally  found  in  ex- 
strophy of  the  bladder,  usually  at  the  upper  por- 
tion of  the  exstrophied  bladder,  suggesting  rem- 
nants of  the  urachus  as  a point  of  origin.  Begg*^ 
has  reported  a series  of  forty-four  tumors  arising 
from  the  urachus,  nineteen  of  which  were  colloid 
carcinomata,  and  nine  of  which  involved  the  in- 
tramucosal  or  intramural  portions  of  the  apex  of 
the  bladder.  Irritation  as  a result  of  chronic  cys- 
titis cystica  and  the  degeneration  of  the  glands  of 
von  Brunn  have  been  cited  as  causes  for  the  de- 
velopment of  these  tumors.  Chute*®  suggests  that 
they  arise  from  one  of  three  possibilities,  strayed 
urethral  glands,  aberrant  prostatic  glands,  and 
faulty  embryologic  development. 

The  symptoms  may  exist  over  a long  period  of 
time  and  at  first  may  be  very  indefinite.  A sense 
of  uneasiness  in  the  bladder  region,  or  occasional 
frequency  and  urgency  of  urination  may  be  the 
first  complaint.  Usually  the  first  symptom  of  any 
significance  of  which  the  patient  complains  is 
hematuria,  which  may  be  present  for  a consider- 
able length  of  time  without  being  marked.  The 
appearance  of  large  amounts  of  mucus  in  the  i 
urine  may  be  significant.  As  in  other  bladder  • 
tumors,  infection  may  set  in  early,  and  the  irrita- 
tion, frequency,  urgency,  pyuria  and  pain  as  a t 
result  of  infection  may  overshadow  and  obscure  ■ t 
the  actual  condition,  and  the  jiatient  may  be  treated  i i 
for  cvstitis  or  prostatitis  for  some  time  before  the 
actual  condition  is  apparent.  Occasionally,  when  d 
the  tumor  involves  the  dome  of  the  bladder,  it  .1 
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may  be  palpable  suprapubically,  or  a sense  of  re- 
sistance may  be  met  on  palpation.  Cystoscopic 
examination  may  reveal  nothing,  for  the  tumor 
growing  in  the  bladder  wall  may  not  be  evi- 
dent to  the  eye,  or  there  may  be  merely  some 
bulging  at  the  site  of  the  tumor.  It  is  not  until 
the  tumor  has  ulcerated  through  the  bladder 
mucosa  that  pathology  is  recognized  and  even  then 
it  is  very  seldom  diagnosed  as  being  colloid  in 
nature.  At  times  mucus  may  be  seen  coming 
from  the  bulging  or  ulcerated  area.  Calcareous 
material  may  form  on  the  surface  of  the  ulcer- 
ated area  and  from  time  to  time  the  patient  may 
pass  pieces  of  calcareous  material,  or  sloughing 
may  occur  and  pieces  of  necrotic  tissue  may  be 
passed  in  the  urine. 

Since  this  tumor  is  one  which  usually  lies  within 
and  involves  primarily  the  bladder  wall,  and  may 
be  much  more  extensive  than  one  would  judge 
from  its  cystoscopic  appearance,  transurethral 
methods  of  treatment  are  impractical.  Tumors 
found  in  the  gastro-intestinal  tract,  comparable  to 


results  may  be  gratifying,  the  ultimate  prognosis 
is  very  poor. 

Primary  colloid  carcinoma  of  the  bladder  is  a 
very  rare  tumor,  obscure  in  etiology,  slow  in  de- 
velopment, may  be  masked  by  symptoms  of  sec- 
ondary infection,  metastasizes  late,  but  is  very 
resistant  to  treatment. 

CASE  REPORT 

L.  L.,  a white  male,  thirty-eight  years  of  age, 
entered  the  Urologic  Clinic  of  the  Universitv  of 
Iowa  Hospital  on  September  19,  1934,  complain- 
ing of  blood  in  the  urine  for  the  previous  eighteen 
months.  About  eighteen  months  before  admission 
he  had  developed  frequency  of  urination  of  about 
every  half-hour  during  the  day  and  six  to  eight 
times  at  night.  He  occasionally  passed  small  clots 
of  blood.  He  continued  in  this  way  until  about 
one  month  previous  to  admission  when  the  symp- 
toms become  markedly  aggravated;  the  frequency 
and  nocturia  remained  about  the  same,  but  the 
hematuria  became  much  more  pronounced  so  that 


Fig.  1. 

The  tumor  after  removaJ.  Air  cystogram  showing  filling  defect 

produced  by  tumor. 


this  tumor  in  structure,  are  usually  resistant  to 
x-ray  therapy,  so  that  it  is  probable  that  this  form 
of  treatment  offers  little  hope  of  cure.  Quimby 
treated  such  a tumor  involving  the  base  of  the 
bladder  with  implantation  of  radium  seeds  and 
obtained  a good  but  temporary  result.  Where 
the  tumor  is  so  situated  as  to  be  amenable  to  op- 
erative attack,  excision  of  the  tumor-containing 
portion  of  the  bladder  wall,  together  with  a fairly 
wide  area  of  normal  bladder  wall  and  even  the 
overlying  peritoneum,  if  involved,  probably  offers 
the  best  hope  of  eradication,  and  is  the  method 
which  has  been  used  most  frequently.  It  is  pos- 
sible that  a combination  of  radium  implantation 
and  x-ray  therapy  might  be  of  benefit  in  those 
tumors  so  situated  as  to  be  inaccessible  to  opera- 
tive attack.  Even  with  the  most  radical  methods, 
however,  the  lesion  tends  to  recur  and  may  involve 
the  surrounding  structures  or  extend  widely  in 
tht  abdominal  cavity,  so  that  while  immediate 


Cross  section  showing  large  spaces 
filled  with  mucus. 

he  passed  at  times  from  half  an  ounce  to  four 
ounces  of  blood,  usually  terminally,  but  occasion- 
ally mixed  with  tbe  urine.  There  were  also 
numerous  small  clots.  While  there  was  no  .strain- 
ing or  difficulty  on  voiding,  he  had  marked  burn- 
ing and  smarting,  considerable  urgency,  and  con- 
siderable terminal  tenesmas.  One  time  the  patient 
fell  from  a load  of  hay  and  at  once  jiassed  a con- 
siderable quantity  of  blood,  and  another  time  after 
lifting  a heavy  object  he  again  had  marked  hema- 
turia. On  two  or  three  occasions  he  had  passed  a 
.small  amount  of  finely  granular  calcareous  mate- 
rial in  the  urine.  There  had  been  no  loss  of  weight 
or  strength.  He  had  had  the  usual  diseases  of 
childhood.  Venereal  diseases  were  denied.  He 
had  three  children  living  and  well  and  there  had 
been  no  miscarriages.  Tbe  patient  was  a furnace 
tender  in  a brass  foundry. 

Physical  examination  showed  a short  robust 
male  wbo  was  aj)parently  in  very  good  health  and 
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the  only  positive  findings  were  a few  carious  teeth 
and  a slightly  enlarged,  very  tender  prostate,  with 
the  prostatic  secretion  showing  many  pus  cells ; 
hemoglobin,  90  per  cent ; red  cells,  4,900,000 ; and 
leukocytes,  10,400.  The  urine  was  alkaline,  had  a 
specific  gravity  of  1.014,  w'as  negative  for  albu- 
min and  sugar,  but  the  Meyers  test  was  positive 
for  blood.  The  centrifuged  sediment  showed  four 
to  eight  red  cells  and  four  to  eight  pus  cells  to 
each  high  power  field.  Intravenous  pyelograms 
showed  nothing  grossly  pathologic  in  the  kidneys 


Fig.  2.  Microscopic  structure — low  power. 


or  uterers.  There  was  some  lumbosacral  arthritis. 

A diagnosis  of  prostatitis  was  made  and  the 
patient  was  placed  on  hot  sitz  baths  and  applica- 
tions of  heat  to  the  prostate  through  an  Eissner 
apparatus.  His  symptoms  of  bladder  irritability 
improved  markedly.  On  October  1,  1934,  because 
we  felt  that  the  diagnosis  of  prostatitis  would  not 
account  for  the  quantities  of  blood  in  the  urine, 
he  was  cystoscoped  and  a tumor  was  found  in  the 
apex  of  the  bladder.  This  tumor  appeared  as  an 
ulcerated  lesion,  with  a rolled  heaped-up  border, 
about  the  size  of  a tw'enty-five  cent  piece.  It 
seemed  to  he  infiltrating  the  bladder  wall.  Its 
surface  was  irregular  and  at  points  was  covered 
with  gray  calcareous  material.  Catheterization  of 
the  ureters  and  pyelograms  revealed  no  pathology 
in  the  kidneys.  A cystogram  taken  after  cysto- 
scopy showed  a characteristic  filling  defect  in  the 
bladder  apex.  Because  of  the  location  of  the 
tumor  in  the  bladder  apex  at  a point  where  it 
could  be  easily  excised,  and  because  it  seemed  to 
be  invading  the  bladder  wall,  it  was  felt  that  supra- 
pubic excision  was  the  treatment  of  choice.  On 
October  8,  1934,  suprapubic  cystostomy  was  done. 
On  coming  down  to  the  bladder,  a large  mass  was 
at  once  apparent.  It  involved  the  dome  of  the 
bladder,  was  hard,  nodular,  and  about  five  or  six 
centimeters  in  diameter.  The  mass  lay  more  to  the 
right  of  the  midline.  It  seemed  to  be  involving  the 


whole  thickness  of  the  bladder  wall  but  the  peri- 
toneum stripped  off  the  bladder  easily.  The  peri- 
toneum was  accidentally  opened  and  through  this 
ojiening  the  bowel  and  the  remainder  of  the  ab- 
domen was  explored  but  no  tumor  was  found 
inside  the  peritoneum.  The  peritoneum  was 
closed,  the  bladder  opened,  and  the  tumor  excised, 
a rim  of  normal  bladder  wall  being  taken  with  it. 

The  bladder  was  closed  about  a Pezzer  catheter. 

The  pathologist’s  report  was  as  follows:  “Speci- 
men consists  of  a round,  cup-shaped  tumor,  5.5 
centimeters  in  diameter,  3.5  centimeters  thick,  with 
a crater  one  centimeter  deep.  The  edge  is  rolled 
and  very  firm.  On  cut  section  the  center  of  the 
crater  is  yellow,  granular  material,  and  extends 
0.8  of  a centimeter  into  the  cartilaginous  mass 
of  the  tumor  proper.  There  is  one  place  just 
below  the  crater  where  it  appears  to  be  penetrat- 
ing the  serosa,  forming  a tumor  one  and  one-half 
by  one  centimeter  outside  the  serosa.  Sections  of 
the  tumor  mass  show  many  bands  of  collagen 
fibers  between  which  are  masses  of  very  light 
staining  amorphous  material  which  is  mucus. 
Scattered  through  this,  with  large  collections  near 
the  surface,  there  are  masses  of  quite  large  neo- 
plastic cells,  many  of  which  contain  a large  vacuole 
which  pushes  the  nucleus  off  to  one  side,  forming 
a typical  signet-ring  cell.  These  cells  are  pene- 
trating deep  into  the  muscular  coat  and  have  ex- 
tended through  the  peritoneal  covering  of  the  ; 
bladder,  masses  of  them  being  located  in  the  fat  I 
outside  the  bladder.  There  is  a moderate  num- 
ber of  mitotic  figures  and  many  cells  contain  { 


Fig.  3.  Microscopic  structure — high  power. 
Note  signet-ring  cells. 


nucleoli.  There  are  a few  well-formed  acini. 
Part  of  the  transitional  epithelium  of  the  bladder 
is  present  in  one  slide.  This  type  of  neoplasm 
usually  arises  from  the  gastro-intestinal  tract. 
Diagnosis : Colloid  adenocarcinoma  in  the  bladder, 
primary  undetermined.” 

We  felt  that  the  tumor  was  primary  in  the 
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bladder  as  our  exploration  of  the  abdomen  had 
failed  to  reveal  any  malignancy  or  any  evidence  of 
a tumor  extending  into  the  bladder.  Because  of 
the  report  of  tumor  cells  having  been  found  in  the 
fat  outside  the  bladder,  the  patient  was  given 
x-ray  therapy,  starting  on  the  tenth  postoperative 
day,  receiving  in  all  6,400  roentgens,  3,200  an- 
teroposteriorly  and  3,200  laterally,  or  a depth  dose 
of  4,121  roentgens.  The  suprapubic  sinus  was 
very  slow  in  closing,  but  about  the  end  of  Januar}-, 
1935,  it  had  closed  and  the  patient  had  no  further 
urinaiA'  leakage.  He  returned  March  15,  1935, 
at  which  time  the  suprapubic  wound  was  well 
healed,  but  there  was  marked  induration  and  thick- 
ening of  the  skin  and  suprapubic  tissues  secondary 
to  the  x-ray  therapy.  No  mas.ses  were  felt  deep  in 
the  wound,  but  on  the  surface,  about  the  middle  of 
the  incision  was  a small  round,  movable  nodule 
which  did  not  seem  characteristic  for  recurrence 
of  malignancy.  Cystoscopy  at  this  time  showed 
the  bladder  well  healed,  of  good  capacity,  and 
there  was  no  evidence  of  recurrence  of  the  tumor. 
The  patient  was  last  seen  on  April  15,  1935,  at 
which  time  he  was  in  good  health,  had  gained 
twenty  pounds  in  weight,  felt  well  enough  to 
return  to  work,  and  had  had  no  recurrence  of  his 
bladder  symptoms.  The  wound  appeared  about 
the  same  as  it  had  on  March  15,  and  if  anything, 
the  small  mass  was  smaller  and  softer  than  it  had 
been  in  March.  This  tumor  corresponds  very 
closely  to  those  cited  by  Begg  as  arising  from  the 
urachus  and  it  is  quite  probable  that  such  is  the 
case. 

Author’s  Note:  Since  this  paper  was  written  the  patient  was 
seen  on  April  23.  1936.  His  general  health  is  good,  and  there  is 
no  evidence  of  recurrence.  He  has  had  no  further  trouble. 
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SIGNIFICANCE  OF  JAUNDICE  IN 
BILIARY  TRACT  DISEASE* 

Howard  L.  Beye,  M.D.,  Iowa  City 

Jaundice  is  one  of  the  spectacular  symptoms  in 
clinical  medicine  and  is  concrete  evidence  of  or- 
ganic disease.  Jaundice  is  usually  the  result  of 
disease  originating  in  the  biliary  system,  but  it 
may  be  a prominent  symptom  in  certain  conditions 
which  are  independent  of  or  only  remotely  related 
to  the  biliary  system. 

From  a surgical  point  of  view,  the  biliary  system 
may  be  considered  as  consisting  of  four  compo- 
nent parts:  the  liver,  the  major  ducts,  the  gall- 
bladder and — because  it  is  so  intimately  related, 
physiologically  and  pathologically — ^the  pancreas. 
Pathologic  change  originating  in  any  portion  of 
this  system  is  likely  to  affect  all  other  portions  in 
varying  degree,  and  especially  if  the  disease  proc- 
ess has  been  recurrent  or  progressive. 

The  gallbladder  is  most  commonly  the  origin  of 
biliary  tract  disease.  Uncomplicated  gallbladder 
disease,  whether  due  to  gall  stones,  inflammation 
or  neoplasm,  does  not  produce  jaundice.  When 
jaundice  develops  in  gallbladder  disease  it  is  evi- 
dence that  the  pathologic  condition  has  extended 
beyond  the  confines  of  the  gallbladder. 

jaundice  IN  DISEASE  OF  THE  GALLBLADDER 

In  acute  cholecystitis  the  inflammatory  process 
involving  the  w'all  of  the  gallbladder,  and  espe- 
cially the  mucosa,  may  extend  along  the  cystic  duct 
to  involve  the  common  and  hepatic  ducts.  This 
extension  is  commonly  gradual  in  development 
and  the  ensuing  jaundice  is  not  manifest  until  sev- 
eral to  many  days  have  elapsed  after  the  onset  of 
the  acute  gallbladder  attack.  The  degree  of  jaun- 
dice is  variable,  but  is  usually  not  extreme  unless 
the  inflammation  extends  up  the  hepatic  ducts  to 
the  smaller  radicals  in  the  liver.  In  an  attack  of 
gall  stone  colic,  with  or  without  associated  acute 
cholecystitis,  one  or  .several  stones  may  be  forced 
through  the  dilating  cystic  duct  into  the  common 
duct  to  produce  obstruction  of  the  latter,  and  jaun- 
dice. An  interesting  condition  not  uncommonly 
seen  is  the  wedging  of  a large  stone  into  the  cystic 
duct  until  it  protrudes  in  part  through  the  lumen 
and  imj)inges  against  the  opposite  wall  of  the  com- 
mon duct,  and  jaundice  then  develops.  The  gall- 
bladder presents  either  a hydrops  or  an  empyema. 

Infection  may  extend  outside  the  gallbladder 
to  produce  a pericholecystic  abscess  so  situated  as 
to  be  res])onsible  for  the  development  of  jaundice. 
An  abscess  may  develop  secondary  to  perforation 
of  the  cystic  duct  or  gallbladder  wall,  by  stone  and 
lie  in  contact  with  the  common  duct  to  produce  ex- 
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trinsic  inflammation  of  it.  Occasionally  a suppura- 
tive adenitis  develops  in  the  “sentinal”  node  and 
this  leads  to  the  development  of  an  abscess  in  the 
mesocysticum  and  inflammation  of  the  common 
hepatic  or  right  hepatic  ducts.  In  many  individ- 
uals the  gallbladder  presents  a pouch  of  consider- 
able size  on  its  mesial  wall  near  the  cystic  duct. 
This  anatomically  normal  pouch,  the  cecum,  often 
lies  in  immediate  contact  with  the  common  duct. 
In  acute  cholecystitis  in  such  an  individual  the 
common  duct  may  be  both  inflamed  and  com- 
pressed by  the  adjacent,  swollen,  tense  gallbladder 
cecum. 

Carcinoma  of  the  gallbladder  is  a lesion  much 
more  common  than  is  ordinarily  recognized.  In- 
terestingly enough,  gall  stones  are  present  in  such 
a gallbladder  in  practically  all  cases.  Jaundice  fre- 
quently develops  as  a symptom  sooner  or  later  due 
to  extension  beyond  the  gallbladder  itself.  Such 
extension  may  be  .through  the  cystic  duct  to  the 
common  duct  with  obstruction  of  the  latter  intrin- 
sically. Metastases  may  take  place  into  the  Ivmph 
nodes  lying  along  the  course  of  the  common  duct 
and  producing  pressure  upon  the  latter  from  with- 
out. Extension  of  the  cancer  may  take  place 
directly  through  the  gallbladder  into  the  liver  sub- 
stance and  produce  obstruction  of  the  ducts  with- 
in the  liver.  It  is  not  uncommon,  however,  for  a 
patient  to  die  of  carcinoma  of  the  gallbladder  even 
if  jaundice  has  never  develojied  as  a symptom. 

JAUNDICE  IN  COMMON  DUCT  DISEA3E 

Stones  within  the  common  duct  usually  have 
migrated  from  the  gallbladder.  They  may  pass 
rapidly  through  the  duct  without  producing  ob- 
struction for  any  period  of  time.  With  transitory 
obstruction  there  may  develop  a very  slight  degree 
of  jaundice. 

Stones  remaining  within  the  comon  duct  have 
an  extremely  variable  clinical  significance.  A stone 
may  become  impacted  within  the  duct,  usually  in 
the  ampulla  of  Vater,  and  within  a few  hours  the 
evidence  of  obstruction  may  manifest  itself  in  the 
passage  of  dark-colored  urine : staining  of  the 
sclera  and  skin  follow  within  twelve  to  twenty- 
four  hours.  Dilatation  of  the  common  duct  is  likely 
to  take  place  if  its  wall  is  not  thickened  by  asso- 
ciated inflammation  and  in  some  instances  it  will 
be  extreme. 

One  or  several  stones  may  be  present  within  the 
duct  for  an  indefinite  period  of  time  and  produce 
no  symptoms  of  pain  or  jaundice.  In  other  in- 
stances, common  duct  stones  may  be  responsible 
for  attacks  of  biliary  colic  but  no  jaundice,  and 
are  associated  frequently,  but  not  necessarily,  with 
high  fever  and  chills.  Jaundice  may  develop  from 
a common  duct  stone  which  has  become  impacted 


within  the  duct  but  has  not  produced  pain  or  any 
evidence  of  infection.  This  condition  closely  simu- 
lates obstruction  by  neoplasm. 

In  every  operation  for  gallbladder  disease,  the 
surgeon  must  bear  in  mind  the  possibility  that 
stones  are  present  in  the  common  duct  even  though 
the  patient  has  never  been  jaundiced,  and  a very- 
careful  examination  should  be  made  to  rule  out 
this  possibility.  By  standing  on  the  patient’s  left  j 
side  the  index  finger  can  be  introduced  behind  the  | 
gallbladder  into  the  foramen  of  Winslow  and  with  | 
the  thumb  above,  careful  palpation  can  be  carried  « 
out  between  the  thumb  and  finger. 

Inflammation  of  the  common  duct  is  usually  sec-  f 

ondary  to  disease  of  the  gallbladder,  but  it  may  \ 

originate  within  the  duct  itself.  In  some  cases,  ^ 
undoubtedly,  the  inflammation  develops  in  the  re-  ' 
gion  of  the  papilla  of  Vater  due  to  regurgitation 
of  duodenal  content.  In  such  cases,  the  inflam- 
matory process  may  be  very  well  localized  to  in- 
volve only  the  papilla  and  ampullar  portion  of  the 
duct.  At  operation  in  such  cases  the  absence  of  J 
palpable  stones,  the  apparently  uninflamed  gall- 
bladder, and  the  normal  appearance  of  the  visible 
common  duct,  together  with  a palpable  firm  swell-  i 
ing  in  the  tenninal  portion  of  the  duct,  may  lead  | 
to  the  erroneous  conclusion  of  malignancy  involv- 
ing the  papilla  or  ampulla. 

Inflammation  of  the  common  duct  may  be  from 
extrinsic  causes,  such  as  abscess,  inflamed  cecum  n 
of  the  gallbladder,  or  acute  lymphadenitis.  Often- 
times such  inflammatory  change  is  limited  to  the  j 
area  of  the  extraductal  process.  . | 

Inflammation  of  the  common  duct  may  be  asso-  j 
dated  with  dilatation  of  it  if  there  has  been  a i 
mechanical  occlusion  of  the  lumen  at  some  point.  I 
It  is  not  uncommon,  however,  to  find  the  lumen 
markedly  narrowed  and  the  wall  throughout  ex-  >■; 
tremely  thick  and  inelastic.  In  cases  of  this  sort,  ,:i 
jaundice  is  likely  to  be  marked  and  persistent,  but  i{ 
with  some  variation  in  its  intensity. 

Inflammation  of  the  common  duct,  whether  in- 
trinsic or  extrinsic,  may  be  followed  by  scarring  ; 
within  the  wall  of  such  degree  and  character  as  . 
will  lead  to  the  development  of  a stricture.  This  '■ 
is  much  more  likely  to  develop,  however,  as  a ( 
sequel  to  an  operative  attack  upon  a common  duct  h 
which  is  diseased.  A stricture  is  usually  not  com-  ■( 
plete  and  tends  to  produce  attacks  of  pain  and  ' ; 
jaundice  with  or  without  fever  and  chills,  and 
grossly  simulates  a common  duct  stone. 

Occasional  cases  are  seen  of  congenital  narrow-  ,■> 
ing  of  the  common  duct.  Such  narrowing  is  likely  jj 
to  take  place  where  the  duct  traverses  the  duodenal  fi ; 
wall.  This  leads  to  an  enormous  dilatation  of  the  K 
duct  with  chronic  symptoms  of  dyspepsia  and  mild 
jaundice  over  a period  of  years.  Acute  attacks 
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may  develop  and  stones  may  form  within  this 
chronically  pathologic  duct. 

Cancer  of  the  common  duct  develops  in  most 
instances  in  the  papilla  of  Vater  or  in  the  am- 
pulla. Jaundice  is  likely  to  be  the  earliest  symp- 
tom, coming  on  insidiously  without  pain  and  in- 
creasing in  intensity  without  variation  until  it  is 
extremely  marked.  The  gallbladder  and  common 
duct  are  usually  enormously  distended  and  the 
former  may  readily  be  palpated  through  the  ab- 
dominal wall  in  most  cases.  Oftentimes  it  is  not 
at  all  tender. 

JAUNDICE  IN  INVOLVEMENT  OF  THE  LIVER 

Cholangeitis  in  some  degree  is  usually  associated 
with  intrinsic  inflammation  of  the  major  ducts 
secondary  to  gallbladder  disease.  Where  the  in- 
flammation is  severe  or  protracted  and  has  not 
been  preceded  by  dilatation,  varying  degrees  of 
narrowing  and  thickening  of  the  radicles  may  take 
place.  This  may  lead  to  permanent  changes.  Bil- 
iary cirrhosis  of  the  liver  may  develop  with  per- 
sistent jaundice. 

Qiolangiectasis  develops  as  the  result  of  per- 
sistent or  recurring  obstruction  in  the  common 
duct,  usually  from  stone.  The  dilatation  of  the 
smaller  radicles  within  the  liver  may  be  very 
marked  and  it  may  become  permanent.  This  is 
oftentimes  responsible  for  marked  liver  damage. 
In  addition  to  the  cholangiectasis,  thickening  of 
the  duct  wall  may  follow  the  introduction  of  in- 
fection into  the  pathologic  picture.  Calculi  may 
form  within  such  diseased  biliary  radicles  and  re- 
main lodged  at  the  site  of  formation  or  work  their 
way  distally  into  the  major  ducts. 

At  operation  upon  patients  for  conditions  in- 
volving the  major  ducts,  the  liver  may  be  found  to 
be  increased  in  size,  very  firm,  leathery,  inelastic 
and  bile-stained.  In  acute  cholangeitis  the  liver  is 
angry  red  and  stippling  is  noted  in  its  capsule  upon 
manipulation.  In  extreme  cases  of  chronic  type 
with  biliary  cirrhosis  the  liver  is  smaller  than  nor- 
mal and  this  may  be  extreme.  Its  surface  is  fre- 
quently uneven,  sometimes  nodular,  and  of  marked 
hardness. 

The  injury  of  the  liver  which  takes  place  inci- 
dent to  the  changes  in  the  smaller  biliary  radicles 
may  be  permanent,  and  relief  of  infection  or  ob- 
struction in  the  common  bile  duct  may  fail  to  cure 
the  symptom  of  jaundice.  Over  a period  of  time 
regeneration  of  liver  may  take  place  to  a certain 
extent  and  with  this  a slow  improvement  may  be 
noted  in  the  degree  of  jaundice. 

No  reliable  laboratory  or  clinical  te.sts  have  been 
developed  to  determine  the  amount  of  interference 
with  liver  function. 


JAUNDICE  DUE  TO  INVOLVEMENT  OF  THE  PANCREAS 

Varying  degrees  of  pancreatic  swelling  are  com- 
monly found  in  patients  suffering  from  gallblad- 
der disease  and  especially  if  this  has  been  pro- 
tracted or  recurrent.  The  whole  viscus  may  be 
involved,  but  the  head  is  likely  to  be  more  mark- 
edly swollen  than  the  rest  of  the  organ.  In  some 
cases  the  head  will  be  large,  extremely  indurated, 
and  the  lobules  distinctly  outlineable  to  simulate 
nodules.  The  palpable  findings  may  strongly  sug- 
gest cancer.  A single,  hard,  well-outlined  lobule 
may  strongly  simulate  a stone  situated  in  the  am- 
pulla of  Vater.  Pancreatitis  of  the  character  de- 
scribed may  be  present  in  an  individual  without 
involvement  of  any  other  portion  of  the  biliary 
system  and  can  be  responsible  for  the  symptoms 
produced. 

Whether  or  not  jaundice  is  due  to  involvement  of 
the  pancreas  depends  upon  the  anatomic  relation- 
ships in  a given  individual.  The  head  of  the  pan- 
creas may  encircle  the  ampulla  of  Vater  so  that 
inflammation  of  it  will  produce  pressure  against 
the  duct  and  jaundice  ensue.  Not  infrequently, 
however,  the  pancreas  has  little  contact  with  the 
common  duct  except  at  the  level  of  the  junction 
between  the  common  duct  and  the  pancreatic  duct. 
In  such  a case,  ordinary  swelling  of  the  pancreatic 
head  will  not  be  responsible  for  the  development 
of  jaundice.  In  an  occasional  case  the  duct  of 
Wirsung  has  an  entirely  independent  course  and 
enters  the  duodenum  at  a variable  distance  from 
the  papilla  of  Vater.  In  such  an  individual  pan- 
creatitis could  not  produce  jaundice. 

Similarly,  in  cancer  of  the  pancreatic  head,  the 
anatomic  considerations  determine  the  incidence 
of  jaundice.  A large  neoplastic  mass  may  be  pres- 
ent and  the  patient  may  succumb  to  the  disease 
without  jaundice  ever  developing  as  a symptom. 
If  the  neoplasm  produces  obstruction  of' the  am- 
pulla of  Vater  by  invasion  or  direct  pressure,  there 
is  likely  to  be  present  a greatly  distended  gall- 
bladder and  common  duct  in  a manner  comparable 
to  obstruction  from  a primary  malignancy  of  the 
papilla  of  Vater. 

JAUNDICE  FOLLOWING  CHOLECY.STECTOM  V 

If  jaundice  develops  promptly  after  removal  of 
the  gallbladder,  operative  damage  to  the  major 
ducts  has  probably  taken  place.  This  may  be  divi- 
sion at  the  junction  of  the  hepatic  and  common 
ducts  with  ligation  of  the  former,  or  a ligature 
may  have  been  applied  tangentially  at  this  point  to 
produce  marked  narrowing  and  often  angulation 
as  well.  Jaundice  is  likely  to  develop  within  the 
first  three  days  and  become  deep  unless  the  liga- 
ture slips  and  a biliary  fistula  becomes  established. 

d here  are  many  causes  for  the  development  of 
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jaundice  as  a late  sequel  to  cholecystectomy.  A 
stone  may  have  been  overlooked  in  the  common 
duct.  On  the  other  hand,  in  some  cases  stones 
undoubtedly  form  in  the  common  duct  at  a vari- 
able period  of  time  after  operation.  The  major 
ducts  may  become  angulated  due  to  the  formation 
of  scar  tissue  around  them ; sometimes  the  stump 
of  the  cystic  duct  becomes  fixed  to  the  gallbladder 
bed  in  the  liver  and  as  the  scar  tissue  contracts 
angulation  of  the  common  and  hepatic  ducts  takes 
place.  In  other  cases  stricture  within  the  lumen 
of  the  duct  occurs  either  because  of  operative  in- 
jury to  the  wall  from  a ligature  or  clamp,  or  be- 
cause of  inflammation  of  the  duct  which  was  asso- 
ciated with  the  gallbladder  disease.  In  cases  of 
angulation  or  stricture  the  development  of  jaun- 
dice may  be  insidious  but  is  usually  associated  with 
attacks  of  pain  which  simulate  gall  stone  colic. 
Infection  productive  of  fever  and  chills  is  often 
an  accompaniment.  The  jaundice  w'hich  develops 
is  likely  to  be  rather  deep  and  often  does  not  sub- 
side completely  between  attacks. 

A so-called  “reformed  gallbladder”  may  develop 
and  be  responsible  for  jaundice.  A reformed  gall- 
bladder develops  from  a gradual  dilatation  of  an 
overly  long  cystic  duct  stump  until  a pouch  has 
formed  wdiich  may  be  responsible  for  the  symp- 
toms and  pathologic  changes  comparable  to  an 
anatomic  gallbladder.  It  may  contain  stones  and 
these  may  be  extruded  into  the  common  duct.  It 
may  be  fixed  to  the  gallbladder  bed  and  produce 
angulation  of  the  major  ducts.  It  is  a well  recog- 
nized sequel  to  cholecystectomy  and  its  develop- 
ment can  be  prevented  by  ligating  the  cystic  duct 
close  to  its  junction  with  the  common  duct  at  the 
time  of  cholecystectomy.  The  possibility  of  per- 
manent liver  damage  producing  varying  shades  of 
chronic  jaundice  has  already  been  mentioned,  due 
to  failure  of  an  accompanying  liver  involvement  to 
subside  following  removal  of  the  diseased  gall- 
bladder. 

PREOPERATIVE  MANAGEMENT 

Operations  upon  patients  who  are  jaundiced  are 
notoriously  hazardous  because  of  the  possibility  of 
interference  with  the  normal  clotting  time  of  the 
individual  and  because  of  his  increased  suscepti- 
bilitv  to  infection.  In  addition,  a prolonged  jaun- 
dice unquestionably  has  a damaging  effect  upon  all 
the  cellular  structures  of  the  body  in  a manner 
which  cannot  be  accurately  evaluated.  The  man- 
ner in  which  jaundice  acts  in  increasing  a patient’s 
tendency  to  bleed  is  not  understood.  Various  the- 
ories have  been  expressed  l)ut  proof  is  not  at  hand. 
Why  one  individual  who  is  jaundiced  will  have  a 
marked  tendency  to  bleed  and  another  individual 
with  the  exact  clinical  and  pathologic  picture  will 


lack  such  abnormal  tendency,  is  a fact  which  is 
well  known  but  for  which  there  is  no  reasonable 
explanation.  Laboratory  tests  aimed  at  determin- 
ing the  bleeding  time  of  a jaundiced  patient  are 
notoriously  unreliable.  Operations  upon  jaun- 
diced patients  should  be  postponed  if  possible  un- 
til the  jaundice  has  subsided.  At  any  rate,  post- 
jionement  should  take  place  until  the  patient  is  in 
the  best  possible  general  condition  for  operation. 

The  significant  preoperative  management  of  a 
jaundiced  individual  consists  of  the  giving  of  large 
amounts  of  glucose  and  fluids.  The  latter  should 
consist  in  part  of  normal  saline.  Glucose  may  be 
given  in  the  form  of  candy,  sweetened  fluid  juices, 
and  a high  caloric  diet.  If  the  patient  cannot  take 
adequate  amounts  by  mouth,  glucose  should  be 
given  in  solution  per  rectum  or  into  the  vein.  A 
period  of  several  days  is  time  well  spent  in  such 
management.  Experience  with  the  use  of  calcium 
in  these  cases  at  the  University  Hospital  has  been 
very  disappointing  and  it  has  been  discontinued. 
It  seemed  to  be  entirely  ineffectual  in  controlling 
the  tendency  of  an  individual  to  bleed.  On  the 
other  hand,  the  careful  preparation  of  the  patient 
as  outlined  above  has  practically  eliminated  the 
bleeding  tendency  in  patients  with  jaundice,  and 
where  the  tendency  still  persists,  it  has  been  rela- 
tively slight  and  controllable  by  other  means.  The 
latter  consists  of  the  injection  of  horse  serum  into 
the  deltoid  muscle  of  such  individuals  who,  during 
operation,  show  a tendency  to  bleed.  There  has 
been  no  single  case  in  which  this  did  not  effectively 
control  the  oozing  tendency  in  from  one  to  five 
minutes. 

The  effect  of  the  horse  serum  may  last  only 
from  twenty-four  to  forty-eight  hours  and  follow- 
ing that  period  oozing  may  develop  again.  It  is 
advisable,  therefore,  in  patients  in  whom  oozing 
has  been  a manifested  phenomenon  during  opera- 
tion and  controlled  by  the  introduction  of  horse 
serum,  to  give  a transfusion  of  blood  the  day  fol- 
lowing operation.  This  will  be  permanently  ef- 
fective in  most  cases.  In  addition,  the  generous 
use  of  glucose  is  indicated  during  the  critical  post- 
operative days. 

SUMMARY 

1.  Uncomplicated  disease  of  the  gallbladder, 
whether  from  inflammation,  calculi  or  neoplasm, 
is  not  productive  of  jaundice  as  a symptom. 

2.  Jaundice  may  be  a significant  symptom  in 
involvement  of  any  other  portion  of  the  biliary 
svstem.  occurring  as  a complication  of  gallbladder 
disease  or  developing  as  an  independent  condition. 

3.  Calculi  may  be  present  in  the  common  duct 
indefinitely  and  jaundice  never  be  manifested  as 
a symptom. 
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4.  A calculus  within  the  common  duct  may 
produce  obstruction  and  jaundice,  and  without 
producing  pain  or  the  general  reaction  of  infec- 
tion. 

5.  Calculi  within  the  common  duct  may  cause 
attacks  of  colic,  often  with  chills  and  fever,  and 
not  produce  jaundice. 

6.  Before  removing  a gallbladder,  the  whole 
biliary  system  should  be  carefully  examined  at 
operation  to  rule  out,  especially,  the  presence  of 
a common  duct  stone. 

7.  Permanent  liver  damage  may  take  place 
from  obstruction  or  inflammation  of  the  biliary 
ducts  and  lead  to  chronic  jaundice. 

8.  A jaundiced  patient  is  a poor  surgical  risk 
because  of  a possible  abnormal  tendency  to  bleed 
and  decreased  resistance  to  infection. 

9.  When  operation  must  be  performed  upon  a 
jaundiced  patient,  preoperative  preparation  aimed 
at  building  up  an  ample  carbohydrate  and  fluid  re- 
serve is  indicated.  Such  preparation  tends  to  com- 
bat successfully  an  abnormal  blood  coagulation 
function  of  the  jaundiced  individual. 

10.  Horse  serum  injected  hypodermically  into 
muscle  has  a marked  tendency  to  control  abnormal 
bleeding  manifested  by  a jaundiced  patient  during 
operation.  This  should  be  followed  by  a blood 
transfusion  within  twenty-four  hours. 


FUNCTIONAL  DISORDERS  OF  THE 
GASTRO-INTESTINAL  TRACT* 

William  A.  Rendleman,  M.D.,  Davenport 

By  functional  disorders  we  mean  symptoms 
which  cannot  be  shown  to  result  from  pathologic 
changes.  They  are  characterized  by  exacerbations 
and  remissions,  depending  upon  the  emotional 
stresses  to  which  the  patient  is  subjected.  The 
list  at  present  is  large.  Whether,  as  time  goes  on 
and  our  diagnostic  facilities  increase,  we  shall  be 
better  able  to  classify  and  place  in  their  proper 
category  the  large  number  of  functional  syn- 
dromes, remains  to  be  seen.  Chemical  physiolog\’ 
and  pathology  are  so  little  understood  that  it  re- 
quires courage  to  say  that  many  symptoms  now 
classed  as  functional  may  not  have  an  organic 
background. 

It  is  not  the  purpose  here  to  include  alimentary 
symptoms  secondary  to  pathology  of  distant 
organs,  such  as  goiter,  tabes,  appendicitis,  etc. ; 
nor  are  we  concerned  about  those  primary  dyspep- 
sias, the  result  of  dietetic  errors  and  bad  habits 
of  smoking  and  drinking.  We  are  mo.st  interested 
in  those  vague  and  indefinite  symptoms  which  are 
manifestations  of  what  has  been  well  called  by 

•Presenterl  before  the  EiKhty-fourth  Annual  Session.  Iowa  State 
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Alvarez  “an  inadequate  constitution.”  Poor 
material  was  used  in  the  construction  of  the  nerv- 
ous systems  of  these  individuals.  Gastro-intes- 
tinal  symptoms  cannot  be  considered  apart  from 
neurosis  of  other  parts  of  the  body,  since  the  same 
inadequacy  applies  to  the  entire  system.  At  one 
time  the  chief  complaint  may  be  gastric,  at  another 
time,  the  heart,  or  the  kidney.  Proper  evaluation 
of  one  requires  consideration  of  the  others. 

The  alimentary  tract,  as  well  as  the  other  vis- 
cera, is  under  the  control  of  the  vegetative  nervous 
system  through  two  sets  of  nerves,  the  vagus  and 
the  sympathetic.  The  proper  balance  of  the  an- 
tagonistic actions  of  these  two  systems  determines 
the  normal  function  of  this  important  tract.  Hor- 
mones from  the  endocrine  glands  regulate  their 
activity.  Overstimulation  of  the  vagus  nerve 
causes  hypertonus  or  vagotonia;  overstimulation 
of  the  sympathetic  nerve  causes  hypotonus  or 
sympathicotonia.  Either  one  results  in  an  unbal- 
anced vegetative  system. 

Vagotonia  gives  rise  to  hypersthenic  symptoms, 
spasm  and  secretion  of  mucus  from  mouth  to 
anus.  Pharyngospasm,  laryngospasm,  esophago- 
spasm,  cardiospasm,  pylorospasm,  peristaltic  un- 
rest, reverse  peristalsis,  spasm  of  the  anal  sphinc- 
ter, hypersecretion  of  mucus  and  hydrochloric 
acid,  and  hypersensitiveness  of  the  gastric  and 
intestinal  mucosa,  are  all  manifestations  of  an  ac- 
tivated vagus.  These  give  rise  to  spastic  constipa- 
tion with  the  chopped  off,  dry  or  penciled  stool, 
sour  eructations,  heartburn,  fullness  in  the  epi- 
gastrium, gas  in  the  bowel,  peristaltic  unrest,  dys- 
phagia, lump  in  the  throat,  vomiting  of  mucus, 
periodic  cramps  with  mucus  in  the  stool,  vomiting 
immediately  after  eating,  and  other  symptoms  not 
characteristic  of  any  organic  disease.  Sympa- 
thicotonia is  characterized  by  hypotonus,  or  slug- 
gish secretorv'  and  motor  activity.  Anacidity, 
atonic  constipation,  incontinence  of  the  pylorus, 
unstable  nervous  system,  neuroses,  and  psychoses 
are  common.  One  seldom  sees  a pure  picture  of 
vagus  or  sympathetic  unhalance.  Usually  some 
.symptoms  of  both  are  present. 

Neuroses  and  psychic  instability  are  likely  to 
begin  when  responsibility  is  assumed.  The  advent 
of  children  in  early  married  life,  hard  economic 
conditions,  disharmonies  of  family  life,  disap- 
pointments in  love,  maladjustments  to  his  or  her 
surroundings,  thwarted  ambition,  suppressed  de- 
sires, and  psychic  shock  are  factors  which  may 
initiate  upsets  in  the  person  with  an  unbalanced 
heredity.  Of  most  importance  is  the  confused 
economic  situation  of  today.  In  the  suhconscious 
mind  of  one  who  is  already  by  heredity  unfit,  the 
problem  of  meeting  obligations  and  earning  a bare 
existence  assumes  too  important  a place.  Nervous 
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disorders  in  the  family  history  are  frequently  en- 
countered and  it  is  not  uncommon  to  find  among 
relatives  insanity,  periodic  drinkers,  epileptics, 
cranks,  faddists,  reformers,  criminals,  and  eccen- 
trics. This  history  should  be  obtained  from 
friends  as  well  as  from  the  patient. 

It  is  known  that  emotions  greatly  influence  the 
functions  of  the  alimentary  tract.  Digestion,  ap- 
petite, and  defecation  may  depend  on  the  nature 
of  the  emotions.  Disgust,  anger,  or  fatigue  may 
stop  peristalsis  or  reverse  it,  causing  constipation, 
vomiting,  or  retention  of  food  in  the  stomach. 
Cramps  and  diarrhea  are  known  to  follow  fright, 
fear,  or  anxiety.  Indigestion  and  diarrhea  may 
follow  eating  when  there  is  mental  or  physical 
fatigue.  Peace  of  mind,  physical  rest,  and  meals 
eaten  with  pleasant  surroundings  are  conducive  to 
good  digestion  and  good  bowel  elimination.  Cer- 
tain foods  may  act  as  direct  irritants  to  a hyper- 
sensitive mucosa.  Other  foods  produce  a true 
allergic  reaction  as  indicated  by  the  sudden  onset 
of  symptoms  immediately  after  eating,  violent 
cramps,  and  the  presence  or  history  of  hives, 
asthma,  eczema,  and  hay  fever.  The  most  com- 
mon food  oflfenders  are  shellfish,  strawberries, 
apples,  condiments,  onions,  honey,  cabbage,  and 
melons.  Probably  the  most  common  cause  of  dis- 
turbance in  the  bowel  is  some  form  of  physic. 
Do  not  forget  the  phobias  of  cancer  and  ulcer. 
Serious  abdominal  disease  in  friends  often  forms 
the  basis  for  complaints  in  this  region.  The  his- 
tory is  often  the  cue  to  a diagnosis.  In  fact,  a 
thorough  history  of  the  patient,  past  and  present, 
his  symptoms,  habits,  environment,  and  ancestry 
contributes  more  to  ,an  understanding  of  his 
(usually  her)  case  than  all  the  examinations  and 
x-rays  combined. 

The  symptoms  of  functional  disorders  of  the 
gastro-intestinal  tract  are  characterized  by  their 
indefiniteness,  variability  and  change  from  time  to 
time.  These  patients  lack  confidence  in  them- 
selves and  are  emotionally  unstable.  They  are  out 
of  tune  with  their  surroundings,  unwilling  to  ac- 
cept the  hardships  of  life,  are  distrustful  and  feel 
the  lack  of  sympathy  shown  them.  They  have  ex- 
aggerated reflexes,  increased  sensibility  to  pain, 
moist  palms,  palpitation,  dizziness,  and  a feeling 
of  depression  and  inferiority.  Fatigue  with  little 
or  no  exertion  is  characteristic.  The  abdominal 
complaints  are  belching,  feeling  of  fullness  in  the 
epigastrium  after  meals,  distention,  flatulence, 
sour  eructations,  dysphagia,  nausea,  and  dis- 
ordered appetite.  Vomiting,  when  present,  comes 
immediately  after  a meal.  A patient  may  com- 
plain of  vomiting  after  every  meal  without  losing 
weight.  Periodic  spells  of  colic  and  diarrhea  with 
mucus  in  the  stools  may  persist  throughout  life. 


The  close  association  of  one  or  more  of  these 
symptoms  with  nervous  shock  or  excitement  will 
often  spot  the  condition  as  functional.  I remem- 
ber a lady  who  took  codeine  to  prevent  diarrhea 
every  time  she  went  to  a card  party. 

Of  all  abdominal  disorders  a neurosis  of  the 
alimentary  tract  is  one  of  the  most  difficult  to 
diagnose.  Superficially,  these  cases  appear  easy, 
and  only  a few  minutes  of  history  taking  will  con- 
vince the  experienced  clinician  of  their  functional 
nature.  It  must  be  remembered,  however,  that 
neurotic  patients  may  have  organic  diseases 
camouflaged  by  the  neurosis.  The  gastro-intes- 
tinal tract  is  peculiarly  susceptible  to  reflex  and 
toxic  disturbances  from  other  organs;  conse- 
quently among  the  many  conditions  to  be  elimi- 
nated are  pregnancy,  goiter,  tuberculosis,  gall- 
stones, appendicitis,  pelvic  infection  or  tumor, 
heart  disease,  and  many  others.  Beginning  de- 
compensation of  the  heart  and  angina  are  frequent 
causes  of  flatulent  dyspepsia. 

The  diagnosis  must  depend  on  a painstaking 
history  of  the  symptoms,  past  and  present,  the 
patient’s  habits,  mode  of  living,  business,  vices, 
and  pleasures,  as  obtained  from  him  and  his 
friends.  His  ancestry  must  be  investigated  for 
insanity,  epilepsy,  and  other  evidence  of  inherited 
weakness.  A thorough  examination  is  necessary 
to  convince  the  examiner  and  especially  the  patient 
that  there  is  nothing  serious.  Once  this  is  done,  a 
diagnosis  may  be  presented  to  the  patient,  one 
that  will  gain  his  confidence,  the  first  requirement 
to  insure  results  in  treatment.  The  diagnosis  of 
cancer  or  ulcer  is  direct  and  positive  and  treat- 
ment definite.  The  patient  is  satisfied  and  resigns 
himself  to  his  treatment,  expecting  relief.  The 
diagnosis  of  a neurosis  is  indirect  and  negative. 
After  subjecting  tire  patient  to  a long,  trying,  and 
expensive  examination,  a diagnosis  is  made  which 
often  leaves  him  resentful  and  unconvinced.  His 
problem  is  not  solved  : it  is  turned  back  on  him  for 
his  own  solution  and  cure.  He  is  told  that  his 
relief  lies  within  himself  and  cannot  be  handed  to 
him  by  someone  else.  He  must  make  his  own 
decisions  not  to  worry  about  financial  losses,  love 
afifairs,  or  other  personal  problems  which  to  him 
are  serious.  The  fact  that  he  is  in  his  present 
predicament  is  proof  of  his  inability  to  control 
his  cure. 

The  treatment  of  these  cases  presents  difficulties 
not  encountered  in  organic  diseases.  In  the  latter 
the  disease  is  the  primary  consideration  and  the 
patient  secondary,  while  in  the  functional  case  the 
patient  is  the  most  important  consideration.  The 
first  essential  is  confidence  in  the  physician,  gained 
mostly  by  the  thoroughness  of  his  examination  and 
his  understanding  of  the  case.  Successful  man- 
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agement  requires  all  the  patience,  tact,  and  sym- 
pathy which  the  physician  can  exhibit.  The  diag- 
nosis of  a functional  condition  may  so  relieve  the 
victim  of  cancer  phobia  as  to  produce  an  imme- 
diate cure.  On  the  other  hand,  it  may  require  a 
great  amount  of  tact  to  convince  him  and  make 
him  understand  how  he  can  suffer  so  much  when 
nothing  is  wrong.  Unless  this  information  is  pre- 
sented in  the  right  way,  he  will  be  resentful  and 
seek  other  practitioners  more  sympathetic, 
although  less  truthful. 

Oliver  Wendell  Holmes  once  said  that  treat- 
ment must  begin  with  the  ancestors.  As  in  other 
inherited  tendencies  not  much  permanent  relief  is 
to  be  expected.  It  is  a handicap  which  the  patient 
must  learn  to  endure.  Fortunately,  as  the  years 
go  by,  improvement  occurs  often  in  spite  of  many 
surgical  encounters  and  other  ill-advised  treat- 
ment. The  patient  should  be  made  to  understand 
that  the  condition  is  persistent  but  not  serious,  and 
that  it  can  be  controlled. 

Since  mental  and  physical  fatigue  are  among 
the  most  constant  symptoms,  rest  is  an  important 
therapeutic  agent.  In  severe  cases,  rest  in  a hos- 
pital, a sanitarium,  or  the  house  of  a friend  away 
from  the  numerous  irritations  of  home,  family 
rows,  noise  of  children,  telephone  calls,  and  bore- 
some  visitors  may  be  necessary.  Milder  symp- 
toms may  be  controlled  by  shortening  the  work 
hours  (now  so  common  among  the  overall  class) 
and  increasing  the  hours  of  recreation.  Regular 
hours  on  the  golf  course  or  in  the  garden  give  re- 
laxation. A rest  period  of  half  an  hour  after 
lunch  and  before  or  after  dinner  is  worthwhile. 
Withdrawal  from  church,  civic,  and  other  public 
duties  may  be  necessary. 

The  diet  should  be  balanced  in  regard  to  vita- 
min and  mineral  content.  In  subjects  of  vago- 
tonia it  is  advisable  to  put  the  patient  on  a smooth 
1 diet  containing  very  little  cellulose.  Cellulose  is 
i not  digestible  and  causes  flatulence  and  discom- 
fort. Disturbances  of  the  bowel  are  often  com- 
: pletely  relieved  by  the  withdrawal  of  bran,  raw 

! vegetables,  fruits  and  physics.  The  constipation 
''  and  excessive  peristalsis  are  relieved  because  of 
the  relaxation  of  the  spastic  bowel  wall.  Many 
I patients  find  that  there  are  certain  foods  which 
i cause  cramps  and  colic,  and  these,  of  course. 
I'  should  be  eliminated  from  the  diet.  If  there  are 
' I indications  of  allergy,  it  may  be  necessary  to  use 
an  elimination  diet  to  find  the  offender.  Skin 
1 tests  have  usually  proved  di.sappointing  to  me  in 
ij  this  determination. 

.Sedative  drugs  .should  be  generouslv  used  to 
.secure  rest  and  relaxation  for  the  whole  nervous 
i system.  Atropine  or  belladonna  is  useful  in 
counteracting  the  vagus  stimulation.  Those  in- 

I 


dividuals  who  are  subject  to  cramps  and  diarrhea 
while  under  a nervous  strain  may  relieve  them- 
selves of  this  fear  by  taking  paregoric  before  an 
expected  situation  develops. 

Physiotherapy  and  outdoor  exercises  are  of 
especial  benefit  to  the  mentally  tired  subject  whose 
work  confines  him  within  doors.  Outdoor  sports 
give  him  a mental  change  and  relaxation  which 
nothing  else  will  accomplish. 

In  this  rambling  paper  I would  emphasize  that 
before  making  a diagnosis  of  a neurosis,  all  pos- 
sible organic  diseases  must  be  eliminated.  If  no 
other  benefit  is  derived  from  our  careful  examina- 
tion, the  patient  is  saved  from  useless  and  harm- 
ful operations.  In  college  and  clinic  the  student 
sees  only  organic  disease.  When  he  enters  the 
practice  of  medicine  he  is  likely  to  attribute  too 
much  importance  to  trivial  findings  as  a cause  of 
the  neurosis.  Teeth,  gallbladders,  and  often  more 
important  organs,  are  sacrificed  with  the  result 
that  the  condition  of  the  patient  is  worse  instead 
of  better.  The  brilliant  success  of  the  surgeon  in 
acute  abdominal  emergencies  does  not  warrant 
overconfidence  in  the  surgical  treatment  of  chronic 
abdominal  symptoms. 


DIYERTICULOSIS  OF  THE  COLON* 

Arthur  W.  Erskine,  M.D.,  Cedar  Rapids 

Diverticula  of  the  colon  are  not  infrequently 
accidentally  discovered  during  the  routine  x-ray 
gastro-intestinal  examination  with  barium  by 
mouth.  Less  frequently,  they  are  observed  dur- 
ing or  following  a barium  enema.  They  appear 
as  button-like  projections  from  the  intestinal  wall 
and  also  as  sharply  circumscrilied  shadows  still 
visible  several  days  after  the  expulsion  of  the 
contrast  meal  or  opaque  enema.  They  are  usually 
multiple  and  affect  males  two  or  three  times  as 
often  as  females.  Ninety  per  cent  of  all  diverti- 
cula of  the  large  intestine  are  found  in  the  de- 
scending colon  and  sigmoid.  Diverticulosis  of 
the  colon  has  little  clinical  significance,  although 
many  of  the  patients  are  constipated  and  some  of 
them  complain  of  spasmodic  pains  in  the  region  of 
the  diverticula. 

Many  diverticula  are  known  to  be  congenital. 
There  are  also  theories,  repeated  so  often  in  the 
literature  that  they  are  apparently  accepted  as 
facts,  that  they  may  be  acquired.  According  to 
one  theory  it  is  supjiosed  that  weak  spots  in  the 
wall  of  the  colon  are  pushed  out  as  pockets  or 
[)ouches  of  various  size  and  shape  bv  gas  under 
bigh  iircssure,  much  in  the  same  way  as  the  inner 
tube  of  an  automobile  tire  is  blown  out  as  a bubble 
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through  a hole  in  the  casing.  To  me  this  theory 
appears  utterly  fantastic  for  two  reasons.  First, 
the  walls  of  the  colon  are  very  tough,  and  it  seems 
inconceivable  that  great  enough  pressure  could  be 
generated  to  produce  a blow-out,  especially  when 
we  remember  that  the  colon  is  a tube,  more  or  less 
open  at  both  ends,  and  provided  by  nature  with 
a vent  at  one  end  to  take  care  of  just  such  emer- 
gencies. Second,  if  a weak  spot  in  the  wall  were 
expanded  into  a pocket,  its  wall  would  become  still 
thinner  and  weaker.  The  gas  pressure  not  being 
diminished,  it  seems  likely  that  the  bubble  would 
continue  to  expand  until  it  reached  the  bursting 
point,  in  the  .same  way  as  the  inner  tube  blows 
out.  Perforation,  however,  does  not  occur  in  this 
way.  Therefore,  I venture  to  prophesy  that  even- 
tually diverticulosis  of  the  colon  will  be  consid- 
ered a congenital  anomaly,  of  not  much  greater 
importance,  clinically,  than  the  obesity  and  consti- 
]iation  so  commonly  incidental  to  middle  age. 

On  the  other  hand,  diverticulitis,  inflammation 
of  a diverticulum,  presents  a fairly  definite  clini- 
cal picture.  It  is  not  as  common  as  one  would 
ex])ect,  diverticulitis  occurring  in  only  about  sev- 
enteen per  cent  of  the  cases  of  diverticulosis.  It 
is  certainly  not  as  common  as  appendicitis,  a some- 
what analogous  disease.  Incidentally,  the  signs 
and  symptoms  of  diverticulitis  are  those  of  left- 
sided appendicitis ; localized  pain,  tenderness,  rig- 
idity, fever,  vomiting  and  leukocytosis.  Spasm 
of  the  colon  in  the  region  of  the  inflamed  diverti- 
cula is  usually  obseiwed  on  x-ray  examination. 

The  constipation  of  overweight  middle-aged 
people  who  lead  sedentary  lives,  the  diets  contain- 
ing large  amounts  of  roughage  so  popular  among 
them,  and  the  periodic  use  of  cathartics,  probably 


promote  retention  of  fecal  material  within  the 
diverticula  and  their  invasion  by  bacteria.  The 
patients  are  often  comfortable  on  a bland  diet  and 
mild  laxatives  such  as  agar,  belladonna,  and  min- 
eral oil.  When  diverticulitis  progresses  to  abscess 
formation,  perforation  or  obstruction  of  the  bowel, 
as  it  does  in  rare  instances,  prompt  surgical  inter- 
ference is  necessary. 

It  is  said  that  the  ratio  of  diverticulitis  to  ma- 
lignancy of  the  colon  is  one  to  three.  It  is  impor- 
tant that  they  be  differentiated.  Absence  of  blood 
in  the  stools  and  no  history  of  loss  of  weight  both 
point  to  diverticulitis.  Osier,  with  almost  a genius 
for  miosis,  says  that  x-ray  study  is  of  value.  How- 
ever, it  is  not  always  easy,  nor  is  it  necessary,  to 
make  a fine  distinction  between  advanced  diverti- 
culitis, with  the  formation  of  a tumor-like  mass  or 
obstruction,  and  cancer.  The  duty  of  the  roent- 
genologist to  the  patient  is  fulfilled  when  he  is 
able  to  report  the  presence  and  location  of  such  an 
obviously  surgical  lesion,  regardless  of  its  cause. 


326  Higley  Building. 
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Fig.  1.  Diverticula  of  descending  colon 
and  cecum  shown  by  opaque  enema. 


Fig.  2.  Multiple  diverticula  of  trans- 
verse and  descending  colon  shown  by  re- 
mains of  contrast  meal  taken  forty-eight 
hours  previously. 


Fig.  3.  Multiple  diverticula  shown  by 
contrast  meal.  This  patient  has  diverti- 
culitis. 
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A RARE  ABDOMINAL  CONDITION* 
William  A.  Bockoven,  M.D.,  Cresco 

The  case  I am  reporting  is  an  intussusception 
with  a slough  of  47  centimeters  of  ileum  including 
a Meckel’s  diverticulum  per  rectum  with  spon- 
taneous recovery.  There  was  a complicating 
pyuria  which  has  subsequently  cleared. 

In  reviewing  the  literature,  there  is  no  uniform- 
ity of  opinion  as  to  the  cause  of  intussusception, 
although  a long  ileocecal  mesentery  and  mobile 
cecum  and  ascending  colon  seem  to  predispose, 
and  an  overactive  jieristalsis  with  a constriction 
or  abnormality  along  the  bowel  is  usually  reported. 
These  may  be  due  to  an  accident,  injudicious  eat- 
ing, purgatives,  worms,  or  occasionally  a polypus 
or  Meckel’s  diverticulum.  The  condition  is  more 
common  in  males  than  females  and  occurs  at  any 
age,  but  is  essentially  a disease  of  infancy  and 
early  childhood,  about  70  per  cent  of  the  cases 
occurring  during  the  first  year  of  life. 

The  symptoms  of  intussusception  are  those  of 
an  acute  intestinal  obstruction ; severe,  somew'hat 
intermittent,  abdominal  pain.  Shock  soon  de- 
velops with  pallor,  cold  sweat,  rapid  pulse,  dilated 
pupils,  and  obstinate  confinement  of  the  bowels. 
There  may  be  one  bow'el  movement,  and  often 
passage  of  mucus  and  then  blond,  with  finally 
complete  stoppage  even  of  gas.  Vomiting  is  re- 
flex in  character.  There  is  usually  a tumor  mass 
described  as  sausage-shaped,  and  the  temperature 
which  was  normal  at  first  may  reach  104  degrees 
within  twenty-four  hours.  In  adults  many  of 
^ these  symptoms  are  absent  but  definite  obstructive 
I symptoms  are  present. 

Treves^  explains  the  pathologic  process  of  spon- 
j taneous  recovery  in  two  ways.  Adhesions  form 
4'etween  the  peritoneal  surfaces  of  the  entering 
'i  portion  and  the  ensheathing  portions  of  the  in- 
testine. If  a separation  takes  place  first  at  the 
lend  of  the  middle  layer  the  intussusception  will 
I straighten  out  at  the  apex.  Later  as  separation 
hakes  place  in  the  middle  layer  near  the  entering 
portion  of  the  intestine,  the  section  will  be  jiassed 
with  its  peritoneal  layer  outermost.  If  the  sepa- 
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ration  takes  place  at  the  two  ends  of  the  middle 
layer  in  the  reverse  order,  the  section  will  be 
passed  with  the  mucus  surface  outermost.  The 
former  is  the  common  one,  and  the  latter  with  the 
intestine  turned  inside  out  is  relatively  rare.  The 
intestine  in  all  cases  is  gangrenous  and  macerated. 

The  present  day  treatment  of  choice  is  opera- 
tive, and  the  earlier  the  operation,  the  lower  the 
mortality  rate.  The  treatment  reported  in  the 
early  literature  is  interesting.  Dr.  John  Pearson 
of  London^  in  1796  treated  an  adult  male  with 
intussusception  by  bleeding,  leeches,  and  the  in- 
take of  a solution  of  vitriolated  magnesia.  The 
patient  passed  a large  slough  per  rectum  and  made 
an  uneventful  recovery.  By  1862^  the  treatment 
had  changed  to  large  doses  of  opium  with  some 
blue  mass.  This  patient  of  Dr.  Hearne’s  also  dis- 
charged a large  loop  of  bowel  spontaneously  and 
made  an  uneventful  recovery.  In  1908  Fitzwil- 
liams^  reported  one  thousand  cases  of  intussus- 
ception, and  in  1921  Perrin  and  Lindsay®  reported 
four  hundred  cases  without  a single  case  of  slough 
with  spontaneous  recovery.  All  were  diagnosed 
early  enough  to  make  operative  procedure  the 
treatment  of  choice.  Thompson®  and  Mayo"  each 
reported  a case  of  spontaneous  expulsion  of  in- 
tussuscepted  bowel  with  complete  recovery.  In 
both  of  these  cases  diagnosis  was  not  made  until 
too  late  for  operative  intervention. 

CASE  REPORT 

E.  A.,  a Scandinavian  boy,  seventeen  years  of 
age,  was  seen  by  me  at  his  country  home  about 
noon  January  6,  1934.  The  only  item  of  interest 
in  the  past  history  was  an  attack  of  abdominal  pain 
when  the  patient  was  three  years  of  age.  The 
spell  cleared  in  a few  days  and  was  diagnosed  as 
a probable  appendicitis. 

During  the  examination  the  boy  was  rolling 
around  the  bed  moaning  with  pain  which  he  local- 
ized to  the  upper  abdomen  and  the  small  of  the 
back  on  the  left  side.  His  bowels  had  moved  that 
morning  just  before  the  onset  of  pain.  There  was 
no  localized  tenderness  or  rigidity ; some  nausea 
but  no  vomiting;  the  abdomen  was  not  distended. 
His  temperature  was  98.8  degrees,  pulse  1 10.  The 
urine  was  milky  and  when  examined  in  the  lab- 
oratory a short  time  later,  was  found  to  have  a 
specific  gravity  of  1.026,  to  be  acid  in  reaction, 
negative  for  sugar,  jiositive  for  albumin,  and 
micro.scojiically  loaded  with  pus  cells  on  the  un- 
centrifuged specimen.  I gave  him  morphine  sul- 
phate J4  grain,  and  atrojiine  1/120  grain,  hypo- 
dermically, and  he  was  soon  relaxed  and  asleep. 
I was  to  return  in  the  evening,  but  was  called  by 
phone  and  informed  he  was  much  better,  and 
that  they  would  call  if  they  needed  me.  Two  days 
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later,  I was  called,  and  examination  showed  the 
abdomen  markedly  distended,  but  there  was  no 
severe  pain.  The  bowels  had  not  moved.  The 
temperature  was  100  degrees,  and  the  urine  was 
still  loaded  with  pus.  An  enema  was  ineffective, 
no  gas  or  fecal  material  being  obtained.  He 
vomited  once  that  day.  There  was  no  palpable 
mass. 

On  January  10,  four  days  after  onset,  another 
enema  produced  considerable  gas  and  some  fecal 
material,  and  the  patient  was  relieved.  I started 
one  of  the  plain  mineral  oil  emulsions  by  mouth  in 
small  doses,  and  allowed  a liquid  diet  only.  On 
January  12  there  was  a recurrence  of  the  left- 
sided abdominal  pain  radiating  to  the  back.  An 
opiate  w'as  required  to  control  the  pain.  A few 
hours  later,  he  had  a large  bowel  movement, 
naturally  with  a great  amount  of  gas.  On  Jan- 
uary 14,  just  eight  days  after  the  onset  of  symp- 
toms, the  patient  passed  per  rectum  the  specimen 
which  I sent  to  the  late  Dr.  Clarence  Baldridge 
who  referred  it  to  the  department  of  pathology 
which  made  the  following  report: 

“The  specimen  consists  of  a segment  of  howel 
which  is  intussuscepted.  The  leading  end  is  closed 
off  as  a blind  pouch.  When  the  invaginated  bowel 
is  pulled  out  restoring  the  normal  relationship  of 
bowel  wall  to  mesentery,  the  specimen  is  seen  to 
consist  of  47  centimeters  of  small  intestine  to- 
gether with  about  seven  centimeters  of  its  mesen- 
tery attached.  The  mesentery  is  in  fan-shape,  hold- 
ing the  bowel  in  the  form  of  a loop  as  seen  in  the 
small  intestine.  This  segment  of  bowel  is  oj>en  at 
each  end,  and  gangrenous  throughout.  About  three 
centimeters  below  the  upper  end,  a diverticulum 
ten  centimeters  in  length  opens  off  the  bowel 
lumen  in  a position  opposite  the  mesenteric  at- 
tachment. This  diverticulum  has  a serosa  and 
mu.scularis  continuous  with  the  coats  of  the  bowel 
w'all.  The  diverticulum  does  not  have  a mesen- 
tery. 'I'his  diverticulum  was  invaginated  with  the 
mucosal  surface  externally  and  was  the  leading 
portion  of  the  intussusception.  No  sections  are 
made  for  histologic  examination  because  of  the 
extensive  autolytic  changes.  Diagnosis : Meckel’s 
diverticulum  and  intussuscepted  ileum.” 

The  subsequent  history  is  one  of  gradual  re- 
covery with  no  unusual  symptoms.  He  remained 
in  bed  for  another  week ; the  urinary  symptoms 
and  findings  cleared  up  entirely  by  February  15, 
1934,  and  he  has  been  working  as  hired  man  on  a 
farm  since  then  without  loss  of  time.  He  has 
to  he  careful  with  condiments  and  fats  in  his  diet, 
since  they  seem  to  cause  him  some  distress,  but 
he  has  lost  no  time  from  w'ork  because  of  illness 
for  over  a year. 


COMMENT 

The  striking  features  of  this  case  are  that  ob- 
struction was  not  complete  for  more  than  four 
days,  probably  not  more  than  three;  that  a large 
amount  of  pus  in  the  urine  obscured  the  diag- 
nosis ; that  there  was  no  passage  of  blood  and  no 
palpable  tumor  mass  at  any  time ; and  that  the 
patient  made  a complete  recovery. 
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AN  ANALYSIS  OF  TWENTY-THREE 
CASES  OF  PLACENTA  PRAEVIA 
H.\rold  G.  Nix,  IM.D.,  Iowa  City 
From  the  Department  of  Obstetrics  and 
Gynecology 

Placenta  praevia  is  a condition  of  grave  im- 
portance to  physicians  in  general  practice  as  well 
as  to  those  who  confine  their  practice  to  obstetrics 
alone.  Its  incidence  is  variously  reported  from 
one  in  two  hundred  to  one  in  one  thousand  ob- 
stetric patients ; hence,  every  physician  with  an 
obstetric  practice  will  encounter  this  complication. 
There  is  considerable  difference  of  opinion  as  to 
the  best  method  of  handling  patients  with  placenta 
praevia,  and  since  this  clinic  has  adhered  strictly 
to  the  conservative  method,  it  was  felt  that  an 
analvsis  of  our  results  would  be  of  interest.  H 

The  following  study  analyzes  twenty-three  cases  I 
of  placenta  praevia  which  occurred  from  July  1,  i 
1926,  to  June  30,  1935,  at  the  University  Hospi-  i 
tals.  The  total  number  of  deliveries  during  that  | 
period  was  4,996,  .giving  a placenta  praevia  inci- 
dence of  one  in  217  cases,  or  0.05  per  cent.  There  i 
were  twenty  partial  placenta  praevias  and  three 
of  the  central  type.  These  cases  are  summarized 
in  Table  I.  J 

Two  of  the  twenty-three  mothers  died,  giving 
a maternal  mortality  rate  of  8.7  per  cent.  One  p 
patient  died  of  septicemia  thirty-six  days  after  de-  | 
livery.  The  fact  that  the  vagina  had  been  packed  f 
before  the  patient  was  admitted  to  the  hospital  li 
may  or  may  not  have  had  some  bearing  on  the  i 
puerperal  sepsis.  The  other  died  suddenly  during 
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delivery.  Postmortem  examination  revealed  evi- 
dence of  a blood  stream  infection,  the  origin  of 
which  was  undetermined. 


table  I 


Patients 

Method  of  Treatment 

Number 

Deaths,  num  ber 

Maternal 

Fetal 

Spontaneous  delivery 

2 

0 

0 

Spontaneous  delivery,  Rupture  of 

1 

membranes 

3 

1 

Bag,  followed  by: 

0 

Low  forceps 

2 

0 

\'ersion 

9 

0 

6 

Spontaneous  delivery 

2 

0 

1 

Breech  extraction 

1 

1 

1 

Braxton  Hicks  version 

2 

0 

2 

Version,  breech  extraction 

1 

0 

0 

Cesarean  section,  with  hysterectomy. 

1 

0 

0 

TOTALS 

23 

2 

11 

The  first  patient,  No.  K14494,  eighteen  years  of 
age,  a primigravida,  eight  months’  pregnant,  was 
admitted  to  the  ward  with  a history  of  vaginal 
1 bleeding  for  the  preceding  four  days.  The  vagina 
had  been  packed  by  the  local  physician  to  control 
hemorrhage.  Artificial  rupture  of  the  membranes 
was  followed  by  spontaneous  septicemia  thirty-six 
days  after  delivery.  The  second  patient.  No. 
F4152,  thirty-five  years  of  age,  an  octigravida, 
seven  and  one-half  months’  pregnant,  was  ad- 
I : mitted  to  the  ward  with  a history  of  vaginal  spot- 

ting of  three  weeks’  duration.  Delivery  was  com- 
pleted after  insertion  of  a Voorhees’  bag  followed 
by  breech  extraction  of  a premature  infant.  The 
I patient  died  suddenly  on  the  delivery  table  five 
[ minutes  after  delivery.  Postmortem  examination 
j revealed  positive  cultures  for  hemolytic  strepto- 
coccus in  both  the  maternal  and  fetal  hearts’  blood 
I with  additional  evidence  of  septicemia  in  the  ma- 
ternal liver  and  spleen. 

j The  uncorrected  fetal  mortality  rate  was  47  per 
4 cent,  but  of  the  twentv-three  babies,  thirteen 
» t weighed  less  than  1,500  grams.  The  mortality  rate 
I ' when  calculated  on  the  basis  of  all  babies  above 
* 1,500  grams  was  30  per  cent,  and  if  only  full  term 

■ babies  (2,500  grams  or  more)  are  considered,  the 
: I rate  becomes  20  per  cent.  These  results  com- 
pare favorably  with  those  from  clinics  advocating 
I cesarean  section  as  a routine  treatment  for  pla- 
! centa  praevia. 

The  major  cause  of  immediate  death  in  pla- 
I centa  praevia  is  shock,  secondary  to  loss  of  blood. 
' The  liberal  use  of  blood  transfusions  is  a neces- 
‘ sary  adjunct  in  the  treatment  of  placenta  praevia, 
if  one  is  to  keep  the  maternal  mortality  rate  at  its 
lowest  level.  Of  these  twenty-three  patients,  eight 
received  one  or  more  transfusions  at  the  time  of. 


or  immediately  after,  delivery.  As  soon  as  pla- 
centa praevia  is  diagnosed,  it  is  our  practice  to 
have  a donor  matched  and  available,  in  case  trans- 
fusion should  be  necessary. 

The  cardinal  symptom  of  placenta  praevia  is 
painless  vaginal  bleeding  in  the  third  trimester  of 
pregnancy.  When  this  occurs  after  the  sixth 
month,  the  presumptive  diagnosis  is  placenta  prae- 
via, and  the  patient  should  be  handled  as  such  un- 
til a positive  diagnosis  is  made.  Since  placenta 
praevia  can  be  definitely  diagnosed  only  by  vaginal 
e.xamination,  one  should  be  prepared  to  deal  with 
the  complication  as  soon  as  it  is  suspected.  This 
means  that  arrangements  should  be  made  for  the 
insertion  of  a bag  before  vaginal  examination  is 
attempted. 

In  this  clinic,  when  placenta  praevia  is  sus- 
pected, it  is  the  routine  practice  to  have  sterile 
Voorhees’  bags  available  before  vaginal  explora- 
tion is  made,  which  procedure  may  or  may  not 
provoke  severe  bleeding.  If  cesarean  section  is 
planned  on  the  basis  of  symptoms  alone,  vaginal 
e.xamination  should  not  be  done  because  of  the 
increased  danger  of  infection. 

In  general,  the  method  of  treatment  depends 
upon  the  findings  at  vaginal  examination.  If  only 
a slight  margin  of  placenta  obtrudes  upon  the  cer- 
vical os  and  bleeding  is  not  marked,  the  delivery 
is  allowed  to  progress  spontaneously.  However, 
it  is  usually  advisable  to  rupture  the  membranes, 
especially  when  the  presenting  part  is  floating, 
since  this  will  allow  it  to  descend,  act  as  a tampon 
and  aid  in  controlling  the  hemorrhage.  If  a larger 
portion  of  the  cervix  is  covered  by  placenta  and 
bleeding  is  more  marked,  a large  sized  Voorhees’ 
bag  is  inserted,  which  aids  in  the  control  of  the 
hemorrhage  while  the  cervix  is  dilating.  Imme- 
diately following  e.xpulsion  of  the  bag,  which  oc- 
curs as  .soon  as  the  cervi.x  is  sufficiently  dilated  to 
permit  its  passage,  the  delivery  is  completed  hy 
forceps  if  the  head  is  well  in  the  pelvis,  or  by 
version  with  breech  extraction  if  the  head  is  above 
the  level  of  the  spines.  Cesarean  section  is  prob- 
ably the  procedure  of  choice  in  certain  selected 
cases  of  central  placenta  praevia,  especially  when 
the  patient  is  a primigravida  with  a viable  child. 

Ude  and  Urner*  have  recentlv  reported  their 
results  with  the  roentgenologic  diagnosis  of  pla- 
centa jiraevia  by  the  instillation  of  an  opaque  me- 
dium into  the  bladder.  Their  report  covers 
thirty-five  cases  of  abnormal  bleeding  in  the  third 
trimester  of  pregnancy.  .\  diagnosis  of  placenta 
praevia  was  made  in  fourteen  of  these  hy  roent- 
genologic technic.  Thirteen  of  these  fourteen 
cases  later  proved  to  be  placenta  praevia  either 

•Ude.  W.  H..  and  Urner.  .1.  A.:  RoentitenoloKic  diaRnoats  of 
placenta  praevia.  Amer.  Jour.  Obst.  and  Gynec..  xxix  :667-67f 
(May)  lOS.'i. 
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by  vaginal  examination  or  inspection  at  the  time 
of  cesarean  section.  The  greatest  value  of  the 
roentgenologic  technic  lies  in  the  ability  to  make 
a fairly  accurate  diagnosis  without  vaginal  exami- 
nation, a procedure  which  is  dangerous  when  de- 
livery is  to  be  by  the  abdominal  route. 

Since  the  period  covered  by  the  present  report, 
this  method  of  diagnosis  was  used  once  with  suc- 
cess at  the  University  Hospitals. 


THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCE 


PROBLEMS  IN  COMPENSATION 
ADJUSTMENT 

Donald  C.  Conzett,  M.D.,  Dubuque 

The  adjudgment  of  disability  following  injury 
is  a problem  which  confronts  the  medical  profes- 
sion daily.  In  particular,  the  insurance  companies 
are  demanding  more  exact  information  and  the 
physician,  therefore,  must  be  certain  regarding  his 
findings.  Inadequate  examinations  have  fre- 
quently proved  embarrassing  when  disability 
claims  have  come  into  court  for  settlement.  Two 
cases  have  recently  come  to  our  attention  illus- 
trating some  of  the  difficult  problems. 

CASE  ONE 

E.  P.,  a construction  worker,  struck  his  head 
on  some  overhead  pipe  while  crawling  through  a 
tunnel.  He  was  momentarily  stunned  and  slightly 
dizzy  immediately  thereafter.  There  was  no  vis- 
ible laceration  but  a swelling  appeared  on  the  ver- 
tex. He  reported  to  the  office  of  the  company 
doctor  but  finding  him  out,  returned  to  work  and 
completed  his  day’s  work.  By  the  following  day 
his  symptoms  had  subsided  other  than  some  local 
tenderness,  and  he  continued  work.  Twenty  days 
later  he  consulted  his  family  physician  because  of 
weakness  in  the  left  arm  and  leg.  He  had  fallen 
twice  the  day  before  at  work  and  his  fellow  work- 
men had  noted  that  the  left  side  of  his  face  looked 
odd.  He  was  immediately  hospitalized.  On  the 
following  day  when  we  examined  him  the  above 
story  was  re-stated.  He  had  never  been  ill,  was 
married  and  had  four  healthy  children.  His  wife 
had  had  no  miscarriages.  Venereal  history  was 
denied. 

The  insured  was  thirty-six  years  of  age,  of  me- 
dium weight  and  height.  He  was  lying  comfort- 
ably in  bed  without  evidence  of  pain.  Examina- 
tion of  the  scalp  about  the  site  of  injury  revealed 


no  scars  and  no  tender  areas.  Examination  of  the 
eyes  revealed  a sluggish  reaction  to  both  light  and 
accommodation.  The  right  jHipil  accommodated 
adequately  but  the  response  in  the  left  eye  to  light 
was  slow.  There  was  a definite  paralysis  of  the 
muscles  controlling  the  upper  eyelid.  When  the 
patient  smiled  or  attempted  to  whistle,  the  left  side 
of  the  mouth  remained  down  and  the  normal  facial 
lines  about  the  nose  were  obliterated.  Hearing 
showed  impairment  in  the  right  ear  rather  than 
the  left  in  that  he  could  hear  an  Ingersoll  watch 
tick  at  a distance  of  one  inch  on  the  right  and  six 
inches  on  the  left.  When  asked  to  protrude  his 
tongue  there  was  a deviation  toward  the  left. 
Examination  of  the  chest  revealed  no  pathologv  in 
the  lung  fields.  The  heart  was  normal  in  size  and 
shape : regular  but  rapid  rhythm  of  96  per  min- 
ute ; the  heart  tones  were  normal ; no  accentuations 
or  murmurs;  a “water  hammer”  pulse  could  not 
be  elicited.  The  blood  pressure  was  116/70.  The 
abdomen  though  slightly  rigid  throughout  was  de- 
void of  any  masses  or  areas  of  tenderness,  There 
was  a mole  the  size  of  a penny  three  centimeters 
above  the  pubis.  The  genitalia  were  normal  in 
size.  No  evidence  of  penile  scarring  could  be 
seen.  Two  warts  were  noted  on  the  shaft  of  the 
penis.  These  have  been  present  four  or  five  years. 
Both  inguinal  canals  were  firm. 

Examination  of  the  upper  left  extremity 
showed  a flaccid  paresis  of  the  entire  member. 
Movements  of  the  upper  arm  were  about  50  per 
cent  of  normal,  including  biceps  and  triceps  action. 
Involvement  of  the  forearm  was  greater  in  that 
supination  was  almost  nil  and  pronation  only  25 
per  cent  of  normal.  There  was  evidence  of  be- 
ginning atrophy  of  the  extensor  muscles  of  the 
forearm.  The  wrist  was  held  in  a flexed  position 
and  extension  was  only  slightly  possible.  He  could 
not  make  a complete  fist  and  could  only  approxi- 
mate the  thumb  to  the  index  finger,  and  this  with 
great  difficulty.  Triceps  reaction  was  negative 
and  no  response  could  be  obtained  with  percussion 
over  the  extensor  tendons.  There  was  likewise 
about  a 50  per  cent  impairment  in  function  in  the 
left  lower  limb.  The  knee  jerk  was  faintly  posi- 
tive on  both  legs.  No  pathologic  reflexes  could  be 
elicited,  Babinski’s,  Oppenheim’s,  Gordon’s,  and 
Chaddock’s  signs  all  being  negative.  There  was 
no  ankle  clonus  demonstrable.  The  extremities  on 
the  right  side  were  normal.  A spinal  tap  was  done 
and  the  flow  was  24  drops  on  the  minute ; no  in- 
crease in  pressure  and  clear.  The  Wassermann 
and  Kahn  tests  on  both  blood  and  spinal  fluid  were 
four  plus. 

This  man  was  returned  to  the  care  of  his  phy- 
sician with  the  suggestion  that  specific  treatment 
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be  instituted.  A report  was  submitted  to  the  in- 
surance company  that  in  our  opinion  this  em- 
ployee’s disability  was  not  on  a compensable  basis. 

^ case  two 

The  following  case  illustrates  a problem  in 
which  the  applicant  claimed  continuation  of  per- 
manent disability  under  a clause  in  his  life  insur- 
ance policy. 

G.  T.,  an  unmarried  farmer,  thirty-seven  years 
of  age,  consulted  his  home  physician  complaining 
of  pain  in  the  chest  and  constant  tiredness.  He 
was  treated  for  a supposed  neuritis.  When  im- 
provement did  not  occur  he  was  referred  to  a well 
known  clinic  where,  following  examination,  a diag- 
nosis of  tuberculosis  of  the  left  kidney  was  made 
and  a left  nephrectomy  done.  This  wound  later 
broke  down  and  drained  for  four  months.  A few 
months  later  he  returned  to  the  clinic  and  a spinal 
fusion  of  the  lower  dorsal  spines  was  performed 
by  the  Albee  method.  He  was  then  fitted  with  a 
Taylor  brace  which  he  has  worn  intermittently 
until  the  present. 

This  insured’s  complaints  centered  about  the 
' fact  that  he  had  a definite  weakness  and  aching  in 

i the  hack,  particularly  when  on  his  feet.  He  tired 

i easily  and  because  of  the  nature  of  his  disease, 

j required  considerably  more  rest  and  sleep  than  the 

! ordinary  individual.  He  had  been  gaining  weight 

recently  and  felt  well  when  he  was  quiet  and  did 
not  exert.  He  found  that  his  brace  was  essential 
when  any  exertion  was  attempted. 

This  man  was  of  average  height  and  weight  and 
appeared  to  be  in  good  health.  His  carriage  was 
erect  and  the  deformity  in  his  back  was  scarcely 
evident.  The  head  and  neck  were  negative;  the 
throat  w'as  clear  and  the  teeth  in  good  repair. 
Chest  expansion  was  good  and  no  evidence  of  pul- 
monary disease  was  evident  by  percussion  or  aus- 
cultation. The  heart  was  within  normal  limits  and 
regular  in  rate  and  rhythm.  Other  than  a rather 
poorly  developed  muscular  covering,  the  abdomen 
( was  negative  for  evidence  of  disease.  There  was 

\ a well  healed  scar  in  the  left  lumbar  region  which 

f was  neither  tender  nor  adherent  to  the  underlying 
I muscle.  The  extremities  were  negative  except 
1 for  an  operative  scar  over  the  left  tibia.  Exami- 

1 nation  of  the  spine  showed  a well  healed  scar  in 

1 the  midline  of  the  back  about  five  inches  in  length 
' and  extending  from  about  the  fifth  dorsal  to  the 

■ I first  lumbar  spines.  The  spine  showed  a slight 

kyphosis  in  the  lower  dorsal  portion,  but  there 
I was  no  tenderne.ss  over  the  spinous  processes 
above  or  below  the  incision.  The  processes  in 
this  region  were  not  defined  because  of  the  thick- 
i ness  due  to  the  graft.  Trunk  flexion  forward  and 

I 

I 


to  either  side  was  possible  to  only  a slight  degree 
less  than  normal.  The  dorsal  spine  remained  rig- 
idly fixed.  Rectal  examination  revealed  a small 
non-tender  prostate  and  the  seminal  vesicles  were 
not  palpable. 

In  order  to  judge  this  man’s  disability  more  ade- 
quately and  make  a more  accurate  prognosis,  an 
x-ray  examination  of  the  region  of  his  lesion  in 
the  spine  was  ordered.  Dr.  L.  G.  Ericksen,  roent- 
genologist, reported  as  follows : “Anterior-poste- 
rior and  lateral  films  of  the  thoracic  spine  show  a 
destructive  process  involving  the  bodies  of  the 
sixth  and  seventh  thoracic  vertebrae.  The  lesion 
is  entirely  destructive  and  destroys  from  the  artic- 
ular surfaces  inward  on  each  body.  A large  por- 
tion of  the  body  is  destroyed  and  there  is  a kypho- 
sis present.  A bone  graft  is  seen  and  there  is  a 
suggestion  of  a small  paravertebral  abscess  pres- 
ent. Conclusions,  tuberculosis  of  the  spine,  and 
bone  graft.” 

Further,  to  ascertain  if  any  foci  of  infection 
remained  in  the  genito-urinary  tract,  a catheter- 
ized  specimen  of  urine  was  obtained  and  submitted 
for  examination.  Dr.  F.  P.  McNamara,  patholo- 
gist, reported  as  follows : “Albumin,  barely  posi- 
tive ; sugar,  negative ; sediment,  rare  leukocyte  and 
cylindroid,  a few  urates ; color,  amber ; specific 
gravity,  1.018;  acetone,  negative;  turbidity,  clear; 
reaction,  acid  ; bile,  negative.  Smears  negative  for 
tubercle  bacilli.  Guinea  pig  has  been  inoculated.” 
Six  weeks  later  he  reported  that  the  guinea  pig 
.showed  no  evidence  of  tubercle  bacilli. 

In  this  case  our  conclusions  to  the  insurance 
company  were  as  follows : “Superficial  examina- 
tion of  Mr.  T.  would  probably  not  reveal  a great 
deal  of  disability.  However,  when  it  is  recalled 
that  he  has  a loss  of  one  kidney,  that  his  spine  is 
surgically  rigid  and  that  a suspicious  abscess  is 
now  existent,  this  man  would  be  in  danger  of  re- 
currence of  his  disease  under  the  regime  necessary 
in  his  work  as  a farmer.  In  our  opinion  this  man 
should  still  he  considered  as  totally  disabled.” 

CONCLUSIONS 

In  the  first  case  cited  we  felt  that  the  diagnosis 
was  cerebrospinal  syphilis  with  a probable  gumma 
of  the  brain.  It  was  our  further  conclusion  that 
the  mild  trauma  sustained  was  incidental  and  he 
should  be  denied  industrial  compensation.  This 
case  further  emphasizes  the  value  of  routine  Was- 
sermann  tests  in  patients  with  unusual  reactions 
to  minor  injuries. 

The  second  case  illustrates  the  liability  of  the 
tuberculous  patient  to  recurrence  of  the  disease  in 
sites  other  than  the  original  focus  of  infection. 
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MEETING  OF  THE  IOWA  PUBLIC  HEALTH 
ASSOCIATION 

The  Tenth  Annual  Meeting  of  the  Iowa  Public 
Health  Association  was  held  at  Hotel  Savery  in 
Des  IMoines,  Tuesday,  April  28,  immediately  pre- 
ceding the  Eighty-fifth  Annual  Session  of  the 
Iowa  State  IMedical  Society.  More  than  one  hun- 
dred persons  attended  the  noon  luncheon  meeting 
to  hear  the  discussion  of  public  health  provisions 
of  the  Social  Security  Act.  At  the  afternoon  ses- 
sion, R.  A.  Vonderlehr,  AI.D.,  Washington,  D.  C., 
Assistant  Surgeon  General,  United  States  Public 
Health  Service,  discussed  Syphilis  as  a Public 
Health  Problem.  The  subject  pre.sented  by  Sid- 
ney O.  Levinson,  Director  of  the  Samuel  Deutsch 
Serum  Center,  Michael  Reese  Hospital,  Chicago, 
was  The  Value  of  Human  Convalescent  Serum  in 
Measles  and  Poliomyelitis.  Roth  of  these  discus- 
sions were  illustrated  by  lantern  slides. 

DIPHTHERIA 

.Archibald  L.  Hoyne,  M.D.,  of  Chicago,  Super- 
intendent of  the  Municipal  Contagious  Disease 
Hospital,  and  Attending  Physician  and  Chief,  De- 
partment of  Contagious  Diseases,  Cook  County 
Hospital,  outlined  the  treatment  of  malignant  types 
of  diphtheria.  The  following  paragraphs,  written 
bv  Dr.  Hoyne,  will  be  of  interest  to  readers  of 
the  Journal; 

“Notwithstanding  the  great  advances  that  have 
been  made  in  the  prevention  of  diphtheria  by 
active  immunization,  this  disease  continues  to  be 
a public  health  problem.  Frequently,  parents  fail 
to  avail  themselves  of  the  diphtheria  preventive. 
Because  of  this,  too  many  cases  of  diphtheria  still 
occur. 

“As  a rule,  diphtheria  does  not  come  on  sud- 
denly and  so  parents  do  not  always  call  physicians 
early,  because  the  seriousness  of  the  illness  is  not 
apparent  at  that  time.  If  a diagnosis  of  diph- 
theria is  not  made  until  late  in  the  disease,  even 
massive  doses  of  diphtheria  antitoxin  may  fail  to 
save  the  child. 

“In  the  Municipal  Contagious  Disease  Hospital 
of  Chicago  and  also  in  the  Cook  County  Hospital, 


quite  as  much  reliance  is  placed  on  the  use  of  ten 
]ier  cent  glucose  intravenously  as  upon  the  admin- 
istration of  diphtheria  antitoxin.  In  those  cases 
which  have  not  received  diphtheria  antitoxin  be- 
fore the  third  day  of  the  disease,  glucose  is  always 
given  and  is  a great  aid  in  preventing  or  overcom- 
ing the  action  of  the  diphtheria  toxin.  In  diphtheria 
of  the  “bull  neck”  type,  ten  per  cent  glucose  in 
quantities  of  from  500  c.c.  to  2,000  c.c.  may  be  in- 
jected daily  for  a period  of  ten  days  to  two  weeks 
or  sometimes  even  more. 

“Before  the  use  of  ten  per  cent  glucose  in  the 
manner  described,  the  fatality  rate  for  the  so-called 
malignant  types  of  diphtheria  was  sometimes  65 
or  70  per  cent.  With  the  glucose  treatment,  how- 
ever, the  rate  has  been  reduced  to  approximately 
twelve  per  cent.” 

ATTENDANTS  AT  FIEALTH  MEETING 

Seven  great  speakers  and  visitors  from  outside 
the  state,  attended  the  recent  meeting  of  the  Iowa 
Public  Health  Association.  Positions  or  organi- 
zations represented  by  the  105  Iowa  persons  who 
registered  for  attendance  were  as  follows: 

Physicians,  twenty-five,  of  whom  twenty  were 
listed  as  health  officers : public  health  and  visiting 
nurses,  forty-five:  mayors,  two;  CCC  Camp  dis- 
trict surgeon  and  medical  officers,  three ; Iowa 
Emergency  Relief  Administratibn,  two;  Univer- 
sity of  Iowa,  five;  Iowa  Tuberculosis  Association, 
four;  other  voluntary  health  workers,  thirteen; 
State  Department  of  Health,  ten ; other  state  in- 
stitutions, one. 

Counties  represented  and  the  number  from  each 
county  were  as  follows:  Allamakee,  one;  Black 
Hawk,  seven : Boone,  three ; Buena  Vista,  three : 
Cerro  Gordo,  two  : Clarke,  two  ; Crawford,  one  : 
Dallas,  two:  Dubuque,  five;  Fayette,  two;  Floyd, 
one:  Hamilton,  two;  Iowa,  one;  Jasper,  one; 
Johnson,  five : Keokuk,  one : Linn,  six ; Marion, 
one:  Marshall,  two:  Muscatine,  one;  Page,  one; 
Plymouth,  two;  Polk,  forty-three;  Poweshiek, 
two:  Shelby,  tw'o:  Stor^-,  three:  Warren,  two: 
Webster,  one;  Winneshiek,  one:  and  Woodbury, 
four. 
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UNDULANT  FEVER  IN  IOWA 
Reported  Incidence 

The  accompanying  bar  diagram  ( Fig.  1 ) con- 
tains information  relative  to  the  reported  preva- 
lence of  undulant  fever  in  this  state,  for  the  period 


UNDULANT  FEVER  IN  IOWA  (1927-1935) 


from  1927  to  1935.  The  black  bars  represent  the 
total  number  of  positive  agglutination  tests  re- 
ported from  the  State  Hygienic  Laboratories ; the 
stippled  bars  indicate  the  number  of  cases  on 
which  case  reports  have  been  returned  to  the  State 
Department  of  Health  by  attending  physicians. 

The  accompanying  line  diagram  (Fig.  2)  indi- 
cates the  seasonal  occurrence  of  undulant  fever  in 
Iowa.  The  figures  represent  the  average  number 
of  cases  for  each  month,  based  on  total  reports  for 
the  past  years,  as  stated  below  the  diagram. 


Seasonal  Occurrence 

LINE  DIAGRAM  INDICATING  SEASONAL  OCCURRENCE  OF 
UNDULANT  FEVER  IN  IOWA 


A -Showing  distribution  by  months  of  positive  laboratory  reports 
(1928-1935). 

B — ShowinR  monthly  distribution  of  reported  cases  (1928-1935). 
C — ShowinR  monthly  distribution  by  onset  of  symptoms  (1933- 
1936). 


RURAL  SANITATION  PROJECT 

There  is  evidently  considerable  misunderstand- 
ing in  regard  to  the  rural  or  community  sanitation 
program  which  the  State  Department  of  Health 
and  the  United  States  Public  Health  Service  are 
jointly  sponsoring  as  a WPA  project  in  a number 
of  Iowa  counties. 

The  program  consists  of  replacing  insanitary 
toilets  with  approved  type  fly  and  insect-proof 
structures.  Labor  is  furnished  by  WPA  and  ma- 
terial is  furished  by  the  owner.  This  is  the  only 
WPA  project  wherein  relief  labor  is  permitted 
to  be  used  on  private  property,  not  for  the  purpose 
of  improving  property  but  for  the  purpose  of  pro- 
tecting community  health.  This  program  is  in 
operation  in  forty-one  states,  and  one  state  has 
constructed  over  100,000  of  these  sanitary  units. 

Typhoid  fever,  dysentery  and  enteritis  have  long 
been  known  to  be  fly-borne.  Flies  are  carriers  of 
these  germs  from  excreta  to  food.  Complete  elim- 
ination of  carriers,  elimination  of  flies,  or  preven- 
tion of  flies  having  contact  with  excreta  will  break 
the  chain  of  disease  transmission.  Of  course  ef- 
forts should  be  made  to  control  all  three  links ; 
however,  the  latter  can  be  most  economicallv  and 
completely  controlled  by  the  simple  expedient  of 
constructing  sanitary  toilets  where  sewers  are  not 
available. 

In  a survey  of  town  and  village  housing  carried 
out  by  the  Agricultural  Experiment  Station  of  the 
Iowa  State  College  in  1935,  small  unsewered  vil- 
lages in  ten  typical  counties  showed  that  86  per 
cent  of  the  families  were  using  “unimproved  out- 
door toilets.” 

Within  the  past  two  years  a serious  outbreak  of 
typhoid  fever  occurred  in  one  of  Iowa’s  large 
cities.  The  epidemic  was  traced  to  raw  milk,  and 
furthermore  to  flies  carrying  infection  to  milk 
utensils  from  a filthy  privy  pit  used  by  demon- 
strated typhoid  carriers.  Thus  one  insanitary 
privy  several  miles  away  from  a sewered  city  re- 
sulted in  sickness  among  twenty-five  city  dwellers. 

Every  sewered  city  and  town  in  Iowa  has  a 
fringe  of  unsewered  homes  at  the  outskirts.  Milk 
and  vegetables  from  acreages  and  farms  are  con- 
sumed by  all  urban  dwellers  in  Iowa.  Therefore 
the  safe  di.sposal  of  excreta  in  unsewered  areas 
becomes  the  concern  of  all  people  whether  of  ur- 
ban or  rural  residence,  and  it  is  on  this  premise 
that  the  State  Department  of  Health  and  the 
United  States  Public  Health  Service  have  under- 
taken this  program.  It  is  not  expected  that  this 
program  will  eliminate  all  insanitary  toilets  in  any 
community.  It  is  hoped,  however,  that  this  pro- 
(Continued  on  page  274) 
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TREATMENT  OF  DIABETES  MELLITUS 

Prior  to  1922  when  Banting-  and  Best  an- 
nounced the  discovery  of  insulin,  the  successful 
treatment  of  diabetes  mellitus  depended  solely 
upon  dietary  management.  Because  of  its  specific- 
ity and  the  remarkable  results  obtained  through 
its  use  insulin  not  only  commanded  the  spotlight 
of  attention  in  treatment,  but  encouraged  investi- 
gation into  other  glandular  extracts  and  products 
of  similar  character.  Each  year  has  seen  a num- 
ber of  new  preparations  proposed,  but  none  has 
demonstrated  merits  equalling  or  sujierior  to  in- 
sulin. However,  the  search  continues,  and  it  is 
the  hojie  of  investigators  that  research  will  give  to 
medicine  a preparation  with  the  specificity  of  in- 
sulin. hut  one  with  a more  prolonged  and  even 
action,  and  one  active  on  oral  administrations. 
Progress  appears  to  have  been  made  in  the  intro- 
duction for  experimental  purposes  of  a substance 
known  as  “protamine  insulin.”  This  substance 
was  first  described  by  Dr.  H.  C.  Hagedorn,  who, 
working  with  his  associates  in  the  Steno  Memorial 
Hospital  in  Copenhagen,  Denmark,  developed  the 
new  preparation  by  the  addition  of  protamine  to 
ordinary  or  regular  insulin.  In  the  originator’s 
hands  this  preparation  has  in  selected  cases  given 
highly  desirable  results  in  that  it  has  demonstrated 
a markedly  prolonged  action,  and  through  its  use 
a more  constant  blood  sugar  level  has  been  ob- 
tained in  severe  diabetes.  The  preparation  is  not 
available  for  general  use,  but  its  discoverer  has 
made  available  through  Eli  Lilly  and  Company, 
limited  amounts  for  clinical  trial  in  the  hands  of 
recognized  exjjerts  in  diabetic  management. 

Elsewhere  in  this  issue  of  the  Journal  appears 
an  article  hy  Winnett  showing  the  results  of  the 
clinical  action  of  this  new  drug  as  employed  by 
him  in  the  management  of  severe  diabetes.  In  the 
evaluation  of  a new  drug  many  clinical  investiga- 


tions should  be  made  before  the  drug  is  offered  for 
general  use.  It  is  only  after  many  clinical  trials 
by  competent  physicians  working  independently, 
that  sufficient  data  are  obtained  to  establish  the 
merits,  the  dangers,  or  contraindications  of  the 
drug  and  provide  insight  into  the  proper  avenues 
for  merchandising.  Animal  experimentation  alone 
is  not  enough  to  justify  the  use  of  such  a drug  on 
human  patients  except  under  conditions  critically 
controlled,  since  the  e.xperimental  animal  of  the 
laboratory,  while  approximating,  can  never  en- 
tirely parallel,  human  reactions.  Further  individ- 
ual idiosyncrasies  exist,  the  pre.sence  of  which 
can  only  be  determined  by  painstaking  testing  and 
observation. 

The  new  drug,  protamine,  is  an  amorphous  basic 
substance,  rich  in  nitrogen,  found  in  the  spermatic 
fluid  of  the  salmon.  On  decomposition  it  yields 
arginine,  lysin  and  histidine.  As  a result  of  the 
addition  of  protamine  to  regular  insulin  a com- 
pound is  formed  which  is  slightly  soluble  in  body 
serum.  After  the  injection  subcutaneously  and 
the  breakdown  of  the  substance  in  the  tissues,  in- 
sulin is  liberated.  This  breakdown  of  protamine 
insulin  occurs  at  a relatively  slow  rate,  which  re- 
sults in  the  effective  radical-insulin  being  absorbed 
into  the  blood  stream  more  slowly  than  ordinary 
insulin,  thus  producing  a sugar  lowering  effect 
that  is  more  delayed  and  longer  than  that  of  regu- 
lar insulin. 

In  the  report  by  Winnett  it  is  interesting  to  ob- 
serve that  this  new  drug  has  been  employed  in  at 
least  one  instance  on  a patient  with  a mild  type  of 
diabetes,  although  its  originator,  Hagedorn.  has 
suggested  its  use  only  in  severe  cases.  It  would 
seem  entirely  possible  that  a further  study  of  this 
preparation  might  demonstrate  indications  for  its 
use  not  only  in  the  severe  case,  in  which  the  prob- 
lem of  maintaining  the  constant  blood  sugar  level 
is  attended  by  many  difficulties,  but  also  in  those 
milder  cases  where  the  use  of  a drug  of  a more 
sustained  action  would  prove  of  great  convenience 
to  the  patient.  From  this  preliminary  report  as 
well  as  other  reports  it  would  seem  that  a marked 
advance  had  been  made  in  diabetic  therapy,  par- 
ticularly in  those  patients  whose  blood  sugar  con- 
tent is  unsatisfactorily  controlled  by  regular  in- 
sulin, or  in  those  patients  who  show  wide  fluctua- 
tion in  their  blood  sugar  levels,  with  resulting 
insulin  reaction  when  using  the  older  prepara- 
tion. Insulin  reactions  do  occur  with  the  use  of 
protamine  insulin,  but  it  is  hoped  that  its  use  will 
prevent  those  severe  or  fatal  reactions  seen  with  the 
older  preparation,  and  that  it  may  reduce  the  fre- 
quency with  which  insulin  reactions  are  observed. 
It  would  also  appear  hope  is  justified  that  through 
the  aid  of  this  new  preparation  studies  in  early 


\'0L.  XXVI,  Xo.  5] 


Joi'RNAL  OF  Iowa  State  Medical  Society 


265 


hvpoglycemia  may  be  made  which  may  lead  to  a 
more  satisfactory  and  effective  treatment  by  the 
patients  themselves  when  this  condition  threatens 
them  and  before  unconsciousness  develops. 

W'e  would  emphasize  the  fact  that  protamine 
insulin  is  still  in  the  experimental  stage.  It  has 
disadvantages  and  has  not  proved  to  be  without 
danger.  Because  of  these  facts  the  Toronto  Com- 
mittee, Dr.  Hagedorn  and  the  Eli  Lillv  Company 
are  to  be  commended  on  the  thorough  investigation 
they  are  making  of  this  preparation  before  offer- 
ing it  to  the  medical  profession  through  commer- 
cial channels. 


THE  PHYSICIAN  VIEWS  WAR 

The  threat  of  war  hangs  constantly  about  us. 
The  morning  newspaper  declares  a new  European 
crisis.  The  far  east  makes  news  by  its  aggressive 
militarism.  Nations  look  with  suspicion  upon 
their  neighbors,  and  the  Utopia  of  world  peace 
seems  far  away.  Campaigns  are  waged  for  greater 
military  preparedness  and  equally  vigorous  cam- 
paigns sponsored  for  the  reduction  of  armament. 
Dozens  of  plans  for  the  elimination  of  war  are 
proposed,  only  to  be  discarded,  apparently  for  the 
reason  that  man  has  not  developed  a plan  of  civili- 
zation which  demands  the  settlement  of  personal 
or  national  difficulties  except  by  war.  We  read 
and  hear  much  concerning  the  biologic  urge  for 
combat,  a primitive  motive  which  prompts  military 
display  and  conflict.  Even  more  strongly  stressed 
are  the  economic  and  social  demands  for  war,  par- 
ticularly those  wars  of  aggression  or  expansion. 
History  continues  its  record  of  wars  in  never  end- 
ing succession:  but  need  this  challenge  continue? 

Three  hopeful  avenues  for  curbing  war  present 
themselves  today,  each  holding  promi.se  because  of 
the  manifestly  unselfish  motive  promoting  the  re- 
action, and  because  of  the  numerical  strength  and 
economic  importance  of  its  sponsors.  The  veter- 
ans of  the  World  War  are  recognized  as  a power- 
ful jiolitical  body,  ami  their  demands  have  been 
heard  in  Washington.  These  veterans  are  taking 
a positive  attitude  against  war  and  have  demanded 
first,  legislation  requiring  the  conscription  of  capi- 
tal as  well  as  of  men  in  case  of  war,  and  second, 
the  elimination  of  profits  from  war  material.  Hu- 
man lives  may  be  reckoned  of  little  value,  but 
dollars  are  ever  dear  and  men  will  tolerate  insult 
and  even  injury  rather  than  jeopardize  personal 
wealth. 

The  student  masses  in  our  high  schools,  col- 
leges and  universities,  will  always  wield  a tre- 
mendous influence  in  world  affairs,  not  only  be- 
cause of  their  numercial  strength  and  their  posi- 
tion in  education,  but  also  because  of  the  recog- 
nized fact  that  the  leaders  of  tomorrow  are  re- 


cruited from  the  students  of  today.  Wdthin  the 
month  student  bodies  throughout  the  country  have 
indulged  in  public  demonstrations  against  war. 
More  significant,  however,  in  its  final  effect,  is  the 
rapidly  growing  movement,  which  in  both  its  title 
and  plan,  reveals  the  folly  of  war  in  subtle  but 
derisive  humor.  Originating  in  Princeton  Uni- 
versity, the  organization  of  “The  Veterans  of  Fu- 
ture Wars”  has  spread  like  wildfire  through  other 
institutions  until  today  they  recognize  234  char- 
tered posts,  all  advocating  the  abolition  of  war 
through  good-humored  but  effective  cynicism. 

Finally,  we  must  recognize  that  the  prosecution 
of  war  depends  upon  men  and  money,  and  that 
these  are  obtainable  only  when  public  judgment  is 
lost  in  hysterical  fervor.  Stability  in  the  emo- 
tional poise  of  a people  will  prevent  war.  It  would 
seem  particularly  significant,  then,  that  during  the 
year  psychiatrists  of  the  world  have  organized 
against  war,  enlisting  some  thirty  nations  through 
339  charter  members  in  a “Committee  on  War 
Prophylaxis.”  These  scientific  leaders  believe  and 
prophecy  that  civilization  may  be  surrendered  in 
the  event  of  another  great  war,  and  point  out  that 
physicians,  because  of  their  insight  into  the  prob- 
lems of  behavior,  are  in  a particularly  unique  posi- 
tion to  study  the  problem  of  human  reactions 
which  predicate  war  and  offer  methods  for  their 
correction.  They  recognize  that,  “war  means  the 
annihilation  of  mankind  by  technical  science”  : but 
they  further  logically  contend  that  technical  science 
properly  directed  can  and  will  prevent  wars. 

To  bring  these  thoughts  to  the  consideration  of 
diplomats  and  statesmen,  this  committee  has  di- 
rected an  official  statement  to  the  officials  of  all 
nations,  particularly  the  European  countries 
where  the  threat  of  war  is  most  imminent.  This 
document  calls  attention  to  the  fact  that  the  un- 
conscious desire  to  give  rein  to  the  primitive  in- 
stinct, not  only  without  punishment  but  even  with 
reward,  furthers  in  a great  measure  the  prepared- 
ness for  war;  and  that  international  organization 
is  now  sufficiently  advanced  to  enable  state.smen 
to  ]irevent  war  by  concerted  action  if  the  moti- 
vated reasons  for  wars  are  studied  and  under- 
stood. d'he  committee  urges  that  this  machinery 
be  further  developed,  if  necessary,  to  the  end  that 
peace  measures  receive  the  same  financial  support 
and  study  now  given  to  the  preparation  for  and 
prosecution  of  war. 

More  significant,  perhaps,  than  the  actual  text 
of  the  committee’s  statement,  is  the  organization 
itself,  since  it  signifies  a willingne.ss  on  the  part 
of  the.se  scientists  to  submerge  their  nationalism 
in  a concerted  movement  toward  world  peace. 
Physicians  and  scientists  everywhere  recognize  a 
bond  of  fraternitv,  created  bv  their  mutual  inter- 
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est  in  science,  which  transcends  racial  or  national 
prejudices  and  traditional  hatred.  Such  an  organ- 
ization may  well  form  the  nucleus  for  a larger 
and  stronger  one  where  all  scientists  may  be  united 
in  this  common  cause. 

Science  is  international,  and  those  who  love  and 
cherish  its  ideals  constitute  a brotherhood  which 
may  hold  the  control  of  war  in  its  pro^^nc|e 
through  a universal  fraternity. 


THE  COPELAND  BILL 

On  several  occasions  we  have  editorially  dis- 
cussed legislation  introduced  into  Congress  de- 
signed to  supplant  and  render  more  effective  the 
Federal  Food  and  Drug  Act  of  1906.  While  sev- 
eral bills  were  introduced  into  the  Seventv-third 
Congress,  that  most  favorably  considered  was  one 
introduced  by  Senator  Copeland  of  New  York, 
which,  however,  died  with  the  adjournment  of 
Congress  in  1934.  The  new  Congress  received  a 
new  Copeland  Bill  which  passed  the  Senate  in  May 
of  1935.  This  new  hill  was  intended  to  preserve 
the  essential  protective  legislation  of  the  original 
measure,  but  to  eliminate  certain  less  important 
and  more  controversial  provisions,  and  is  defined 
as  “An  act  to  prevent  the  adulteration,  misbrand- 
ing, and  false  advertising  of  food,  drugs,  devices, 
and  cosmetics,  interstate  and  other  commerce  sub- 
ject to  the  jurisdiction  of  the  United  States,  for 
the  purposes  of  safeguarding  the  public  health, 
preventing  deceit  upon  the  purchasing  public,  and 
for  other  purposes.”  This  revised  Copeland  Bill 
is  now  before  the  Committee  on  Interstate  and 
Foreign  Commerce  of  the  House  of  Representa- 
tives and  Washington  observers  believe  that  the 
bill  will  be  brought  to  early  consideration  bv  the 
House. 

While  the  Copeland  Bill  was  patently  devised 
to  strengthen  the  Federal  Food  and  Drug  Act, 
current  critical  analyses  of  the  greatly  modified 
Copeland  Bill  indicate  that  much  of  its  original 
strength  has  been  lost  and  that  the  hill  in  its  pres- 
ent form,  while  presenting  many  commendable 
features,  would  not  serve  the  public  adequatelv 
and  would  permit  practices  defeating  its  avowed 
purpose.  President  Roosevelt  in  his  message  to 
Congress  a few  months  ago  stated,  “A  measure  is 
needed  which  will  extend  the  control  formerly 
applicable  to  labels,  to  advertising  also,  which  will 
extend  protection  to  the  trade  in  cosmetics,  which 
will  provide  for  a cooperative  measure  of  setting 
standards,  for  a system  of  inspection  and  enforce- 
ment, to  reassure  customers  grown  hesitant  and 
doubtful,  and  which  will  provide  for  a necessary’ 
flexibility  in  administration  as  products  and  con- 
ditions change.” 

In  a measure  this  end  has  been  accomplished  in 


the  revised  bill,  although  certain  vital  sections 
have  been  weakened  by  alteration  in  wording 
which  permits,  if  not  invites,  evasion.  The  bill 
definitely  penalizes  the  misbranding  of  drugs  and 
devices  or  the  use  of  false  or  misleading  adver- 
tising. To  establish  the  honesty  of  the  label  or 
advertisement  the  bill  fixes  a standard  based  on 
“medical  opinion.”  Medical  opinion  is  defined  to 
mean  the  opinion  of  “the  legalized  profession  of 
the  healing  arts.”  Citing  the  opinion  of  the  Senate 
Committee  on  Commerce,  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  American  Medi- 
cal Association  states,  “The  term  medical  opinion 
seems  to  mean,  then,  whenever  it  appears  in  the 
Copeland  Bill,  the  opinions  not  only  of  doctors  of 
medicine  and  of  dentists,  pharmacists  and  regis- 
tered nurses,  but  the  opinions  also  of  chiroprac- 
tors, osteopaths,  naturopaths,  optometrists,  chi- 
ropodists and  midwives,  and  in  some  states  of 
other  practitioners,  according  as  one  or  another 
class  is  licensed  by  the  laws  of  the  state.” 

What  a maze  in  which  to  seek  the  truth,  and 
how  simple  it  would  be  for  an  unscrupulous  man- 
ufacturer to  influence  the  scientific  opinion  of 
those  whose  bias  or  prejudice  colored  their  judg- 
ments. Statements  obtained  in  this  manner  and 
submitted  as  medical  opinion  might  easily  mis- 
lead the  lay  jury,  even  though  that  jury  was  su- 
perior in  intelligence. 

Of  equal  importance  in  establishing  the  validity 
of  the  claim  of  a drug  or  device  on  the  label  or  in 
advertising  is  “substantial  and  reliable  scientific 
facts  or  opinions.”  The  source  of  scientific  facts 
or  opinions  is  interpreted  in  the  first  case  as  being 
the  opinion  of  pharmacologists,  physiologists  and 
toxicologists,  while  in  the  latter,  the  opinion  of  any 
“numericallv  significant  group.”  What  is  a numer- 
ically significant  .group  in  any  particular  state? 
Would  a handful  of  testimonials  represent  a nu- 
merically significant  group?  It  was  once  univer- 
sally believed  that  the  world  was  flat.  Did  this 
numerically  significant  group  prove  this  conten- 
tion? We  are  of  the  opinion  that  a numerically 
significant  group  is  much  more  effective  in  creat- 
ing political  positions,  for  example,  than  it  is  in 
establishing  scientific  facts.  Conceive,  if  you  can, 
of  a conviction  occurring  as  a violation  of  this 
important  clause  of  the  bill.  We  then  find  that 
])enalties  can  be  established  only  after  the  of- 
fender has  been  first,  served  notice ; second,  given 
a hearing  by  a designated  officer  of  the  Secretary 
of  Agriculture : third,  given  a second  hearing  if 
the  offender  can  show  cause  : fourth,  for  penalties 
it  must  be  proved  that  the  offender  has  not  acted 
“in  good  faith ;”  and  fifth,  that  he  wilfully  and 
knowingly  disseminated  untrue  information  con- 
( Continued  on  page  278) 
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POSTGRADUATE  COURSES 

The  Speakers  Bureau  Committee  presented  only 
two  postgraduate  courses  during  the  spring  months 
of  1936,  since  inclement  weather  conditions  led  to 
cancellation  of  the  other  courses  which  had  been 
planned.  A course  in  medicine  and  surgery  was  pre- 
sented at  Fairfield  by  the  faculty  of  the  College  of 
Medicine  of  the  State  University  of  Iowa,  and  a 
laboratory  course  of  the  type  presented  a year  ago 
was  given  at  Creston  by  outstanding  physicians  in 
the  state.  Interest  in  both  courses  was  good,  and  it 
was  felt  that  they  were  worthwhile.  Both  courses 
were  shorter  than  usual.  It  was  decided  at  the  last 
meeting  of  the  Speakers  Bureau  Committee  that  ten 
weeks  might  be  too  long  a period,  and  as  a result  the 
experiment  of  shorter  courses  was  carried  out  this 
spring.  It  is  too  early  as  yet  to  state  whether  or  not 
the  change  will  be  permanent. 

Because  only  two  courses  were  given  this  spring, 
a greater  number  will  be  given  next  fall,  and  the 
committee  will  begin  work  on  these  shortly  after  the 
first  of  June.  Any  community  desiring  a course  is 
asked  to  wo-ite  to  the  central  office,  giving  an  idea  of 
the  type  of  instruction  preferred.  The  committee  will 
then  schedule  the  locations  for  the  courses  so  that  as 
much  of  the  state  as  possible  may  be  covered.  It  is 
the  aim  of  the  committee  to  cover  the  entire  state 
once  a year,  insofar  as  possible,  and  for  that  reason 
care  must  be  taken  in  planning  the  courses,  and  an 
early  start  is  desirable.  Please  write  to  the  central 
office  by  the  middle  of  June  if  your  community  is 
interested  in  having  a course. 


LAY  TALKS 

Since  the  first  of  January,  the  Speakers  Bureau 
Committee,  through  the  cooperation  of  many  physi- 
cians in  the  state,  has  given  eighty-five  talks  to  Par- 
ent-Teacher Associations,  Women’s  Clubs,  service 
clubs  and  similar  groups.  The  committee  appreciates 
the  great  kindness  of  the  men  who  have  helped  with 
this  work,  and  believes  that  the  result  has  been  most 
gratifying.  It  has  received  excellent  reports  regard- 
ing the  speakers,  and  many  letters  of  thanks  from 
the  various  organizations.  Through  the  medium  of 
these  eighty-five  talks,  organized  medicine  has  been 
able  to  further  community  health,,  and  to  bring  to 
these  communities  consciousness  of  the  fact  that  the 
profession  alw’ays  stands  ready  to  help  in  health 
education. 

During  the  summer  months,  the  Parent-Teacher 
Associations  and  the  Women’s  Clubs  will  be  inactive, 
but  the  service  clubs  and  the  Chambers  of  Commerce 
will  hold  meetings  as  usual.  The  Speakers  Bureau 
will  be  glad  to  send  speakers  to  any  of  these  groups. 
Every  physician  in  the  state  is  urged  to  communicate 
with  the  central  office  if  any  organization  in  his  com- 
munity wishes  a speaker  on  health  matters. 


RADIO  TALKS 
Iowa  State  Medical  Society 
WOI — Wednesdays  at  4:30  p.  m. 

WSUI — Mondays  at  8:00  p.  m. 

May  6 Mother’s  Day— Mrs.  A.  Laura  Campbell. 

May  13  Undulant  Fever  in  Iowa — L.  R.  Woodward, 
M.D. 

May  20  Death  on  the  Highways — Mrs.  Alex  Miller, 
Secretary  of  State. 

May  27  Present  Status  of  Knowledge  About  Vita- 
mins— Walter  Cary,  M.D. 

June  3 Vacations — Channing  G.  Smith,  M.D. 

American  Medical  Association 

Broadcasts  weekly  through  the  Red  Network  on 
Tuesdays  at  3:00  p.  m.  Central  Standard  Time.  WHO 
carries  the  program.  Special  radio  programs  will  be 
broadcast  from  Kansas  City  during  the  week  of  the 
annual  session. 

National  Broadcasting  Company 

The  following  programs  will  be  delivered  over  a 
network  of  the  National  Broadcasting  Company: 

May  11,  4:30  p.  m. — Nutrition  and  the  Future  of 
Man,  by  Dr.  James  S.  McLester,  President  of  the 
American  Medical  Association.  Fifteen  minutes. 

May  12,  4:00  p.  m. — Medicine  Marching  Forward. 
The  regular  dramatized  program  Your  Health  (origi- 
nating in  Chicago),  based  on  papers  or  exhibits  pre- 
sented at  the  convention.  Thirty  minutes. 

May  13,  12:00  noon — An  interview  about  the  Scien- 
tific Exhibit  with  Dr.  Morris  Fishbein.  Fifteen  min- 
utes. 

Columbia  Broadcasting  System 

The  following  programs  will  be  broadcast  over  a 
network  of  the  Columbia  Broadcasting  System: 

May  11,  1:30  p.  m. — An  interview  with  one  or  more 
distinguished  foreign  visitors  by  Dr.  Morris  Fishbein. 
Subject  to  be  announced.  Fifteen  minutes. 

May  15,  2:00  p.  m. — A new's  broadcast  outlining  the 
main  events  of  the  convention.  Dr.  W.  W.  Bauer. 
Fifteen  minutes. 

May  15,  8:45  p.  m. — Medicine  Yesterday  and  To- 
day. A dramatized  program  (originating  in  Chi- 
cago), based  on  papers  or  exhibits  presented  at  the 
convention.  Thirty  minutes. 

The  hour  given  is  Central  Standard  Time. 
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FINANCE 

A seemingly  dry  topic,  “Finance,”  and  yet  I wager 
three-fourths  of  the  members  of  the  Auxiliary  are 
vitally  interested  in  this  same  topic  at  home  and  in 
their  husbands’  offices,  because  it  plays  such  a large 
part  in  almost  every  act  of  one’s  every  day  life. 

There  are  times  when  the  amount  of  money  spent 
by  many  lay  women’s  organizations  is  appalling.  I 
realize  from  contact  in  these  groups  that  women 
today  are  studying  all  sorts  of  things,  and  medicine 
in  one  form  or  another  seems  to  come  in  for  more 
than  its  share  of  study.  I was  rather  pleased  before 
the  holidays,  to  have  the  chairman  of  the  program 
committee  of  a club  in  my  state,  write  asking  me  to 
help  one  of  the  members  get  material  for  a paper  on 
“Preventive  Medicine.”  I contacted  the  office  of  the 
State  Medical  Society,  knowing  that  the  high  schools 
in  this  territory  were  listed  for  the  debate  on  social- 
ized medicine,  and  I also  mailed  some  of  Dr.  Bauer’s 
material.  Three  times  since  I have  been  approached 
by  this  same  club  of  fifty  women  to  help  with  mate- 
rial. One  topic  was  “Medical  Superstitions,”  one 
a paper  on  “Cancer,”  and  just  last  week  came  a call 
for  help  on  “Medical  Fads.”  I am  sure  this  group 
of  women  has  enjoyed  Dr.  Fishbein’s  books  on  the 
last  topic.  Of  course  not  every  club  goes  in  for  the 
study  of  medical  subjects  in  such  a large  way. 

But  the  moral  of  all  this  happens  to  be  this.  How 
lucky  that  this  group  of  women  knew  an  Auxiliary 
member  and  remembered  that  they  could  call  on  her 
for  the  correct  kind  of  material  in  their  time  of  need. 
But  what,  you  will  say,  has  all  this  to  do  with  Aux- 
iliary finances.  Women  everywhere  are  interested 
in  our  problems.  Much  of  the  money  of  the  Auxiliary 
goes  to  help  educate  our  own  members,  and  also  the 
general  public,  in  the  many  topics  they  are  wonder- 
ing about.  Right  now  Auxiliaries  all  over  the  coun- 
try should  invest  in  the  correct  idea  of  presenting  the 
topic  “Cancer”  because  the  general  and  state  federa- 
tions of  women’s  clubs  are  sti-essing  this  as  one  of 
their  courses  of  study,  under  their  health  chairman, 
Mrs.  Carl  Illig,  Jr.,  of  Onset,  Massachusetts.  So  get 
your  lines  busy  with  Mrs.  Holcombe,  and  with  Dr. 
Bauer’s  secretary,  and  have  a supply  of  the  very  best 
reading  material  to  be  had  on  this  subject.  Always 
keep  a few  copies  in  your  handbag,  and  in  the  fly  leaf 
of  your  brain. 

Mrs,  Janies  Blake. 


STATE  AUXILIARY  OFFICERS  FOR  1936 

Newly  elected  officers  of  the  Woman’s  Auxiliary 
to  the  Iowa  State  Medical  Society,  who  were  named 
at  the  annual  session  held  in  Des  Moines,  April  29 
and  30  and  May  1,  include: 

President — Mi’s.  Clyde  A.  Boice,  Washington. 

President-Elect — Mrs.  S.  E.  Lincoln,  Des  Moines. 

First  Vice  President — Mrs.  S.  D.  Maiden,  Council 
Bluffs. 

Second  Vice  President — Mrs.  T.  E.  Davidson, 
Mason  City. 

Third  Vice  President — Mrs.  A.  L.  Bryan,  Muscatine. 

Fourth  Vice  President — Mrs.  C.  L.  Putnam,  Hol- 
stein. 

Secretary — Mrs.  Harold  A.  Spilman,  Ottumwa. 

Treasurer — Mrs.  William  R.  Hornaday,  Des 
Moines. 

Director — Mrs.  P.  W.  Beckman,  Perry. 


Pottawattamie  County 

The  Woman’s  Auxiliary  to  the  Pottawattamie 
County  Medical  Society  met  for  dinner  and  a meeting 
Monday,  March  16.  It  was  decided  that  the  Auxiliary 
would  buy  six  yearly  subscriptions  to  Hygeia,  plac- 
ing three  of  them  in  Council  Bluffs  schools,  and  three 
in  schools  in  the  county  not  already  supplied.  After 
the  business  meeting,  Mrs.  S.  D.  Maiden  presented  a' 
paper  on  “The  Social  Security  Act,”  paying  special 
attention  to  the  part  pertaining  to  health.  A round 
table  discussion  followed. 


Dubuque  County 

Wives  of  members  of  the  Dubuque  County  Medical 
Society  met  recently  and  organized  an  auxiliary  to 
the  County  Medical  Society.  Officers  of  the  new  or- 
ganization are:  Mrs.  Walter  J.  Connell  of  Dubuque, 

president;  Mrs.  W.  R.  Langford  of  Epworth,  vice 
president;  and  Mrs.  Laurence  E.  Cooley,  of  Dubuque, 
secretary  and  treasurer.  Addresses  at  the  organiza- 
tional meeting  were  presented  by  Mrs.  M.  C.  Hen- 
nessy  of  Council  Bluffs,  president  of  the  state  aux- 
iliary, and  Mrs.  Clyde  A.  Boice  of  Washington,  pi-esi- 
dent-elect  of  the  state  auxiliary. 
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SOCIETY  PROCEEDINGS 

Buchanan  County 

Dr.  Robert  A.  Stewart  and  his  staff  at  the  Inde- 
pendence State  Hospital  were  hosts  to  the  Buchanan 
County  Medical  Society  at  the  quarterly  meeting 
held  Thursday,  March  19.  Dinner  was  served  at  six- 
thirty  in  the  chapel,  after  which  F.  R.  Peterson,  M.D., 
of  Iowa  City,  addressed  the  group  on  Surgery  of  the 
Thyroid.  His  paper  and  the  discussion  which  fol- 
lowed was  enjoyed  by  everyone.  The  next  meeting 
will  be  held  early  in  June. 

N.  L.  Hersey,  M.D.,  Secretary 


Cass  County 

The  Cass  County  Medical  Society  met  Friday, 
April  17,  at  the  Hotel  Pullman  in  Atlantic,  where  a 
six-thirty  dinner  was  followed  by  a paper  on  The  In- 
jection Treatment  of  Varicose  Veins  and  Hemor- 
rhoids, read  by  Roscoe  Needles,  M.D.,  of  Anita. 


Clay  County 

Philip  A.  Scott,  M.D.,  of  Emmetsburg,  furnished 
the  scientific  program  for  the  Clay  County  Medical 
Society  when  that  organization  met  Tuesday,  April 
7,  at  the  Hotel  Tangney  in  Spencer.  Dr.  Scott  spoke 
on  Practical  Aspects  of  Cystoscopic  Examinations  in 
Relation  to  the  General  Practitioner. 


Dallas-Guthrie  Society 

The  regular  monthly  meeting  of  the  Dallas-Guthrie 
Medical  Society  was  held  in  Panora,  Thursday,  April 
16.  After  the  noon  luncheon  A.  G.  Felter,  M.D.,  of 
Van  Meter,  read  a paper  on  Some  Factors  in  the 
Management  of  the  Failing  Heart,  illustrating  his 
paper  with  motion  pictures  on  the  mechanism  of  the 
heart  beat.  K.  W.  Diddy,  M.D.,  of  Perry,  addressed 
the  group  on  Coronary  Calculus. 

S.  J.  Brown,  M.D.,  Secretary 


Des  .Moines  County 

Tuesday,  April  14,  members  of  the  Des  Moines 
County  Medical  Society  met  in  Burlington,  for  their 
regular  monthly  session.  Fred  Hambrecht,  M.D.,  of 
Galesburg,  Illinois,  presented  the  address  of  the  eve- 
ning, speaking  on  Subphrenic  Abscess. 

Jasper  County 

Frank  A.  Ely,  M.D.,  of  Des  Moines,  spoke  before 
the  Jasper  County  Medical  Society,  at  the  meeting 
held  in  Newton,  Tuesday,  April  7,  on  Eye  Symptoms 
in  Neurology. 


Linn  County 

The  regular  meeting  of  the  Linn  County  Medical 
Society  was  held  Friday,  May  8,  at  the  Hotel  Mont- 
rose in  Cedar  Rapids.  Guest  speaker  for  the  occasion 


was  Hugh  H.  Young,  M.D.,  of  the  Brady  Urological 
Institute  of  Baltimore,  Maryland.  Dr.  Young’s  paper 
on  Urologic  Questions  of  General  Interest,  was  dis- 
cussed by  N.  G.  Alcock,  M.D.,  of  Iowa  City;  Clifford 
W.  Losh,  M.D.,  of  Des  Moines;  and  Jennings  Craw- 
ford, M.D.,  of  Cedar  Rapids.  Another  feature  of  the 
meeting  was  a paper  on  Classification  of  Insanity, 
presented  by  Frank  Skinner,  M.D.,  of  Marion.  The 
next  meeting  of  the  society  will  be  held  in  September, 
after  the  summer  recess. 


Marion  County 

The  following  program  was  presented  before  the 
Marion  County  Medical  Society  at  its  meeting  held 
in  Pella,  Friday,  April  10:  Case  Report,  with  remarks 
concerning  postmortem  findings,  E.  C.  McClure,  M.D., 
of  Bussey;  Some  Considerations  of  Hypotension,  C. 
S.  Cornell,  M.D.,  of  Knoxville;  and  Demonstrations  of 
Tuberculin  Skin  Tests,  John  H.  Peck,  M.D.,  of  Des 
Moines. 


Pocahontas  County 

The  Pocahontas  County  Medical  Society  met  in 
regular  session  Friday,  April  17,  in  Pocahontas.  Les- 
ter Leserman,  M.D.,  of  Rolfe,  read  a paper  on  Some 
Practical  Uses  of  Convalescent  Human  Sera.  A busi- 
ness meeting  followed  the  scientific  program,  during 
which  a revision  of  the  fee  bill  was  discussed. 

B.  A.  Smillie,  M.D.,  Secretary 


Pottawattamie  County 

Vilray  Papin  Blair,  M.D.,  of  St.  Louis,  Missouri, 
was  guest  speaker  for  the  Pottawattamie  County 
Medical  Society  when  that  organization  met  in  Coun- 
cil Bluffs,  Monday,  April  20.  Dr.  Blair  spoke  on  Cor- 
rection of  Various  Types  of  Facial  Deformities.  Case 
presentations  were  given  as  follows:  Complicating 

Tumors  of  the  Abdomen,  M.  C.  Hennessy,  M.D.;  Ovar- 
ian Cyst,  J.  P.  Cogley,  M.D.;  and  Congenital  Dextro- 
cardia, G.  C.  McCutchan,  M.D. 

The  next  meeting  will  be  held  Monday,  May  25, 
with  Walter  D.  Abbott,  M.D.,  of  Des  Moines,  speak- 
ing on  Presacral  Neurectomy  in  the  Treatment  of 
Certain  Pelvic,  Bladder  and  Bowel  Disorders. 

Fred  H.  Heaumont,  M.D.,  Secretary 


Sac  County 

The  Sac  County  Medical  Society  met  in  regular 
session,  Monday,  April  13,  in  Odebolt.  The  dinner 
and  business  meetings  were  followed  by  an  open 
meeting  held  at  the  high  school  to  which  the  parent- 
teachers  association  had  been  invited.  A good  crowd 
was  present  in  spite  of  adverse  weather  conditions. 
Two  addresses  were  given,  the  first  on  Infectious  Dis- 
eases, by  Emmett  McMahon,  M.D.,  assistant  profes- 
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sor  of  medicine,  Creighton  University  School  of  Medi- 
cine, Omaha;  and  the  second  on  Fatigue  in  Children, 
by  J.  Harry  Murphy,  M.D.,  associate  professor  of 
pediatrics,  Creighton  University  School  of  Medicine, 
Omaha. 

W.  E.  Hart,  M.D.,  Secretary 


Shelby  County 

Two  Council  Bluffs  physicians  furnished  the  scien- 
tific program  for  the  Shelby  County  Medical  Society 
meeting  held  Tuesday,  April  21,  in  Harlan.  A.  A. 
Johnson,  M.D.,  discussed  Hypothyi’oidism,  and  M.  E. 
O’Keefe,  M.D.,  spoke  on  Goiter. 

A.  L.  Nielson.  M.D.,  Secretary 


Woodbury  County 

The  program  for  the  Woodbury  County  Medical 
Society  meeting  held  Wednesday,  April  22,  at  the 
West  Hotel  in  Sioux  City,  consisted  of  a symposium 
on  undulant  fever.  A general  discussion  was  entered 
into  by  the  members,  after  the  following  addresses 
by  guest  speakers:  Laboratory  Diagnosis  of  Malta 
Fever  and  the  Use  of  Brucellien  in  Treatment,  I.  H. 
Borts,  M.D.,  of  Iowa  City;  and  Undulant  Fever  in 
Iowa,  Carl  F.  Jordan,  M.D.,  of  Des  Moines. 

On  Tuesday,  May  26,  the  Woodbury  County  Med- 
ical Society  will  honor  Dr.  William  Jepson  on  the 
completion  of  fifty  years  of  practice.  Dr.  Kellogg 
Speed  of  Chicago  will  present  the  scientific  portion 
of  the  program,  and  the  felicitations  to  Dr.  Jepson 
will  be  given  by  former  associates  in  the  faculty  at 
the  University  of  Iowa  and  others.  It  is  hoped  that 
all  friends  of  Dr.  Jepson  will  make  an  effort  to  be 
present  even  though  they  do  not  receive  a personal 
invitation  from  the  county  society. 

R.  N.  Larimer,  M.D.,  Secretary 


Iowa  Clinical  Surgical  Society 

The  annual  meeting  of  the  Iowa  Clinical  Surgical 
Society  was  held  Saturday,  April  25,  in  Sioux  City. 
Dr.  R.  Q.  Rowse  of  Sioux  City  was  elected  president 
of  the  organization,  and  Dr.  E.  A.  Jenkinson,  also  of 
Sioux  City,  was  re-elected  secretary,  a position  he  has 
held  for  ten  years. 


Southwestern  Iowa  Postgraduate  Medical  Society 

Tuesday,  March  31,  members  of  the  Southwestern 
Iowa  Postgraduate  Medical  Society  convened  in  Cla- 
rinda  for  their  regular  monthly  meeting.  Herbert  J. 
Rinkel,  M.D.,  of  Kansas  City,  was  guest  speaker  for 
the  scientific  portion  of  the  program,  and  spoke  on 
The  Food  Factor  in  Allergic  Diseases,  with  special 
reference  to  eczema,  acne,  and  respiratory  allergy. 
His  lecture  was  illustrated  with  lantern  slides.  Din- 
ner was  served  at  the  Clarinda  Country  Club,  after 
which  Mr.  Tom  Collins,  literary  editor  of  the  Kansas 
City  JoiD-nal-Post,  presented  the  entertaining  address 
of  the  evening. 

Agnes  Ross  Wilder,  M.D.,  Secretary 


KEOKUK  MEDICAL  COLLEGE  REUNION 

The  reunion  of  graduates  of  the  old  Keokuk  Med- 
ical College  of  Physicians  and  Surgeons  will  be  held 
at  Keokuk,  Iowa,  Monday,  June  15,  1936.  Registra- 
tion at  the  Hotel  Iowa.  This  includes  all  graduates 
of  medicine,  dentisti-y,  pharmacy,  and  nursing. 

The  last  reunion  was  held  in  1924  and  was  at- 
tended by  over  400  graduates.  All  graduates  are 
urged  to  be  present.  Additional  information  may  be 
secured  by  w'riting  to  Dr.  William  Rankin,  Keokuk, 
Iowa. 


PERSONAL  MENTION 

Dr.  Ernest  E.  Shaw,  of  Indianola,  spoke  on  “So- 
cialized Medicine  and  Health  Insurance”  at  the  city 
wide  forum  held  in  Indianola  Tuesday,  March  21. 


Dr.  Reas  Anneberg,  son  of  Dr.  A.  R.  Anneberg, 
has  returned  to  Carroll  where  he  will  be  associated 
with  Drs.  Anneberg  and  Martin.  He  will  specialize 
in  diseases  of  the  eye,  ear,  nose  and  throat.  Dr. 
Anneberg  was  graduated  from  the  University  of 
Iowa  College  of  Medicine  in  1932,  and  comes  direct 
to  Carroll  from  St.  Louis,  where  he  has  been  doing 
postgraduate  work  at  the  Barnes  Hospital. 


Dr.  Frank  M.  Fuller,  of  Keokuk,  will  speak  before 
students  of  Parsons  College  in  Fairfield  Monday, 
May  18.  His  address  is  entitled  “The  Romance  of 
the  Blood.”  Dr.  Fuller  himself  is  a Parsons  College 
alumnus. 


Dr.  Philip  A.  Scott,  formerly  of  Emmetsburg,  has 
moved  to  Spirit  Lake,  where  he  will  be  associated 
with  Dr.  Don  Rodawig  in  the  Spirit  Lake  Hospital. 


DEATH  NOTICES 

Farrell,  Vincent  A.,  of  Mason  City,  aged  sixty, 
died  April  6,  from  an  embolism  resulting  from  an 
injury  suffered  during  a fall  three  weeks  ago.  He 
was  graduated  in  1901  from  Northwestern  University 
Medical  School,  and  at  the  time  of  his  death  was  a 
member  of  the  Cerro  Gordo  County  Medical  Society. 


Haecker,  Lewis  Edward,  of  Hampton,  aged 
seventy-thi-ee,  died  April  18,  after  several  weeks’  ill- 
ness with  heart  disease.  He  was  graduated  in  1894 
from  Rush  Medical  College,  and  at  the  time  of  his 
death  was  a member  of  the  Franklin  County  Med- 
ical Society. 


Long,  Walter  Klingeman,  of  Hampton,  aged  sixty, 
died  April  3,  of  pneumonia  and  complications.  He 
was  graduated  in  1906  from  Northwestern  University 
Medical  School  and  at  the  time  of  his  death  was  a 
member  of  the  Franklin  County  Medical  Society. 
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History  of  Drake  University  College  of  Medicine* 

Ferdinand  J.  Smith,  B.S.,  M.D.,  Milford,  Iowa 
(Continued  from  last  month) 


The  Junior  Dean  returned  to  Iowa  and  removed 
to  Des  Moines  in  time  for  the  opening  of  the 
fall  term.  Previously  he  had  obtained  the  serv- 
ices of  Dr.  H.  J.  H.  Hoeve,  a graduate  of  the 
College  of  Physicians  and  Surgeons,  Chicago,  for 
the  department  of  anatomy.  He  became  the  first 
full  time  teacher  of  anatomy  on  a salary  basis. 
The  department  of  bacteriology  was  placed  in 
charge  of  Prof.  L.  W.  Ross,  of  the  biology  de- 
partment (he  was  the  Des  Aloines  collaborating 
bacteriologist  for  the  State  Health  Laboratory). 
The  department  of  medical  chemistry  was  taken 
over  bv  Dr.  Smith.  These  were  the  only  full 
time,  salaried  teachers  in  1904.  In  the  years  im- 
mediately following,  additions  were  made  to  the 
teaching  staff  of  the  Junior  Medical  College  until 
all  departments  were  manned.  Dr.  Alexander  S. 
Beggs  took  over  the  department  of  pathology, 
histology  and  embryology:  Dr.  W.  S.  Mendenhall, 
that  of  physiology  and  pharmacology:  Dr.  Paul  E. 
Linehack  became  assistant  in  histology  and 
anatomy.  These  were  all  full  time,  salaried 
teachers.  The  new  faculty  met  together  and  or- 
ganized. They  appointed  each  Friday  evening  as 
a time  for  conferring  together,  when  each  depart- 
mental head  should  report  on  any  new  and  note- 
worthy developments  in  his  dejiartment. 

In  the  year  1909  the  Carnegie  Foundation 
undertook  an  insjiection  of  all  the  medical  col- 
leges of  the  United  States  and  Canada,  and  also 
of  all  schools  that  claimed  to  teach  any  form  of  a 
healing  art.  The  purpose  of  the  inspection  was 
to  determine  the  qualifications  of  the  many  col- 
leges existing  at  that  time  and  to  classify  them 


according  to  their  ability  to  prepare  young  men 
and  women  for  entrance  into  the  medical  profes- 
sion or  to  practice  any  other  kind  of  healing  art. 
Dr.  Abraham  Flexner  was  appointed  to  make  this 
investigation.  Dr.  Flexner  arrived  at  Drake  Col- 
lege of  Medicine  in  April,  and.  in  the  absence  of 
Dean  Fairchild,  was  accompanied  about  the 
medical  school  by  Dean  Smith.  The  Junior  Col- 
lege was  first  visited  and  all  of  the  laboratories 
were  investigated  and  the  work  being  done  in 
them  was  observed.  He  met  all  of  the  heads  of 
departments.  From  here  Dr.  Flexner  was  taken 
to  the  Methodist  HospitaP'*  and  immediately  after 
to  the  Mercy  Hospital.  In  one  of  the  hospitals 
he  was  able  to  be  present  at  a surgical  clinic.  As 
the  Salvation  Army  Rescue  Home  was  a con- 
siderable distance  from  the  heart  of  the  city,  he 
did  not  visit  it.  but  interviewed  instead  the  head 
of  the  obstetric  department  for  the  information 
he  needed.  The  end  of  the  tour  was  the  Senior 
Medical  Building,  which  he  inspected  thoroughly. 
He  was  shown  the  dispensary  service,  which  had 
but  recently  been  put  into  operation. He  saw 
the  medical  library,  the  auditorium  and  other 
rooms. 

-A  little  later  in  the  same  spring  the  Council  on 
Medical  Education  of  the  American  Aledical  As- 
sociation, through  its  e.xecutive  .secretary.  Dr.  X’^. 
P.  Colwell,  also  investigated  our  school.  The  next 
year  the  medical  faculty  and  the  university  author- 
ities had  the  satisfaction  of  finding  the  school  re- 
])orted  among  the  class  “.A”  colleges. 

In  this  .same  year  the  president  of  the  Keokuk- 
Medical  College,  Dr.  George  F.  Jenkins,  realized 
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that  the  time  was  soon  coming  when  it  would  be 
necessary  for  the  faculty  of  this  college  to  meet 
requirements  for  greatly  increased  laboratory 
facilities  and  full  time,  salaried  instructors.  With- 
out an  ample  endowment,  this  could  not  be  done. 
The  faculty  was  called  together  by  Dr.  Jenkins 
and  after  mature  consideration  it  was  decided  to 
close  the  school  before  it  should  lose  caste.  It 
was  decided,  further,  to  negotiate  with  the  Drake 
College  of  Medicine  for  a merger  of  the  two  in- 
stitutions, all  of  the  movable  equipment  to  be  taken 
over  by  the  Des  Moines  institution.  Drake  was 
also  to  take  over  the  alumni  list,  so  that  Keokuk 
graduates  should  have  an  Alma  Mater  by  adoption, 
which  would  give  them  the  feeling  that  the  old 
Keokuk  College  was  still  living  and  on  the  other 
hand  give  the  Drake  College  of  Medicine  addi- 
tional ho])e  and  courage.  The  merger  was  com- 
pleted late  in  September,  1908. 

(For  a history  of  events  leading  up  to  the  for- 
mation of  the  Rock  Island  and  thereafter  the  Dav- 
enport Medical  College,  which  subseciuently  be- 
came the  Keokuk  Medical  College,  see  a later 
compilation,  to  be  published  after  the  present 
history.) 

In  the  fall  of  1909,  the  late  Dr.  E.  E.  Dorr 
arranged  for  a meeting  between  Drs.  Walter  L. 
Bierring  and  Henry  Albert,  of  the  State  Uni- 
versity, and  President  Hill  M.  Bell  and  Dean 
Smith.  There  was  a feeling  at  that  time  that  the 
medical  college  belonged  in  Des  Moines  where 
there  was  much  the  largest  population  of  any  city 
in  the  state  and  where  there  was  every  indication 
of  a considerable  growth  for  years  to  come.  In 
addition,  Des  Moines  already  had  a number  of 
large  hospitals  where  clinical  material  was  abund- 
ant. ^The  two  visiting  physicians  were  offered 
the  positions  of  head  of  the  department  of 
medicine  and  clinical  medicine,  and  of  pathology 
and  bacteriology,  respectively.  After  a few  weeks 
Dr.  Bierring  accepted  the  position  as  head  of  the 
dejiartment  of  medicine.  He  requested  that  Dr. 
John  H.  Peck,  his  assistant,  also  be  retained,  as 
assistant  professor  of  medicine  and  director  of 
the  dispensary  service.  This  was  granted,  and 
they  were  asked  to  report  for  the  beginning  of  the 
fall  term  of  1910. 

In  the  latter  part  of  October,  1909,  Dr.  D.  S. 
Fairchild  handed  in  his  resignation  as  Dean  of 
the  Medical  Department,  to  go  into  effect  at  once. 
He  had  served  the  college  continuously  for 
twenty-five  years.  His  home  was  in  Clinton,  as 
were  his  office  and  his  headquarters  as  Division 
Surgeon  of  the  Chicago  and  Northwestern  Rail- 
way, and  his  consultation  practice  was  very  large. 
His  resignation  was  regretfully  accepted. 

President  Bell  asked  the  Junior  Dean  to  take 


the  office,  urged  him  to  do  so ; but  he  refused,  for 
in  his  opinion  Dr.  William  W.  Pearson  was  the 
logical  man  for  the  position.  The  president,  while 
more  than  willing  that  Dr.  Pearson  should  have 
the  position,  doubted  very  much  that  he  would 
accept  it.  The  acting  dean  visited  Dr.  Pearson 
and  acquainted  him  with  the  president’s  offer  and 
his  desire  that  he  should  accept  the  position.  He 
also  re-inforced  the  president’s  offer  as  strongly 
as  possible  and  then  visited  some  of  the  other 
members  of  the  faculty  asking  them  to  use  their 
influence  with  Dr.  Pearson.  It  took  considerable 
pressure,  for  Dr.  Pearson  was  a very  busy  man, 
but  in  the  end  he  accepted,  to  the  joy  of  every- 
bodv  concerned. 


The  formal  installation  of  Dr.  Pearson  was  set 
for  November  23,  1909.  A three  day  program 
was  arranged  for  the  occasion. 

On  the  afternoon  of  the  23rd,  at  three  o’clock, 
the  alumni  of  Keokuk  College  of  Physicians  and 
Surgeons  and  of  Drake  University  Medical  Col- 
lege held  a joint  meeting  in  the  auditorium  of  the 
Senior  iMedical  Building.  The  oldest  class  repre- 
sented at  the  meeting  was  the  1876  class  of  the 
former  college,  but  there  was  also  a letter  from 
Dr.  A.  A.  Noyes,  of  Mason  City,  Iowa,  who  was 
from  a much  earlier  class.  He  was  graduated  in 
the  class  of  1850  from  the  Upper  Mississippi 
River  Medical  College,  in  Davenport,  Iowa,  the 
first  year  that  this  antecedent  of  the  Keokuk  col- 
lege was  west  of  the  Mississippi  River,  and  in 
the  same  class  with  Judge  Dillon,  who  was  gradu- 
ated in  medicine  before  he  began  the  study  of  law, 
became  an  Iowa  judge,  then  a federal  judge,  and 
finally  a member  of  the  law  department  of  a large 
Eastern  university.  Dr.  Robert  L.  Parker,  the 
president  of  the  Drake  alumni,  presided  at  the 
meeting.  In  his  opening  address  he  gave  as  one 
of  the  objects  of  the  meeting  the  desire  of  the 
Drake  alumni  to  meet  with  their  newly  acquired 
brethren,  and  to  bid  them  welcome  to  their  new 
Alma  Mater.  He  suggested  that  this  was  a very 
good  opportunity  for  all  of  the  alumni,  old  or 
new,  to  look  about  and  see  the  quality  of  the  wmrk 
done  by  the  Drake  College  of  Medicine,  -and  they 
would  see  that  the  school  deserved  the  support  of 
both  bodies  of  alumni.  He  spoke  of  the  clinical 
advantages  the  large  city  has  over  the  small  one ; 
there  were  two  large  general  hospitals  in  Des 
Moines,  and  there  were  others  not  so  large,  but 
also  offering  all  kinds  of  help  to  the  school.  The 
Salvation  Army  Rescue  Home  was  a source  of 
obstetric  experience  for  the  senior  students.  The 
beginnings  for  a tuberculosis  hospital  were  also  in 
prospect.  A number  of  those  present,  amongst 
them  some  of  the  faculty  members,  made  short 
addresses,  and  there  was  ample  evidence  of  a spirit 
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of  g'oocl  fellowship  between  the  old  alumni  of 
Drake  and  the  new  alumni  members  from  the 
Keokuk  school. 

At  eight  o’clock  the  same  evening  Dr.  Pearson’s 
installation  ceremonies  were  held  in  the  Drake 
Auditorium  on  Twenty-fifth  Street  and  Univer- 
sity Avenue.  President  Bell  presided.  After  a 
musical  selection  had  been  rendered,  the  Univer- 
sitv  Chaplain,  the  Reverend  Dr.  Charles  S.  Med- 
bury,  ofifered  the  invocation.  Immediately  follow- 
ing, President  Bell  introduced  to  the  audience  Dr. 
Tohn  B.  Deaver,  of  Philadelphia,  Pennsylvania, 
who  delivered  an  address,  a portion  of  which  is 
here  regiven : 

THE  MAKING  OF  A SURGEON 

“That  ‘times  change  and  we  change  with  them’ 
is  nowhere  better  illustrated  than  in  the  alterations 
which  have  taken  place  within  our  own  generation 
in  the  standards  demanded  of  the  medical  profes- 
sion and  the  consequent  development  of  methods 
of  medical  education.  The  law  of  supply  and  de- 
mand operates  stronglv  upon  the  professions  as  it 
does  in  the  business  world. 

‘AVith  a rapidlv  growing  population  and  one  en- 
gaged largely  in  conquering  the  vast  resources  of 
the  country,  there  was  an  urgent  need  for  physi- 
cians and  surgeons  to  keep  pace  with  the  increase 
in  population.  Circumstances  and  the  materialis- 
tic tendency  of  the  times  permitted  the  upgrowth 
of  a large  number  of  medical  schools,  too  often 
but  the  expression  of  commercial  motives  on  the 
part  of  the  founders,  hut  partially  justified  by  the 
real  need  for  men  who  would  devote  themselves 
to  the  healing  art.  iManv  of  these  schools  thought 
it  necessary  to  teach  only  so-called  essentials  and, 
as  usual,  where  this  is  the  case,  these  essentials 
were  taught  very  badly.  X’^ot  in  all  cases  was  this 
condition  of  affairs  present,  but  it  was  true  in  suffi- 
cient instances  to  lower  the  general  professional 
average  quite  materially  and  retard  the  jirogress  of 
medical  education. 

“Even  now  we  are  not  emancipated  from  the 
poor  schools  with  insufficient  facilities  whose  chief 
object  is  to  enable  the  matriculant  to  pass  his 
state  hoard  examinations.  Gradually,  however,  a 
new  order  is  replacing  the  old.  Already  siu)ply 
has  gone  beyond  demand  and  the  result  is  to  im- 
prove the  quality  of  the  output.  Opportunities 
for  stiuh-  have  been  increased,  facilities  have  been 
improved.  The  tendency  of  the  times  is  well  illus- 
trated by  this  University  College  of  Medicine. 
Standing  as  it  does,  the  result  of  successive  fu- 
sions of  smaller  schools,  it  has  placed  medical  edu- 
I cation  in  this  city  u])on  a University  foundation, 
[the  only  proper  basis  for  such  a school  at  the  pres- 
ent time.  The  recjuirements  of  modern  medicine 


have  necessitated  expensive  laboratories  and 
efjuipment  and  a large  annual  outlay  for  instruc- 
tion. Properly  conducted,  a medical  school  is  a 
losing  institution,  from  a financial  .standpoint,  and 
the  private  schools  must  therefore  cease  to  exist 
or  change  their  policy.  The  Medical  School  of 
Drake  University  stands  on  the  threshold  of  a 
great  opportunity.  Dr.  Pearson  is  to  be  congrat- 
ulated upon  being  chosen  as  the  man  of  the  hour 
to  shape  its  destiny.  The  school  certainly  felici- 
tates itself  upon  securing  a man  whose  character 
and  abilities  have  so  signally  marked  him  for  the 
position.” 

The  address  of  Dean  W.  W.  Pearson  was  then 
given  as  follows: 

“We  are  here  in  the  interest  of  Drake  Univer- 
sity, one  of  the  greatest  educational  institutions  of 
the  state  of  Iowa:  she  being  one  of  the  greatest 
states  in  the  Union,  is  deserving  of  our  best  ef- 
forts. Her  citizens  have  just  pride  in  her  prod- 
ucts and  are  looking  for  improvement  in  even^  line. 

“The  medical  department  has  been  in  existence 
for  a number  of  years.  Many  of  the  best 
equipped  and  most  successful  practitioners  of  this 
state  and  other  states,  are  numbered  among  her 
graduates.  They  have  begun  their  medical  study 
in  this  school  and  have  met  the  legal  requirements. 
Some  have  realized  that  the  medical  school  of  the 
past  has  merely  introduced  them  to  the  study  and 
opened  the  way  to  unlimited  medical  literary  ef- 
fort. They  have  profited  by  their  teaching  and 
have  continued  their  study  until  now  they  are  in 
possession  of  a store  of  knowledge  that  serves 
them  in  fulfilling  their  daily  duty  to  the  sufferer 
in  the  most  appror^ed  manner;  the  farther  they 
have  gone  the  more  they  have  been  impressed  with 
the  necessity  of  constantly  adding  to  their  store  of 
knowledge. 

“Only  last  year  the  Keokuk  Medical  School,  one 
of  the  oldest  medical  institutions  west  of  the  Mis- 
sissippi River,  feeling  the  influence  of  the  times, 
decided  to  quit,  and  was  absorbed  by  our  depart- 
ment. With  the  number  of  medical  .schools  re- 
duced, the  remaining  ones  feel  more  keenlv  their 
responsibility  and  are  putting  forth  every  effort  to 
justify  their  existence  and  merit  their  continuance. 

“The  medical  j^rofession  has  kept  ahrea.st  of  the 
times,  but  not  being  content  with  ordinary  stand- 
ards, it  is  our  purjiose  to  advance  so  as  to  he  with 
the  leaders  in  our  noble  profession.  We  realize 
that  nothing  hut  concerted  and  earnest  effort  will 
accomplish  our  pury)ose. 

“The  entrance  re(|uirements  to  the  medical  de- 
partment are  to  be  advanced.  Young  men  apply- 
ing for  admission  will  be  reiiuired  to  give  more 
evidence  of  character,  they  will  recognize  that 
their  entrance  into  the  study  of  medicine  means 
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much  to  them;  they  will  give  the  subject  more 
serious  consideration  than  has  been  the  case  in  the 
past.  The  young  man  applying  for  admission  will 
come  after  serious  deliberation  and  with  a deter- 
mination to  become  a doctor  among  real  doctors. 

will  not  only  insist  on  qualifications  ac- 
quired in  literary  institutions  of  standing,  but 
after  his  admission  to  our  school,  we  ex|iect  to 
watch  his  progress  from  year  to  year  in  his  pro- 
fessional development,  and  when,  in  our  judgment, 
his  capability  and  application  falls  short  of  our 
requirements,  he  will  he  advised  to  sever  his  con- 
nection with  us.  We  will  know  our  students  so 
well  that  this  embarrassment  will  scarcely  ever 
come  to  an  upper  classman. 

“iMedical  education  is  today  in  a transitional  pe- 
riod, everything  is  tending  to  great  improvement. 
]\Iany  more  earnest  workers  are  entering  the  sci- 
entific study  and  daily  publishing  the  results  of 
their  investigations.  The  demand  for  the  practi- 
tioner with  this  knowledge  is  being  heard  from 
e\-erv  quarter.  Certain  influences  are  at  work  that 
will  do  more  to  improve  the  physician’s  proficiency 
than  have  ever  aided  us  in  the  past. 

“INIedical  schools  that  were  formerly  conducted 
for  profit,  scarcely  exist  today.  The  teachers  of 
medicine  and  the  lawmakers,  who  define  the  re- 
quirements of  the  doctor,  are  more  fully  appre- 
ciating what  a medical  school  needs  in  the  way  of 
equipment.  The  scientific  laboratories  and  hos- 
pital wards  filled  with  patients,  are  an  absolute 
necessity. 

“A  certain  amount  of  didactic  work  will  always 
be  required  but  the  practical  part  of  the  training 
will  be  made  prominent  from  year  to  year. 

“The  laws  formulated  by  our  state  board  are 
justly  becoming  more  stringent  and  the  citizen  is 
being  educated  to  appreciate  it.  The  leaders  in 
the  profession  are  setting  a pace  that  must  be 
maintained,  and  those  members  who  are  disposed 
to  lag  are  beginning  to  feel  the  loneliness  of  their 
position.  Incentive  is  necessary  to  urge  us  on  to 
better  efforts.  This  is  increasing  from  year  to 
year  with  the  development  of  our  country.  The 
air  of  Des  IMoines  is  full  of  it  and  men  are  appear- 
ing in  our  midst  to  control  and  properly  direct  it. 
Competition  in  the  profession  of  medicine  is  as 
strong  a factor  to  higher  attainment  as  it  is  in 
ordinary  business  life. 

“We  of  the  medical  profession  of  Iowa  are 
greatly  interested  in  our  calling  and  look  to  the 
department  of  the  State  University  and  that  of 
Drake  University  to  work  in  conjunction  with  the 
State  Board  of  Medical  Examiners  to  see  to  it 
that  the  practitioners  of  this  great  state  rank  with 
the  best  of  any  land. 


“I  feel  honored  to  have  been  selected  as  the 
head  of  this  department  of  Drake  University,  the 
members  of  whose  faculty  represent  the  best  in  it, 
and  I am  proud  to  call  them  my  friends. 

“I  sincerely  promise  that  my  one  purpose  and 
my  best  efforts  will  be  devoted  to  the  advancement 
of  the  interests  of  the  profession,  and  the  execu- 
tion of  the  w’ishes  of  the  faculty. 

“If,  in  the  years  to  come,  I hear  it  said  that  the 
doctor  educated  in  the  Department  of  Medicine  of 
Drake  University  takes  rank  wdth  the  best,  I will 
feel  that  our  efforts  have  been  rewarded.” 

(To  be  continued) 

14.  Bulletin  No.  4,  of  the  Carnegie  Foundation  : “Medical  Edu- 
cation in  the  United  States  and  CanSda,“  p.  222 : “Laboratory 
facilities  (at  Drake  College  of  Medicine)  : Modest  laboratories, 
whose  condition  speaks  well  for  the  conscientiousness  of  those  in 
charge,  are  provided  for  chemistry,  anatomy,  pathology,  and 
bacteriology.  The  provision  for  physiology  is  somewhat  more 
slender.** 

15.  Bulletin  No.  4 of  the  Carnegie  Foundation  : “Medical  Edu- 
cation in  the  United  States  and  Canada,”  p.  221,  footnote:  “A 
few  institutions  possess  small,  moderately  well  equipped  dis- 
pensaries, the  conduct  of  which  indicates  a-  conscientious  desire 
to  do  the  best  possible  under  the  circumstances.  Creditable 
examples  are  the  dispensary  of  Drake  University  (Des  Moines, 
Iowa)”  and  others. 

16.  Bulletin  No.  4 of  the  Carnegie  Foundation  : “Medical  Edu- 
cation in  the  United  States  and  Canada.’*  p.  222,  footnote:  “As 
this  report  goes  to  nress.  it  is  announced  that  a fund  of  $100,000 
had  been  subscribed  with  which  *o  imnrove  the  school.”  (Cor- 
rection by  Dean  Smith:  Actually  $150,000  was  subscribe.) 


RURAL  SANITATION  PROJECT  ’ 

(Continued  from  page  263) 

gram  will  effectively  demonstrate  the  value  of 
sanitary  toilets  and  that  the  effect  of  such  demon- 
stration in  improved  sanitation  will  carry  far  be- 
yond the  life  of  the  present  WPA  project. 

The  mere  mention  of  an  outdoor  privy  elicits 
chuckles  and  smiles  from  most  people,  but  to  the 
victim  of  intestinal  disease  an  insanitary  privy  is  | 
no  laughing  matter.  The  State  Department  of  ^ 
Health  offers  no  apology  for  the  program  which  t 
it  is  sponsoring  because  it  believes  the  program  is  i 
on  a sound  public  health  basis  and  will  pay  big 
public  health  dividends  if  carried  out  to  its  ulti-  J 
mate  completion.  ' 


PREVALENCE  OF  DISEASE 

Mar.  *36  Feb.  *36  Mar.  *35  Reported  From 

Diphtheria  46  40  40  (For  State) 

Scarlet  Fever  978  627  367  Pottawattamie.  Scott, 

Woodbury 

Typhoid  Fever 10  15  15  Pottawattamie. 

Black  Hawk 

Smallpox  78  59  9 Woodbury 

Measles  12  38  5509  Cass 

Whooping  Cough  ...  58  38  60  Lee.  Linn 

Cerebrospinal 

Meningitis  13  20  8 Polk,  Guthrie 

Chickenpox  227  203  233  Dubuoue,  Polk 

Mumps  1062  905  689  Lee,  Black  Hawk 

Poliomyelitis 1 0 1 Polk 

Tuberculosis  28  15  36  (For  State) 

Undulant  Fever  ....  4 6 7 (For  State) 

Syphilis  76  128  121  (For  State) 

Gonorrhea  106  99  140  (For  State) 
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BOOKS  RECEIVED 


ABORTION,  SPONTANEOUS  AND  INDUCED.  MEDICAL  AND 
SOCIAL  ASPECTS — By  Frederick  J.  Taussig,  M.D.,  professor 
of  clinical  obstetrics  and  clinical  gynecology,  Washington 
University  School  of  Medicine,  St.  Louis.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1936.  Price,  $7.50. 

BASAL  METABOLISM  IN  HEALTH  AND  DISEASE— By  Eugene 
F.  DuBois,  M.D.,  medical  director,  Russell  Sage  Institute  of 
Pathology.  Third  edition,  thoroughly  revised,  illustrated 
with  98  engravings.  Lea  and  Febiger,  Philadelphia,  1936. 
Price.  $5.00. 

BEWILDERED  PATIENT— By  Marian  S.  Newcomer,  M.D.  Hale, 
Cushman  & Flint,  Boston  and  New  York,  1936.  Price,  $1.75 

DENTAL  INFECTION  AND  SYSTEMIC  DISEASE — By  Bussell 
L.  Haden,  M.D.,  chief  of  the  medical  division,  Cleveland  Clinic, 
Cleveland.  Second  edition.  Illustrated  with  63  engravings. 
Lea  and  Febiger,  Philadelphia,  1936.  Price,  $2.50. 

EXAMINATION  OF  THE  PATIENT  AND  SYMPTOMATIC 
DIAGNOSIS — By  John  Watts  Murray,  M.D.  With  274  illus- 
trations. Second  edition.  C.  V.  Mosby  Company,  St.  Louis, 
1936.  Price,  $10.00. 

AN  INDEX  OF  DIFFERENTIAL  DIAGNOSIS  OF  M.AIN 
SYMPTOMS — Edited  by  Herbert  French,  M.D.,  consulting 
physician  to  Guy’s  Hospital,  London.  Fifth  edition,  with  742 
illustrations.  196  in  color.  William  Wood  and  Company, 
Baltimore,  1936.  Price,  $16.00. 


MEDICAL  MYCOLOGY.  FUNGOUS  DISEASES  OF  MEN  AND 
OTHER  MAMMALS — By  Carroll  William  Dodge,  Ph.D.,  my- 
cologist, Missouri  Botanical  Garden.  Illustrated.  C.  V. 
Mosby  Company,  St.  Louis,  1936.  Price,  $10.00. 

MEDICAL  PAPERS — Dedicated  to  Henry  Asbury  Christian,  from 
his  present  and  past  associates  and  house  officers  at  the  Peter 
Bent  Brigham  Hospital,  Boston,  Massachusetts.  The  Waverly 
Press,  Baltimore,  1936. 

PEDIATRIC  NURSING— By  John  Zahorsky,  M.D.,  professor  of 
pediatrics,  St.  Louis  University  School  of  Medicine.  With 
144  illustrations  and  seven  color  plates.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1936.  Price,  $3.00. 

PHYSIOLOGY  OF  LOVE — By  Professor  Paolo  Mantegazza. 
Eugenics  Publishing  Company,  New  York,  1936.  Price,  $3.00. 

PSYCHOLOGY  OF  SEX— A Manual  for  Students  by  Havelock 
Ellis.  Emerson  Books,  Inc.,  New  York,  1935.  Price,  $3.00. 

SYNOPSIS  OF  CLINICAL  LABORATORY  METHODS— By  W. 
E.  Bray,  M.D.,  professor  of  clinical  pathology.  University  of 
Virginia.  Thirty-two  text  illustrations,  eleven  color  plates. 
C.  V.  Mosby  Company,  St.  Louis,  1936.  Price,  $3.75. 

A TEXTBOOK  OF  SURGERY — By  American  authors,  edited  by 
Frederick  Christopher,  M.D.,  associate  professor  of  surgery  at 
Northwestern  University  Medical  School.  With  1349  illustra- 
tions. W.  B.  Saunders  Company,  Philadelphia  and  London, 
1936.  Price,  $10.00. 


REVIEWS 


BOOK 

SURGERY:  QUEEN  OF  THE  ARTS 
By  William  D.  Haggard,  M.D.,  professor 
of  clinical  surgery,  Vanderbilt  University 
School  of  Medicine.  389  pages  with  41  illus- 
trations. W.  B.  Saunders  Company,  Phila- 
delphia and  London,  1935.  Price,  $5.50. 

This  volume  is  composed  of  a collection  of  ad- 
dresses and  original  papers  prepared  by  the  author 
during  his  long  experience  as  a practitioner.  The 
volume  takes  its  title  from  the  first  address  (of  the 
same  name)  delivered  before  the  Clinical  Congress 
of  the  American  College  of  Surgeons  in  1933.  In 
each  of  these  addresses  the  author  draws  generously 
from  the  history  of  medicine,  indicating  the  evolu- 
tion of  surgery  as  an  independent  specialty.  The 
latter  half  of  the  volume  presents  a score  or  more 
of  selected  papers  and  surgical  clinics  of  unusual 
interest. 

To  those  physicians  whose  practice  is  limited  to 
surgery  and  to  those  who  would  review  the  develop- 
ments of  surgery  in  its  evolution  from  early  times, 
this  volume  will  be  of  especial  interest. 


NURSERY  EDUCATION— THEORY  AND 
PRACTICE 

By  William  E.  Blatz,  M.A.,  M.B.,  Ph.D., 
professor  of  psychology.  University  of  To- 
ronto; Director,  St.  George’s  School  for 
Child  Study.  William  Morrow  and  Com- 
pany, New  York,  1935.  Price,  $3.50. 

This  volume  has  been  based  upon  a wide  experience 
in  the  problems  of  nursery  education  and  presents  in 
a clear  and  concise  form  the  problems  of  the  pre- 


school child  and  methods  of  meeting  these  problems 
in  a most  satisfactory  manner. 

The  authors  stress  the  desirability  of  assisting  the 
pre-school  child  through  the  innumerable  problems 
of  this  period  by  maintaining  an  attitude  of  serenity, 
understanding  and  non-interference.  While  a major 
portion  of  the  book  is  devoted  to  those  matters  of 
physical  routine  in  work  and  play,  which  are  so 
valuable  in  establishing  proper  habits,  it  also  deals 
with  those  emotional  adjustments  which  have  to  do 
so  largely  with  the  mental  health  of  the  child. 

The  volume  will  be  valuable  to  those  interested  in 
and  directing  child  education  during  this  formative 
period. 


MEDICAL  TREATMENT  OF  GALLBLADDER 
DISEASE 

By  Martin  E.  Rehfuss,  M.D.,  clinical  pro- 
fessor of  medicine,  Jefferson  Medical  Col- 
lege; and  Guy  M.  Nelson,  M.D.,  instructor 
of  medicine,  Jefferson  Medical  College.  465 
pages  with  113  illustrations.  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1935. 
Price,  $5.50. 

During  the  past  twenty  years  one  of  these  authors 
has  had  occasion  to  treat  several  thousand  cases  of 
gallbladder  disease  medically  and  it  is  upon  this 
wide  experience  that  he  has  written  this  manual  for 
the  guidance  of  physicians  and  students. 

It  is  generally  recognized  that  many  cases  of  gall- 
bladder disease  are  unsuitable  for  operation,  and  it 
is  in  this  group  particularly  that  the  author  has 
achieved  brilliant  results  by  medical  management. 
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He  presents  in  his  early  discussion  the  gallbladder 
problem  with  methods  of  history  taking  and  physi- 
cal examination  required  for  accurate  diagnosis.  He 
then  discusses  the  method  of  outlining  a suitable  med- 
ical treatment  and  determining  the  type  of  cases  in 
which  benefits  may  be  expected.  In  other  chapters 
he  outlines  the  preoperative  care  of  the  gallbladder 
patient  who  requires  surgery  and  procedures  for 
following  this  case  through  after  surgery  is  done. 

This  volume,  written  by  such  eminent  authority, 
will  appeal  to  every  physician  enjoying  a general 
practice  and  even  occasionally  seeing  patients  with 
gallbladder  disturbances.  Certainly  the  volume 
merits  wide  distribution. 


THE  NATIONAL  FORMULARY 

Sixth  Edition,  prepared  by  the  Committee 
on  National  Formulary  by  authority  of  the 
-American  Pharmaceutical  Association.  Offi- 
cial from  June  1,  1936.  Published  by  the 
■A.  m e r i c a n Pharmaceutical  Association, 
Washington,  I).  C.,  1935. 

Founded  in  1888  the  National  Formulary  of  the 
American  Pharmaceutical  Association  has  usefully 
served  the  needs  of  the  medical  profession  contin- 
uously to  date.  In  the  present  revision,  the  Com- 
mittee presents  an  up  to  date  survey  of  useful  di’ugs 
and  official  preparations.  While  overlapping  in  its 
coverage  with  the  United  States  Pharmacopeia,  it 
discusses  drugs  omitted  from  the  Pharmacopeia  and 
presents  certain  mixtures  which  are  of  apparent 
usefulness. 

The  material  is  presented  under  four  general 
heads:  first,  a monograph  on  drugs,  chemicals  and 
preparations;  second,  materials  and  preparations  for 
diagnostic  use;  third,  general  tests,  processes  and 
apparatus;  fourth,  history  of  the  National  Form- 
ulary. The  official  character  of  this  work,  together 
with  the  meticulous  care  exercised  in  its  prepara- 
tion, assures  its  exactness  and  authoritativeness.  Its 
enlarged  scope  to  include  glandular  preparations 
increases  its  usefulness. 


NEW  PATHWAYS  FOR  CHILDREN  WITH 
CEREBRAL  PALSY 

By  Gladys  Gage  Rogers,  and  Leah  C. 
Thomas.  The  MacMillan  Company,  New 
York  City,  1935.  Price,  $2.50. 

The  authors  state  that  these  cases  of  cerebral 
palsy  constitute  the  second  largest  group  of  crippled 
children,  second  only  to  infantile  paralysis.  Con- 
trary to  the  common  belief,  these  children  suffering 
from  the  spastic  paralyses  following  birth  injuries 
are  not  subnormal  mentally,  at  least  not  so  per  se, 
and  if  given  the  surroundings  which  they  require  for 
their  adjustment  to  work  and  play,  they  can  develop 
normally  as  other  children  and  fit  themselves  in  many 
instances  to  perform  a useful  and  self-supporting 


work.  It  is  rather  surprising,  in  view  of  the  number 
of  cases  of  cerebral  palsy,  that  no  very  effective 
guide  to  the  management  of  these  cases  has  pre- 
viously been  prepared  and  it  would  seem  timely 
indeed  that  these  authors,  because  of  their  long 
experience  in  dealing  with  these  patients,  should 
prepare  this  text  for  the  guidance  of  teachers, 
mothers,  and  physicians,  who  assume  the  care  and 
education  of  the  children. 

The  authors  make  no  claim  to  the  cure  or  relief 
of  the  paralyses  which  develop  in  these  cases.  Rather, 
they  attempt  an  adjustment  of  the  patient  to  his 
handicap  and  strive  to  banish  the  fear  complex  so 
l)revalent  in  these  patients.  Through  muscle  train- 
ing which  constitutes  the  first  discussion  in  this  text, 
improvement  may  be  obtained  with  many  of  these 
patients  and  if  this  improvement  extends  no  further 
than  an  increased  coordination,  a useful  purpose  will 
have  been  served.  Physicians  particularly  will  be 
interested  in  this  phase  of  the  work,  though  the  av- 
erage teacher  and  mother  will  be  perhaps  more  in- 
terested in  the  sections  dealing  with  the  mental  and 
moral  training  of  these  patients,  which  will  fit  them 
to  meet  the  problems  of  life. 


PRESCRIPTION  WRITING  AND  FORMULARY 

By  Charles  Solomon,  M.D.,  assistant  clin- 
ical professor  of  medicine,  Long  Island  Col- 
lege of  Medicine.  J.  B.  Lippincott  Company, 
Philadelphia,  1935.  Piice,  $4.00. 

The  author  of  this  volume,  a professor  of  clinical 
medicine,  has  attempted  to  furnish  the  physician  with 
the  essential  knowledge  concerning  the  principles  of 
prescription  writing  so  that  he  may  intelligently  pre- 
pare prescriptions  suitable  to  the  individual  case. 
Most  authorities  agree  that  the  younger  physicians, 
and  particularly  the  newly  graduated  physicians, 
have  an  insufficient  training  in  prescription  writing 
and,  for  this  reason,  are  likely  to  use  a few  rote  pre- 
scriptions or  proprietary  preparations.  Familiarity 
with  a volume,  such  as  that  offered  by  Dr.  Solomon, 
should  go  far  toward  correcting  this  difficulty. 

After  a brief  survey  of  the  history  of  prescription 
writing,  the  author  takes  up  those  practical  consid- 
erations essential  to  the  mastery  of  this  subject, 
offering  in  the  third  section  of  the  book  a formulary 
of  suggested  prescriptions  suitable  for  many  con-  • 
ditions.  It  is  not  his  intention  that  these  prescrip- 
tions should  all  be  accepted  without  modification,  but 
rather  that  they  should  serve  as  a guide  to  the  phy- 
sician who  may  modify  or  alter  the  prescription  to 
suit  the  individual  case. 

The  volume  follows  closely  the  United  States  Phar-  j 
macopoeia  and  the  Fifth  Edition  of  the  National  i 
Formulary,  as  well  as  conforming  entirely  to  the  | 
recommendations  of  New  and  Nonofficial  Remedies,  I 
prepared  by  the  Council  on  Pharmacy  and  Chemistry  i 
of  the  American  Medical  Association.  We  believe  ' 
that  this  volume  should  be  widely  accepted,  since,  in 
our  opinion,  it  generously  merits  success. 
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THE  PARATHYROIDS  IN  HEALTH  AND 
IN  DISEASE 

By  David  H.  Shelling,  M.D.,  Johns  Hop- 
kins University  and  Hospital.  Illustrated. 

C.  V.  Mosby  Company,  St.  Louis,  19.3.5. 
Price,  $5.00. 

This  book  nicely  correlates  the  recent  experimental 
work  and  clinical  observations  made  concerning  the 
parathyroid  glands.  The  author  has  covered  the  sub- 
ject thoroughly  and  discussed  the  various  phases  of 
parathyroid  function  and  dysfunction,  making  his 
book  reflect  every  phase  of  the  parathyroid  problem. 
Those  investigators  and  clinicians  having  particular 
interest  in  a single  portion  of  this  problem  may  feel 
that  their  respective  interests  have  been  slighted, 
but  the  author  compensates  for  his  inability  to  pre- 
sent the  subject  exhaustively  by  furnishing  an  ex- 
tensive bibliography  at  the  close  of  each  chapter  so 
that  those  interested  may  review  pertinent  original 
articles. 

Throughout  the  volume  the  author  has  attempted 
to  differentiate  between  the  various  parathyroid  func- 
tions, and  to  explain  both  the  normal  and  abnormal 
conditions  observed  upon  the  known  laws  of  chem- 
istry and  physics.  The  chapters  on  hypo-and  hyper- 
parathyroidism, as  well  as  the  chapter  dealing  with 
the  use  and  misuse  of  the  parathyroid  hormone,  will 
be  of  particular  interest  to  the  clinician. 

N.  B.  A. 


PHARMACOPEIA  OF  THE  UNITED 
STATES  OF  AMERICA 

Prepared  by  the  Committee  on  Revisions 
and  published  by  the  Board  of  Trustees, 
United  States  Pharmacopeia  Convention. 
Official  from  June  1,  1936.  Mack  Printing 
Company,  Easton,  Pennsylvania,  1936. 

“The  object  of  the  Pharmacopeia  is  to  provide 
standards  for  drugs  and  medicines  of  therapeutic 
usefulness  or  pharmaceutic  necessities  sufficiently 
used  in  medical  practice  within  the  United  States  or 
its  possessions;  to  lay  down  tessts  for  the  identity, 
quality  and  purity  of  these;  to  assure  so  far  as  prac- 
tical uniformity  in  physical  properties  and  active 
constituents.” 

Since  1820  the  United  States  Pharmacopeia  has 
faithfully  served  these  ends  and  is  today  recognized 
as  standard  throughout  the  United  States  and  its 
possessions.  The  present  revision  has  been  necessary 
to  bring  the  text  entirely  up  to  date  and  in  keeping 
with  the  newer  discoveries  in  this  branch  of  medicine. 
For  those  familiar  with  this  book  it  will  suffice  to 
say  that  its  general  form  and  composition  have  re- 
mained unchanged.  For  those  unfamiliar  with  the 
volume  it  may  be  stated  that  the  book  follows  the 
paragraphic  form  and  discusses  not  only  the  physical 
and  chemical  properties  of  all  the  important  drugs. 


but  also  furnishes  tests  for  identity,  tests  for  purity, 
methods  of  assay,  storage  and  preparation. 

This  volume  furnishes  a most  useful  guide  to  those 
who  wish  to  know  what  is  and  what  is  not  official 
and  for  tho.se  who  wish  to  have  definite  and  authentic 
information  concerning  commonly  used  drugs. 


AN  INDEX  TO  DIFFERENTIAL  DIAGNOSIS 
OF  MAIN  SYMPTOMS 

Edited  by  Herbert  French,  M.D.,  consult- 
ing physician  to  Guy’s  Hospital,  London. 
Fifth  edition,  with  742  illustrations,  196  in 
color.  William  Wood  and  Company,  Balti- 
more, 1936.  Price,  $16.00. 

Since  1912  when  the  first  edition  of  this  valuable 
work  appeared,  this  index  of  differential  diagnosis 
has  enjoyed  a well  earned  popularity.  The  work  ha.s 
been  planned  to  suggest  an  approach  to  differential 
diagnosis  on  the  basis  of  the  main  symptoms  pre- 
sented by  the  patient,  and  if  intelligently  employed, 
admirably  serves  this  end.  The  work  is  not  intended 
to  supplant  but  rather  to  supplement  careful  history 
taking  and  complete  physical  diagnosis. 

While  encyclopedic  in  character,  the  individual 
discussions  are  terse  and  s-ufficiently  brief  to  encour- 
age the  busy  physician  to  seek  aid  through  this  chan- 
nel. The  current  revision  brings  the  text  entirely  up 
to  date,  and  the  numerous  added  plates  and  illustra- 
tions add  materially  to  its  usefulness.  It  is  easily 
the  most  outstanding  work  of  this  sort  which  ha.s 
been  offered  to  the  medical  profession. 


THE  1935  YEAR  BOOK  OF  PEDIATRICS 

Edited  by  Isaac  A.  Abt,  M.D.,  professor  of 
pediatrics,  Northwestern  University  Medical 
School;  and  Arthur  F.  Abt,  M.D.,  associate 
in  pediatrics.  Northwestern  University  Med- 
ical School.  The  Year  Book  Publishers,  Chi- 
cago, 1936.  Price,  $2.25. 

The  1935  Year  Book  of  Pediatrics  marks  the  thirty- 
fifth  anniversary  of  this  volume.  Like  its  predeces- 
sors it  is  intended  to  reflect  in  epitomized  form  the 
pediatric  progress  of  the  year.  When  clinical  sub- 
jects are  given  greater  prominence,  the  more  theoret- 
ical or  scientific  ones  are  not  excluded  from  discus- 
sion. 

The  first  twenty-five  pages  of  the  book  are  devoted 
to  a special  article  on  the  progress  in  infant  feeding 
by  Dr.  Isaac  A.  Abt,  who  has  edited  all  of  the  pre- 
vious editions  of  this  work  except  the  first,  which 
was  compiled  by  the  late  Dr.  W.  S.  Christopher.  As 
might  be  anticipated,  this  article  alone  would  be  suf- 
ficient justification  for  the  publishing  of  this  volume. 
However,  the  merit  of  the  volume  does  not  end  with 
this  article.  The  entire  text  is  crowded  with  resumes 
of  the  year’s  choicest  literature,  supplemented  by 
timely  editorial  comments  at  the  close  of  most  re- 
views. 

This  volume  continues  the  high  standards  previ- 
ously established  in  the  editing  of  these  year  fxjoks. 
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THE  1935  YEAR  BOOK  OF  THE  EYE,  EAR,  NOSE 
AND  THROAT 

The  Eye,  by  E.  V.  L.  Brown,  M.D.,  and 
Louis  Bothman,  M.D.;  The  Ear,  Nose  and 
Throat,  by  George  E.  Shambaugh,  M.D., 
Elmer  W.  Hagens,  M.D.,  and  George  E. 
Sbambaugh,  Jr.,  M.D.  The  Year  Book  Pub- 
lishers, Chicago,  1935.  Price,  $2.50. 

This  carefully  prepared  review  of  the  year’s  litera- 
ture in  this  particular  field  has  established  its  use- 
fulness throughout  the  many  years  during  which  it 
has  been  offered  to  the  medical  profession.  The 
present  number  maintains  the  efficiency  and  high 
standards  set  by  its  predecessors. 

The  eye,  the  ear,  the  nose  and  throat  are  each  con- 
sidered in  separate  sections,  and  this  classification 
permits  the  physician  interested  in  only  one  branch 
to  select  his  reading  without  difficulty.  The  authors, 
in  preparing  the  condensation  from  the  original  ar- 
ticles, do  so  without  modifying  the  original  author’s 
viewpoint  or  conclusions.  When  advisable,  editorial 
notes  explain  or  exemplify  the  text,  and  in  many 
instances  reflect  the  viewpoint  of  the  editor.  The 
voluminous  literature  in  all  branches  of  medicine 
makes  it  impossible  for  the  physician  to  know  the 
literature  without  assistance,  and  the  yearbook  offers 
this  assistance  through  its  able  editorial  staff. 


INTERNATIONAL  CLINICS 
Volume  IV,  Forty-fifth  Series.  Edited  by 
Louis  Hamman,  M.D.,  visiting  physician, 
Johns  Hopkins  Hospital,  Baltimore.  J.  B. 
Lippincott  Company,  Philadelphia,  1935. 

In  this  volume  are  presented  eight  clinics  on 
themes  of  interest  in  general  medicine  and  six  clinics 
of  a surgical  character. 

Outstanding  in  the  first  group  is  the  clinic  on 
Anemia  in  Pregnancy  by  Maurice  B.  Strauss  of  Bos- 
ton, The  Nature  and  Meaning  of  Functional  Disease 
by  Max  Seham  of  Minneapolis,  and  A Review  of  the 
Present  Status  of  the  Treatment  of  Diabetes  Mellitus 
by  Manual  Gardberg  of  New  Orleans.  Of  general  in- 
terest in  the  second  group  should  be  mentioned  the 
discussion  on  Hysterical  Contractures  by  Arthur 
Steindler  of  Iowa  City,  and  the  review  of  the  Present 
Trends  in  the  Management  of  Peripheral  Arterial 
Disease  by  Herman  E.  Pearse,  Jr.,  of  Rochester, 
New  York. 

The  report  of  these  clinics  because  of  their  com- 
plete and  exhaustive  character,  constitutes  mono- 
graphs on  the  subjects  discussed  and  should  prove 
of  inestimable  value  to  the  man  who  would  keep 
abreast  of  modern  medicine. 


PHYSIOLOGY  OF  LOVE 
By  Professor  Paolo  Mantegazza.  Eugen- 
ics Publishing  Company,  New  York,  1936. 
Price,  $3.00. 

Now  for  the  first  time  this  work  by  the  inter- 
national authority.  Professor  Mantegazza,  is  avail- 
able in  a complete  and  unexpurgated  English  edition. 
Working  on  the  belief  that  the  esthetic  and  emo- 


tional aspects  of  the  sex  life  are  little  understood  and 
should  be  carefully  studied  for  an  appreciation  of 
those  morbid  states  that  result  from  a derangement 
of  these  attributes,  the  author  has  discussed  with 
clarity  and  frankness  the  emotional  and  psychologic 
aspects  of  mankind’s  amorous  nature.  This  writing 
exhibits  rare  insight  into  these  problems  and  re- 
flects an  experience  enjoyed  by  very  few  writei-s  in 
this  field. 

The  “Physiology  of  Love”  is  a very  fit  companion 
to  Professor  Mantegazza’s  earlier  contribution  en- 
titled “Sexual  Relations  of  Mankind.”  This  volume 
will  be  of  particular  interest  to  the  sexologist,  the 
eugenist  and  the  psychiatrist,  although  it  is  mani- 
festly of  importance  to  every  practitioner  of  medi- 
cine. 


A TEXTBOOK  OF  SURGERY 
By  American  authors,  edited  by  Frederick 
Christopher,  M.D.,  associate  professor  of 
surgery  at  Northwestern  University  Medical 
School,  with  1349  illustrations.  W.  B. 
Saunders  Company,  Philadelphia  and  Lon- 
don, 1936.  Price,  $10.00. 

While  written  primarily  as  a textbook  for  medical 
students,  this  volume  because  of  its  completeness  will 
serve  admirably  as  a reference  book  for  practicing 
physicians.  The  text  follows  the  usual  scheme  of 
presenting  the  theory  and  practice  of  surgery  by 
systems,  discussing  the  symptomatology,  diagnosis 
and  surgical  treatment  of  diseases  and  conditions 
commonly  considered  as  surgical. 

Appreciating  fully  the  visual  approach  to  an  un- 
derstanding of  surgical  procedures,  the  authors  have 
generously  employed  illustrations  and  figures 
throughout  the  text.  Most  of  these  illustrations  are 
original  and  have  been  selected  with  care  from  the 
author’s  own  collection.  The  impressive  list  of  con- 
tributors assures  accuracy  and  a judicious  selection 
of  the  methods  presented. 

This  textbook  should  have  ready  acceptance  in 
teaching  institutions  and  a generous  use  as  a refer- 
ence volume  for  practitioners. 


THE  COPELAND  BILL 
(Continued  from  page  266) 
cerning  the  drug  or  device  in  question.  Can  we 
conceive  of  a more  certain  way  of  defeating  en- 
forcement than  this  laborious  and  elusive  ap- 
proach toward  penalties? 

It  is  hoped  that  the  bill  will  not  become  a law 
until  many  of  its  weaknesses  are  corrected  and 
those  cited  are  by  no  means  the  only  ones  which 
should  be  considered.  The  efforts  of  every  well 
informed  citizen  should  be  directed  toward  this 
end  so  that  a law,  if  and  when  enacted,  will  truly 
merit  the  definition  offered  in  the  present  Cope- 
land Bill,  “An  act  to  prevent  the  adulteration, 
misbranding  and  false  advertising  of  food,  drugs, 
devices,  and  cosmetics  . . . and  in  preventing  de- 
ceit upon  the  purchasing  public.” 
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HERNIA— ITS  CURE  BY  THE  INJECTION 
OF  IRRITATING  SOLUTIONS* 

Carl  O.  Rice,  M.D.,  IMinneapoIis,  Minnesota 

I need  not  go  into  the  history  of  the  injection 
method  for  the  cure  of  hernia,  except  to  say  that 
the  method  is  by  no  means  new.  It  has  been 
only  recently  revived,  however,  and  strangely 
enough  it  was  found  that  its  rationale  had  not 
been  thoroughly  investigated  until  within  the  past 
few  years.  Three  years  ago  this  method  was 
instituted  at  the  ^Minneapolis  General  Hospital 
primarily  for  the  purpose  of  using  it  in  poor  surgi- 
cal risks  and  also  to  relieve  the  congested  situation 
which  prevailed  in  the  surgical  wards  during  that 
period  of  the  depression.  We  obtained  such  satis- 
factory results  that  we  soon  extended  its  use  to 
others  who  did  not  wi.sh  to  have  operations.  It 
was  not  long  before  we  found  our  hernia  clinic 
so  congested  that  we  could  .scarcely  find  time  or 
space  in  which  to  care  for  them.  These  cases 
taught  us  many  new  experiences.  We  learned 
that  we  could  obtain  cures,  but  when  we  were 
asked  how  these  cures  were  obtained  we  could 
only  postulate.  Therefore  it  became  our  problem 
I to  prove  our  theories. 

i METHOD  OF  INVESTIGATION 

I .-\s  we  occasionally  encountered  individuals  who 
I did  not  know  whether  or  not  they  desired  the  in- 
I jection  method  we  offered  them  the  privilege  of 
i changing  their  minds  after  they  had  received  one 
I or  two  injections.  We  then  re(|uired  these  indi- 
j viduals  to  wait  a specified  period  of  time  before 
i admission  into  the  hospital.  Tn  so  doing,  bio])sies 
of  the  tissues  in  the  inguinal  canal  at  the  site  of 
injection,  were  obtained  from  eighteen  hours  to 
forty-two  days  after  the  injection  had  been  made, 
j The.se  sections  revealed  the  typical  findings  of 
I an  inflammatory  reaction  in  which  the  reparative 
processes  predominated.  In  speaking  of  inflamma- 
tory reaction  we  do  not  mean  infection,  as  might  be 
interpreted  by  the  laity,  d'o  them  inflammation 

^ •Pr«ente<I  before  the  Dickinson-Kmmet  County  Medical  So- 
I cieties,  November  21.  1935. 


and  infection  are  .essentially  synonymous.  To  the 
medical  profession  it  should  mean  the  reaction 
which  takes  place  in  the  tissues  after  injury  and 
during  the  course  of  healing.  Infection  is  inflam- 
mation but  inflammation  is  not  necessarily  in- 
fection. 

Inflammatory  reaction  has  been  described  by 
Bell  as  passing  through  three  essential  phases,  i.  e., 
destruction  of  tissue,  exudation  and  healing. 
Destruction  of  tissue  is  manifest  in  several  dif- 
ferent ways.  It  may  be  from  cutting  or  bruis- 
ing, or  from  bacterial  or  chemical  causes.  Exuda- 
tion then  follows  upon  this  as  a natural  reaction 
of  the  tissue  incident  to  the  injury  of  living  cells. 
Exudation  may  be  manifest  by  the  accumulation 
of  pus,  lymphocytes,  eosinophiles,  fixed  connec- 
tive tissue  cells,  plasma  cells,  serum,  lymph,  etc. 
Depending  upon  the  predominance  of  one  or  the 
other  of  the.se  types  of  cells  or  fluids,  the  exudates 
have  been  designated  purulent,  fibrous,  serous, 
etc.  The  third  stage  is  that  of  repair.  In  this 
phase  of  an  inflammatory  reaction  we  observe  the 
growth  of  new  cells,  fibroblasts,  fixed  connective 
tissue  cells,  new  blood  vessels  and  eventually  the 
jiroduction  of  adult  fibrous  tissue  (scar  tissue). 

The  thing  which  we  desire  in  the  treatment  of 
hernia  by  the  injection  method  is  the  minimum  of 
the  first  two  phases.  We  do  not  wi.sh  to  destroy 
tissue  in  order  to  produce  new  tissue,  nor  do  we 
need  an  excessive  amount  of  iiolymorphonuclear 
neutrophil  leukocytes,  serum  or  plasma  in  order 
to  build  u])  new  tissue,  for  these  exudative  reac- 
tions soon  disa])pear.  On  the  other  hand  if  we 
do  obtain  excessive  destruction  and  excessive  ex- 
udative reaction  with  a predominance  of  polvmor- 
])honuclear  neutrojihil  leukocytes  it  becomes  pos- 
sible for  this  to  be  manife.st  as  an  abscess. 

The  first  ti.ssue  sections  which  we  made  on  the 
human  being  were  obtained  after  the  injection  of 
the  Thuja  mixture.  The.se  occasionallv  .showed 
areas  of  tissue  necrosis.  The  exudative  reaction 
was  very  jironounced.  Repair  and  the  production 
of  dense  fibrous  tissue  eventually  resulted,  how- 
ever, but  it  did  not  seem  rational  to  produce  new 
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tissue  by  destroying  the  old.  We  began  to  try, 
therefore,  the  efifect  of  other  solutions,  and  in  so 
doing  subsequent  histologic  sections  were  taken 
from  the  abdominal  wall  of  the  dog.  An  occa- 
sional biopsy  with  other  solutions  was  obtained 
from  the  human  being  and  these  showed  essen- 
tially the  same  findings  as  we  obtained  from  the 
dog. 

These  investigations  proved  to  us  that  any  of 
the  solutions  containing  jihenol,  tannic  acid  or 
alcohol  ])roduced  more  of  the  destructive  and  ex- 
udative phase  of  the  inflammation  than  seemed 
desirable.  The  sodium  salt  of  psyllium  seed  (syl- 
nasol)  seemed  to  he  the  most  desirable.  It  pro- 
duced less  of  the  destructive  and  exudative  phase. 
In  addition  it  produced  less  pain  when  injected.  It 


Fig.  1.  Microphotograph  eleven  days  after  the  in.iection  of 
sylnasol.  High  power  magnification.  This  shows  fibroblasts  and 
intracellular  fibers. 

produced  no  observable  systemic  eflFects  from  its 
injection  intravenously.  It  produced  an  abun- 
dance of  healthy  looking  fibrous  tissue.  The  details 
of  this  histologic  work  were  performed  by  Drs. 
Rice  and  Mattson,  in  June,  1934,  and  a description 
is  now  awaiting  publication.  (Figure  1.) 

TECHNIC 

The  technic  of  this  procedure*  requires  an  ac- 
curate knowledge  of  the  anatomy.  In  order  to 
be  accomplished  satisfactorily  the  skill  with  which 
it  is  performed  is  just  as  important  as  that  of  a 
surgical  operation.  A long  two  or  two  and  one- 
half  inch,  22  or  24  gauge,  needle  is  used  on  a five 
cubic  centimeter  syringe. 

Indirect  Inguinal  Hernia 

For  an  indirect  inguinal  hernia  the  injections 
are  started  at  the  internal  ring.  This  area  is  located 
by  choosing  a site  one  centimeter  lateral  to  a point 
midway  between  the  anterior  superior  spine  of 
the  ileum  and  the  pubic  tubercle.  Three  injec- 

*The  details  of  the  technic  have  been  more  fully  described  in  a 
paper  w-hich  will  appear  in  the  June  issue  of  The  Southern 
Surgeon. 


tions  are  placed  in  such  a manner  that  the  solution 
circumscribes  the  internal  ring.  In  this  way  the 
internal  ring,  the  site  through  which  an  indirect 
inguinal  hernia  must  pass,  is  made  narrower  much 
as  an  annular  stricture  of  the  esophagus  or  rectum 
makes  the  lumen  of  these  organs  narrower.  Sub- 
sequent injections  are  placed  in  the  inguinal  canal, 
around  the  cord,  in  a similar  manner  so  that  even- 
tually the  entire  inguinal  canal  is  constricted 
around  the  cord.  The  external  ring  is  then  made 
smaller  by  placing  the  injections  around  the 
margin  of  the  external  ring  just  beneath  the  plane 


Fig.  2.  Third  dimension  drawing  through  the  left  inguinal 
region  showing  the  method  of  approach  to  the  internal  ring  (4). 
Subsequent  injections  are  placed  around  the  cord  (1)  in  the 
inguinal  canal  from  the  internal  to  the  external  ring  (2). 

of  the  external  oblique  fascia.  Finally  a few 
injections  are  placed  in  the  plane  of  the  trans- 
versalis  fascia  in  the  lower  half  of  Hesselback’s 
triangle  so  as  to  strengthen  the  floor  of  the  in- 
guinal canal  at  the  site  where  a subsequent  direct 
inguinal  hernia  may  develop.  (Figure  2.) 

Direct  Inguinal  Hernia 

The  technic  of  treating  a direct  inguinal  hernia 
is  somewhat  dififerent.  In  this  condition  we  have 
no  concern  about  the  internal  ring.  A direct 
hernia  passes  through  the  lower  half  of  Hessel- 
back’s triangle,  medial  to  the  inferior  epigastric 
artery,  through  the  weakened  transversalis  fascia. 
Therefore  it  becomes  necessary  to  strengthen  this 
area.  In  so  doing  our  injections  are  placed  in  the 
plane  of  the  transversalis  fascia  in  the  triangular 
area  between  the  conjoined  tendon,  above,  the  ilio- 
inguinal ligament,  below,  and  the  rectus  sheath, 
mediallv.  Those  injections  which  approach  the 
ilio-inguinal  ligament  must  be  made  under  the 
cord  so  as  to  strengthen  the  floor  of  the  inguinal 
region  through  which  a direct  inguinal  hernia  may 
pass.  (Figure  3.) 

General  Principles 

These  injections  can  he  made  every  other  day. 
Only  one  site  is  injected  at  each  time.  Sylnasol 
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and  proliferal  are  used  in  from  one  to  three  cubic 
centimeter  doses.  McDonald’s  and  Mayer’s  solu- 
tion are  used  in  minim  doses.  It  is  preferable  to 
start  with  a small  amount  and  rapidly  increase  the 
dose  up  to  its  maximum  unless  the  patient  toler- 
ates the  first  injection  poorly.  In  that  event  the 


Fig.  3.  Drawing  of  the  inguinal  region  depicting  the  weak 
transversalis  fascia  at  the  floor  of  the  inguinal  canal.  This  rep- 
resents the  area  which  is  to  be  injected  in  the  treatment  of  a 
direct  inguinal  hernia. 

j dose  is  not  increased.  Most  of  the  solutions  which 
, are  on  the  market  for  this  purpose  have  been 
found  to  produce  scar  tissue  but  because  of  the 
i greater  margin  of  safety  I have  found  sylnasol  to 
j be  the  most  satisfactory. 

: One  must  bear  in  mind  that  the  injection  is  to 

be  made  under  the  fascia  of  the  external  oblique 
j muscle  in  the  inguinal  canal.  The  edge  of  this 
■ fascia  can  be  palpated  as  part  of  the  external  ring 
by  invaginating  the  scrotum  and  inserting  the  in- 
dex finger  into  the  external  ring.  An  injection 
. I superficial  to  this  fascia  is  not  only  valueless  but 
. 1 may  produce  suppuration  and  fat  necrosis.  The 
J I needle  is  inserted  into  the  skin  at  an  acute  angle 
j with  the  point  of  the  needle  directed  caudalward. 
i With  the  needle  held  at  this  angle  there  is  less  like- 
lihood of  projecting  it  into  the  peritoneal  cavity 
a as  might  occur  if  the  needle  were  injected  per- 
e pendicularly  to  the  skin  or  from  below  upward. 
:t  Therefore,  in  order  to  have  the  needle  enter  the 
inguinal  canal  it  must  be  projected  through  the 
!C  skin  a centimeter  or  two  cephalad  to  the  inguinal 
a.  canal,  depending  upon  the  angulation  of  the  needle 
is’;  . and  the  thickness  of  the  subcutaneous  tissue, 
le  After  the  needle  has  passed  through  the  skin  and 
ari  subcutaneous  tissue  its  point  can  be  elevated  so 
0^  that  it  is  palpable  beneath  the  skin.  If  it  has 
Ii'  pas.sed  through  the  fascia  of  the  external  oblique 
he]  muscle  this  simple  test  fails  to  reveal  the  needle 
he  point  by  palpation.  In  this  manner  one  is  able 
to  determine  the  position  of  the  needle  point.  Fur- 
i3i  thermore,  as  the  needle  passes  through  the  fascia 
of  the  external  oblique  mu.scle  it  imparts  a sudden 
“lack  of  resistance”  sen.sation  similar  to  that 
which  is  experienced  in  a spinal  puncture.  This 
'■  determines  the  position  of  the  needle  under  the 


fascia  of  the  external  oblique  muscle.  After  a 
number  of  injections  have  been  given,  this  sensa- 
tion is  replaced  by  a tough  “hanging  on”  sensa- 
tion, indicating  the  production  of  scar  tissue  at 
this  site. 

In  making  these  injections  one  should  always 
keep  his  left  index  finger  in  the  external  ring  as 
he  projects  the  needle  with  his  right  hand.  (Fig- 
ure 4.)  This  is  of  importance  in  making  an  ac- 


Fig.  4.  Drawing  showing  the  method  of  palpation  of  the  ex- 
ternal ring  and  the  approach  to  a femoral  hernia. 


curate  injection  for,  as  in  pass-pointing,  unless 
one  has  lost  his  position  sense,  he  should  be  able 
to  determine  very  accurately  the  position  of  the 
needle  point  in  the  inguinal  canal. 

INDICATIONS  AND  CONTRAINDICATIONS 

This  treatment  has  been  found  most  satisfac- 
tory in  the  small  indirect  inguinal  hernias.  If  the 
external  ring  is  larger  than  three  centimeters  in 
diameter  it  is  likely  to  prove  difficult  to  close  by 
this  method.  The  size  of  the  mass  in  the  scrotum 
cannot  be  used  as  a factor  in  determining  the 
size  of  the  defect.  I have  often  found  very  large 
masses  of  bowel  or  omentum  in  the  scrotum  when 
the  external  ring  was  comparatively  small.  Con- 
versely I have  found  very  large  external  rings 
with  small  hernial  masses  which  I have  had  diffi- 
culty in  closing. 

This  method  is  also  applicable  in  the  direct 
inguinal  hernia  if  the  external  ring  is  not  too 
large.  These  usually  require  more  injections  and 
the  technic  is  somewhat  more  difficult.  I have 
used  it  in  femoral  hernia  with  success.  In 
these  cases  it  is  much  more  difficult,  however, 
due  to  the  greater  inaccessibility  of  the  defect. 
It  has  proved  to  be  successful  in  postojicrative 
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inguinal  hernias  if  the  defect  through  the  fascia 
is  not  too  large.  Likewise  in  postoperative  abdom- 
inal incisions  it  has  been  possible  to  obtain  a 
closure  if  the  fascial  separation  is  not  greater 
than  one  and  one-half  or  two  centimeters  in 
diameter.  I have  not  become  enthusiastic  about 
the  method  in  those  cases  where  the  defect  is 
larger  because  of  the  difficulty  of  injecting  into 
the  defect  without  danger  of  entering  the  per- 
itoneal cavity.  Similarly,  I have  not  used  it  in 
any  but  the  very  small  umbilical  hernias.  For 
umhilical  hernias  in  infants  strapping  has  been 
found  to  be  successful  in  a large  percentage  of 
cases. 

It  is  definitely  contraindicated  in  any  hernia 
which  cannot  be  reduced  or  maintained  with  a 
suitably  fitting  truss.  It  should  not  be  used  in  any 
individual  with  a chronic  cough  until  the  cough 
has  been  controlled : this  includes  individuals  with 
chronic  bronchitis,  tuberculosis,  etc.  Indivduals 
with  prostatic  hypertrophy  who  are  required  to 
strain  during  urination  should  have  their  prostate 
“tended  to”  before  attempting  to  have  their  hernia 
repaired.  Individuals  with  ascites,  cancer  or  de- 
compensating heart  disease  should  not  be  used  as 
subjects  for  this  type  of  treatment.  The  presence 
of  an  undescended  testicle  makes  this  method  of 
treatment  inadvisable. 

THE  TRUSS 

A well  fitting  truss  must  be  worn  for  a week 
or  ten  days  before  the  injections  are  started  so 
that  the  patient  may  become  accustomed  to  its 
pressure.  After  the  injections  have  been  started 
the  truss  must  be  worn  day  and  night  so  as  to 
allow  no  opportunity  for  the  abdominal  contents 
to  descend  into  the  hernial  sac  and  thereby  re- 
distend the  opening.  Unless  a water  proof  truss 
can  be  used,  baths  must  be  eliminated  during  this 
period.  When  the  patient  comes  to  the  office  for 
treatments  the  truss  must  be  removed  only  after 
the  patient  has  been  placed  on  the  table  and  must 
again  be  applied  before  he  gets  up.  After  the 
treatments  have  been  started  it  is  preferable  not 
to  “test  out”  the  hernia  by  coughing,  straining, 
etc.,  until  the  entire  series  of  injections  have  been 
given.  The  first  test  should  then  be  made  with 
the  patient  lying  on  his  back.  If  no  impulse  is 
detected  he  may  be  allowed  to  remove  the  truss 
at  night  hut  must  be  instructed  to  replace  it  be- 
fore arising.  Three  weeks  later  he  should  be 
examined  again  in  the  office,  this  time  in  the  erect 
position.  If  no  impulse  is  palpated  he  must  be 
instructed  to  wear  the  truss  for  two  months  longer 
and  at  the  end  of  that  time  the  truss  must  be 
weaned  off  gradually  within  a period  of  two 
weeks.  During  the  convalescent  period  my  pa- 


tients are  instructed  to  carry  out  exercises  which 
tend  to  strengthen  the  abdominal  muscles.  It  is 
well  to  keep  the  patient  under  observation  for  the  , 
next  eight  or  ten  months.  If  at  any  time  a weak-  ; 
ness  or  impulse  is  detected  a few  additional  in-  j 
jections  will  usually  suffice.  ! 

DIFFERENTIAL  DIAGNOSIS 

The  impulse  of  a hernia  at  the  external  ring 
must  not  be  confused  with  the  impulse  of  the 
muscle  at  this  site.  The  hernia  imparts  a soft 
fluctuant  sensation,  whereas  the  conjoined  tendon 
imparts  a hard,  firm  sensation  when  these  muscles  ■ 
suddenly  come  in  contact  with  the  palpating 
finger.  I have  seen  physicians  misinterpret  this 
impulse  and  erroneously  make  a diagnosis  of 
hernia.  A differential  diagnosis  between  direct 
and  indirect  inguinal  hernia  is  important.  An  in- 
direct inguinal  hernia  may  extend  into  the  bottom 
of  the  scrotum  or  it  may  pass  only  part  way  into 
the  scrotum.  A direct  inguinal  hernia,  even 
though  large,  does  not  pass  to  the  bottom  of  the 
scrotum  hut  lies  suspended  at  its  base  in  the  sling- 
like attachment  of  the  external  spermatic  fascia 
and  cremaster  muscle  to  the  cord  which  prevents 
the  direct  inguinal  hernia  from  dissecting  itself 
into  the  scrotum. 

COMPLICATIONS  AND  SEQUELAE 

As  with  any  surgical  procedure,  complications 
may  develop  during  the  course  of  treatment  by 
this  method.  I am  convinced,  however,  that  most 
of  the  complications  are  the  result  of  improper 
technic  or  the  result  of  using  a solution  which  is 
too  irritating. 

Pain,  though  not  a serious  sequelae,  is  a dis- 
tressing one  which  may  influence  the  patients  to 
discontinue  the  treatments.  With  the  use  of  many 
of  the  solutions  which  contain  tannic  acid,  alcohol 
or  other  caustic  acids,  pain  is  very  evident  at  the 
time  of  injection.  In  these  instances  the  use  of 
novocain  five  minutes  preceding  the  injection  will 
be  found  to  be  of  advantage.  Sylnasol  produces 
pain  so  rarely  that  I have  not  found  an  anesthetic 
necessary.  Pain  may  develop  after  the  injection 
has  been  made  but  is  usually  manifest  more  in 
the  nature  of  a soreness  which  lasts  for  an  hour 
or  two  and  then  subsides. 

Induration  of  the  cord  is  one  of  the  most  fre- 
quently observed  complications.  This  is  manifest 
by  a hard  sausage-like  swelling  in  the  region  of 
the  cord  which  extends  down  into  the  scrotum  to  jl| 
the  extent  to  which  the  hernial  sac  extended.  Ij 
It  is  produced  hy  placing  the  solution  into  the  ill 
hernial  sac  or  very  close  to  it.  This  then  pro- 
duces  an  inflammatory  reaction  in  the  sac  with  L 
subsequent  obliteration  of  the  sac  by  fibrous  ad-  ')j 
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hesions.  It  subsides  spontaneously  and  occa- 
sions no  cause  for  alarm.  I have  observed  this 
reaction  more  frequently  with  the  use  of  tannic 
acid  and  alcohol  solutions  than  with  the  use  of 
sylnasol.  If  this  reaction  does  occur  treatments 
should  be  postponed  for  a week  or  ten  days. 

Abscess  formation  at  the  site  of  injection  has 
been  rumored  to  have  occurred.  This  probably 
results  from  septic  injections  or  from  injecting 
too  large  a quantity  of  a very  irritating  solution. 

Gangrene  of  the  skin  has  been  mentioned  and  is 
probably  due  to  the  interruption  of  the  blood  sup- 
ply or  the  injection  of  a very  caustic  solution. 

Injection  of  a loop  of  bowel  which  has  been 
incompletely  reduced  has  been  reported.  This 
produced  gangrene  of  the  bowel  and  required  re- 
section. This  error  is  entirely  attributable  to 
faulty  technic. 

Atrophy  of  the  testicle  does  not  occur.  It 
would  not  be  reasonable  to  suppose  that  gradual 
constriction  of  the  cord  by  the  production  of  scar 
tissue  could  interfere  with  the  blood  supply,  for 
the  water-hammer  action  of  the  pulsating  vessels 
would  tend  to  prevent  constriction  around  a ves- 
sel. Sudden  constriction  of  the  cord  at  the  time 
of  operation  has  repeatedly  resulted  in  this  com- 
plication. 

Ulceration  of  the  skin  from  pressure  of  the 
truss  is  occasionally  observed  and  is  prevented  by 
having  the  patient  become  gradually  accustomed 
to  its  pressure  before  treatments  are  started. 

Intraperitoneal  injection  may  occasion  severe 
pain  in  the  abdomen  for  a short  period  of  time 
with  associated  rigidity  and  rebound  tenderness, 
but  if  a non-caustic  solution  is  used  there  need  be 
no  fear  of  injury  to  the  bowel  unless  it  has  been 
punctured  by  the  needle. 

DISCUSSION 

Histologic  sections  have  revealed  that  scar  tis- 
sue can  be  produced  by  the  injection  of  various 
types  of  .solutions.  If  this  can  be  accomplished 
and  the  scar  tissue  can  be  placed  where  it  is  de- 
sired it  seems  rational  to  suppo.se  that  a hernia 
can  be  cured  by  the  injection  method  as  well  as 
by  a surgical  operation.  The  end  result  from  a 
surgical  operation  is  the  production  of  scar  tissue 
at  the  site  of  the  defect.  This  is  accomplished 
under  direct  vision  and  with  the  aid  of  sutures. 
It  is  not  intended  to  convey  the  idea  that  the  in- 
jection methofl  per  se  is  superior  to  the  operative 
method,  but  that  the  convenience  to  the  patient 
and  the  comparative  safety  of  this  method  makes 
it  a splendid  alternative  for  tho.se  who  prefer  not 
to  be  operated  upon.  The  incidence  of  cures  cer- 
tainly is  not  less  than  that  following  surgical  op- 
eration if  this  method  is  placeil  in  the  hands  of 


experienced  men.  There  are  many  patients  who 
should  not  be  treated  by  the  injection  method  and 
to  include  them  in  a series  would  naturally  add  to 
the  list  of  failures ; but  to  discard  the  method  in 
toto  would  only  constitute  unfounded  condemna- 
tion. 

CONCLUSIONS 

1.  The  injection  method  for  the  cure  of  hernia 
has  proved  to  be  clinically  and  scientifically  sound. 

2.  Indications  and  contraindications  can  be 
definitely  determined. 

3.  Skillful  technic  and  good  judgment  will  play 
a large  factor  in  producing  excellent  end  results. 

4.  This  method  can  be  mastered  by  anyone  who 
chooses  to  devote  a few  conscientious  hours  in  ac- 
quiring a knowledge  of  the  anatomy  and  technical 
details. 


THE  TREATMENT  OE  STRANGULATED 
EXTERNAL  HERNIA* 

William  E.  Cody,  M.D.,  Sioux  City 

It  is  the  infrequency  with  which  this  condition 
is  met,  making  individual  experience  small  and 
the  serious  problem  that  may  be  encountered, 
vv'hich  makes  it  worthwhile  to  present  this  subject 
for  your  consideration  and  discussion.  The  in- 
frequency is  indicated  by  the  following  reports: 


Beller  and  Colp^,  1926 
3879  Cases  of  Hernia,  6%  Stranprulated 


No.  of  cases 

Type 

Strangulated 

3208 

Inguinal 

4% 

294 

Femoral 

32% 

377 

Incisional 

3% 

Erdmann2  1927 

2542  Cases  of  Hernia,  3.7% 

Strangulated 

No.  of  cases 

Type 

Strangulated 

2300 

Inguinal 

1.8% 

97 

Femoral 

25.7% 

147 

Incisional 

5.5% 

In  the  five 

year  period  from 

1930  to  1934  in- 

elusive  there 

were  267  patients  with  hernia  oper- 

ated  upon  by  the  staff  at  the  Methodist  Hospital. 
Of  these  hernias  12.7  per  cent  were  strangulated. 

They  were  classified  as  follows 

No.  of  cases 

Type 

Strangulated 

204 

Inguinal 

9%  plus 

8 

Femoral 

87.7% 

39 

Incisional 

5%  plus 

11 

Umbilical 

10%  plus 

5 

Epigastric 

None 

The  higher  percentage  of  strangulation  is  prob- 
ably due  to  the  delay  in  .seeking  relief  of  the  un- 
complicated hernia,  because  of  the  economic  situa- 
tion of  the  patients.  The  seriousness  of  this  prob- 

• Presentee!  before  the  Eijrbty-fourth  Annual  Session,  Iowa 
State  Me<!ioai  S(x*icty,  Davenport.  May  S.  9,  10,  1935. 
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lem  will  be  indicated  later.  The  treatment  of 
strangulated  hernia  should  consist  of  release  of 
the  constriction,  care  of  the  contents  of  the  sac, 
and  repair  of  the  hernia.  I mention  taxis  only  to 
condemn  its  use  after  the  first  hour  or  two  of 
strangulation.  The  earliest  possible  surgical  treat- 
ment gives  the  best  results. 

The  following  points  are  important  in  the  pre- 
operative treatment : 

1.  If  the  patient  is  seen  early,  no  special  treat- 
ment is  usually  necessary  except  a preliminary 
sedative. 

2.  If  dehydration  has  occurred,  the  fluids  should 
be  replaced.  This  is  most  promptly  done  with 
normal  saline,  given  intravenously. 

3.  If  there  is  shock  the  blood  pressure  is  better 
supported  with  500  cubic  centimeters  of  ten  per 
cent  gum  acacia  intravenously  than  by  normal 
saline.  If  the  shock  is  due  to  loss  of  blood  a 
transfusion  is  most  desirable. 

4.  In  the  presence  of  distention  pass  a naso- 
luodenal  tube  and  leave  in  place. 

I believe  the  choice  of  an  anesthetic  is  important, 
because  many  of  these  patients  are  elderly  and 
quite  ill.  Of  the  seven  strangulated  femoral 
hernias  at  the  Methodist  Hospital  the  patients 
ranged  in  age  from  seventy-three  to  ninety  years. 
I would  suggest  that  regional  block  or  local  in- 
filtration with  ethylene  or  nitrous  oxide,  be  used 
for  the  elderly  and  seriously  ill  patient.  For  those 
with  a sound  cardiovascular  system  and  not  in 
shock,  spinal  anesthesia  or  ether  may  be  used,  my 
personal  preference  being  for  spinal  anesthesia. 

The  incision  is  the  same  as  for  an  interval  herni- 
otomy. However,  in  the  femoral  type  if  resection 
is  to  be  done,  a rectus  incision  is  advisable  since 
it  facilitates  handling  of  the  bowel  and  saves  a 
too  extensive  incision  of  Gimbernat’s  ligament 
which  encourages  recurrence  of  the  hernia. 
Keynes^  recommends  approach  through  the  abdo- 
men first  and  release  of  the  constriction  by  cutting 
anteriorly  instead  of  incising  Gimbernat’s  liga- 
ment. The  inguinal  route  is  preferred  by  some. 
The  sac  is  opened  with  care  and  may  contain 
small  or  large  bowel,  appendix,  Meckel’s  divertic- 
ulum, tube,  ovary,  bladder,  etc.,  or  more  than  one 
viscus.  If  two  loops  of  bowel  are  present  the 
intervening  loop  which  is  in  the  abdomen  should 
be  examined.  It  may  be  strangulated.  Occasion- 
ally the  sac  is  empty.  If  so  it  is  wise  to  bring 
into  view  for  inspection  the  part  that  was  strangu- 
lated. 

The  contents  and  stage  of  strangulation  in  the 
Methodist  Hospital  series  were  as  follows: 


Type 

Stage 

Contents 

Mortality 

Inguinal 
24  cases 

1st 

2nd 

3rd 

12 — small  bowel. 

8 — small  bowel. 

(76  died) 

4-a.  gangrenous  appendix  and  ce- 
cum with  two  perforations, 
appendectomy,  closure  of  per- 
forations, drainage,  recovery. 

b.  Two  omentum-resection.  Re- 
covery. 

c.  one  small  bowel-resection,  78 
recovery. 

4% 

Femoral 
7 cases 

1st 

2nd 

3rd 

1 —  small  bowel.  (Richter  type). 

2 —  small  bowel. 

4 — Littre  type — Resection  Meckel’s 
recovery. 

2 —  gangrenous  appendix,  appendec- 

tomy, recovery. 

3 —  omentum-resection.  Recovery 

4 —  resection — 73  died 

14  %4- 

Incisional 

1st 

2 — small  bowel. 

Umbilical 

1st 

1 — small  bowel 

The  bowel  is  the  stumbling  block  to  good  re- 
sults, and  therefore,  only  treatment  of  the  bowel 
will  be  considered.  The  stages  of  strangulation 
are:  first,  congestion;  second,  inflammation;  and 
third,  gangrene.  The  second  and  third  stages  are 
the  most  difficult  to  manage ; either  we  do  too 
little  in  the  second  stage  or  too  much  in  the  third 
stage.  The  type  of  fluid  in  the  sac  should  be 
noted,  as  it  varies  with  the  condition  of  the  bowel ; 
that  is,  in  the  early  stages  of  congestion  it  is  clear 
and  straw  colored,  later  it  becomes  blood  stained, 
and  if  the  bowel  is  permeable  to  organisms  it  may 
be  foul  smelling  and  turbid.  With  release  of  the 
constriction,  the  bowel  in  the  stage  of  congestion 
quickly  regains  its  color  and  is  replaced. 

The  question  of  viability  arises  in  the  second 
stage.  The  bowel  is  treated  with  hot  packs  and 
may  be  replaced  in  the  abdomen  for  a few  mo- 
ments. The  usual  signs  of  viability  mentioned 
are  retention  of  sheen  to  the  peritoneum,  return 
of  color,  consistency  of  the  bowel,  pulsation  of  the 
mesenteric  vessels  and  peristalsis  in  the  strangu- 
lated loop.  Jacques,  et  aF  in  a recent  series  of 
experiments  in  dogs,  in  an  attempt  to  establish 
more  accurate  criteria  as  to  the  viability  of  the 
strangulated  bowel,  concluded  that  “the  consist- 
ency of  the  strangulated  intestine  and  the  return 
of  color  after  the  release  of  the  constriction  are 
of  most  value,  while  mesenteric  pulsations,  odor 
and  the  amount  and  character  of  the  exudate  pres- 
ent are  misleading.  The  absence  of  pulsations  in 
the  mesenteric  arteries  cannot  be  accepted  as  evi- 
dence of  occlusion  of  these  vessels.  Of  the  special 
tests  performed,  the  demonstration  of  contractility 
to  faradic  stimulation  is  regarded  as  the  most 
significant.” 

When  the  viability  of  the  bowel  is  doubted,  if 
the  patient  is  in  a good  condition,  resection  is  the 
best  procedure  unless  the  gangrenous  area  is 
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small,  when  it  may  be  inverted  with  a purse  string 
suture  or  plicated,  and  an  enterostomy  performed 
proximal  to  the  suture  line,  if  there  is  much  evi- 
dence of  obstruction.  Contrary  to  this  advice  is 
that  of  Field”  who  treated  thirty  cases  of  strangu- 
lated hernia  by  release  of  the  constriction,  replace- 
ment of  the  bowel  and  repair  of  the  hernia  with 
one  death,  that  in  a patient  seventy-seven  years 
of  age  who  died  on  the  eleventh  day  of  pulmonary 
symptoms.  From  his  experience  he  questions  the 
necessity  of  too  frequent  resection  except  in  frank 
gangrene.  Black®,  if  in  doubt  of  the  viability,  and 
when  it  does  not  seem  safe  to  resect,  replaces  the 
bowel  and  drains  through  an  adjacent  stab  wound. 
In  one  case  of  questionable  viability  he  left  the 
bowel  external,  wrapped  in  vaseline  gauze  with 
heat  applied,  and  returned  the  bowel  to  the  abdom- 
inal cavity  after  five  days.  This  patient  recovered, 
but  such  fortunate  results  are  not  always  obtained. 
Beller  and  Colp^  report  a mortality  of  29  per  cent 
in  the  stage  of  inflammation.  Seven  of  ten  autop- 
sies out  of  fourteen  deaths  showed  error  in  judg- 
ment of  the  viability  of  the  bowel.  In  our  series 
at  the  Methodist  Hospital  one  such  error  was 
made  in  eight  cases  of  strangulated  inguinal  hernia 
in  the  stage  of  inflammation,  that  in  a male  sev- 
enty-six years  of  age,  who  died  on  the  ninth  day 
of  symptoms  of  peritonitis  and  obstruction. 

As  the  stage  of  gangrene  is  approached  there  is 
an  increasing  amount  of  intestinal  obstruction  ex- 
cept in  the  Richter  hernia,  when  there  is  onlv  a 
small  portion  of  the  circumference  of  the  bowel 
involved,  and  in  the  Littre  hernia.  In  these  two 
types  gangrene  may  take  place  with  little  or  no 
obstruction. 

The  age  and  condition  of  the  patient  are  deter- 
mining factors  in  the  operative  procedure.  As  a 
rule  elderly  patients  do  not  stand  resection  well 
though  in  our  group  of  cases  there  was  one  male 
seventy-eight  years  of  age,  who  recovered  follow- 
ing a primary  resection  of  a gangrenous  loop  in  an 
inguinal  hernia.  There  was  also  a female  seventy- 
three  years  of  age  who  died  following  a resection 
in  a femoral  hernia;  a 50  per  cent  mortality  rate 
for  primary  resection,  which  is  much  too  high  but 
conforms  to  the  average  mortality  rate  given  for 
primary  resection  in  this  stage  of  strangulation. 

The  treatment  in  this  stage  is  divided  into  two 
parts:  first,  primary  resection,  and  second,  drain- 
age of  the  loop  in  situ,  later  re-establishing  the 
continuity  of  the  bowel.  Watson®  states  that  rou- 
tine emptying  of  the  proximal  loop  before  an- 
astomosis lowers  the  mortality  rate  25  to  50  per 
cent,  but  Elman®  from  his  ex]:>erience  does  not 
think  emptying  and  stripping  of  the  proximal  seg- 
ments is  valuable.  This  is  still  a controversial 
point.  Mclver'®  in  a review  of  147  cases  of  exter- 


nal strangulated  hernias  at  the  Massachusetts 
General  Hospital  for  the  ten  year  period  from 
1918  to  1927  states  that  fifteen  resections  were 
done,  eight  with  immediate  anastomosis  and  in 
seven  the  ends  of  the  intestine  were  brought  out 
and  the  anastomosis  reserved  for  a secondary  op- 
eration. There  were  five  deaths  in  each  group. 
Frankaid^  in  reporting  the  results  of  a collective 
investigation  instituted  by  the  Association  of  Sur- 
geons of  Great  Britain  and  Ireland  on  strangu- 
lated hernia  finds  a 42.8  mortality  rate  in  105 
cases  of  primary  resection  and  says  that  “second- 
ary resections  after  preliminary  drainage,  of 
which  seven  were  performed  with  one  death,  pre- 
sent an  entirely  different  problem  as  no  obstruction 
is  present  at  the  time  of  operation.” 

Primary  resection  is  ideal  but  can  it  be  done 
with  satisfactory  results?  Yes,  if  it  is  used  only 
in  those  cases  in  which  there  is  little  or  no  ob- 
struction. When  obstruction  is  present  in  suffi- 
cient amount  to  become  a factor,  the  obstruction 
should  be  relieved  in  the  simplest  manner  pos- 
sible, that  is,  by  draining  the  gangrenous  loop  in 
situ  or  by  removing  the  loop,  leaving  the  ends 
open.  One  may  also  place  a de  Pezzer  catheter 
in  each  end,  the  proximal  one  to  carry  away  the 
drainage,  thus  keeping  the  wound  cleaner,  and  the 
one  in  the  distal  end  for  the  administration  of 
fluids.  Re-establishment  of  the  continuity  of  the 
bowel  is  to  be  done  as  soon  as  the  patient’s  con- 
dition is  satisfactory.  High  fistulas  are  not  well 
tolerated,  but  in  strangulated  external  hernia  the 
segment  involved  is  usually  low.  I believe  the 
two  stage  operation  must  be  adhered  to  in  the 
presence  of  acute  intestinal  obstruction  if  we 
expect  to  show  any  improvement  in  the  mortality 
rates  which  now  stand  between  40  and  50  per  cent. 
Repair  of  the  hernia  is  made  according  to  one’s 
preference.  If  the  bowel  is  drained  in  situ  the 
hernia  repair  is  deferred. 

Postoperative  care  is  routine  unless  there  has 
been  local  repair  of  the  bowel  or  primary  resec- 
tion. In  these  cases  the  patients  should  receive 
plenty  of  morphine,  nothing  by  mouth  for  three 
of  four  days,  and  fluids  by  other  routes.  Enemas 
should  not  be  given  before  forty-eight  hours 
have  elapsed,  and  no  laxative  until  the  patient  is 
up  and  about.  For  shock  one  should  give  500 
cubic  centimeters  of  ten  per  cent  gum  acacia,  and 
if  it  is  due  to  hemorrhage,  a transfusion  should 
be  done.  If  symptoms  of  peritonitis  develop 
after  a loop  which  was  thought  to  be  viable,  has 
been  replaced,  a prompt  laparotomy  is  indicated. 

634  Davidson  Buildinp. 
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SEQUELAE  OF  HEAD  INJURIES* 

A.  L.  Sahs,  IM.D.,  State  Psychopathic  Hospital, 
Iowa  City,  Iowa 

The  high  speed  of  modern  travel  and  the  wide- 
spread use  of  the  automobile  have  made  the  sub- 
ject of  head  injuries  and  their  sequelae  a matter 
deserving  our  special  attention.  Craniocerebral 
injuries  are  not  as  common  in  industrial  accidents 
as  other  traumatic  lesions,  but  they  assume  par- 
ticular importance  because  of  their  medicolegal 
aspects.  It  is  important  for  physicians  to  re- 
member that  there  is  not  always  a parallelism  be- 
tween the  extent  of  injuri?  to  the  skull  and  to  the 
brain.  It  follows,  then,  that  there  may  be  definite 
evidence  of  skull  fracture  without  serious  cere- 
bral damage.  On  the  other  hand,  the  brain  may 
be  severely  injured  without  there  being  any  signs 
of  fracture  of  the  skull.  Aside  from  the  possi- 
bilities of  complications  such  as  meningitis  from 
a compound  skull  fracture  the  important  question 
confronting  us  in  a head  injury  case  is  the  amount 
of  damage  to  the  brain  rather  than  the  condition 
of  the  skull. 

Following  a blow  on  the  head  a patient  may 
suffer  from  any  of  the  following  conditions: 

(1)  Concussion.  Trotter  has  adequately  de- 
fined this  condition  as  “one  of  widespread  paraly- 
sis of  the  functions  of  the  brain  which  comes  on 
as  an  immediate  consequence  of  a blow  on  the 
head,  has  a tendency  to  spontaneous  recovery,  and 
is  not  necessarily  associated  with  any  gross 
organic  change  in  the  brain  substance.”  Concus- 
sion may  prove  fatal  if  it  involves  the  medullary 
centers.  Usually,  however,  there  is  complete  re- 
covery in  a few  days,  the  depression  of  cerebral 
function  being,  to  some  extent,  proportionate  to 
the  severity  of  the  blow. 

(2)  Contusion.  This  condition  is  character- 
ized by  capillary  hemorrhage  and  edema  of  the 
brain.  Because  the  brain  is  enclosed  in  a rigid 
container,  the  volume  of  intracranial  contents  re- 
mains the  same.  A limited  swelling  of  the  brain 
can  probably  be  accommodated  by  displacement  of 
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neighborhood  veins  and  cai)illaries  will  be  com- 
pressed. In  any  other  part  of  the  body  the  prod- 
ucts of  injury  would  ordinarily  be  carried  away 
by  the  blood  vessels  and  the  lymphatic  system. 
Because  edema  of  the  brain  interferes  with  circu- 
lation in  its  neighborhood,  its  own  absorption  is 
impeded.  Contusion,  when  severe,  may  prove 
fatal  within  a few  hours  from  medullary  paralysis, 
or  may  be  complicated,  for  example  by  pneumonia. 

(3)  Cerebral  Laceration.  In  this  condition 
there  is  gross  solution  of  continuity  of  brain  sub- 
stance. 

(4)  Cerebral  Compression.  Compression  may  j 

result  from  depressed  skull  fracture,  and  from 
subdural  hemorrhage  which  is  about  twice  as  com- 
mon and  usually  carries  a much  poorer  prognosis  i 
than  extradural  hemorrhage  which  is  most  fre-  j 
quently  located  at  the  site  of  a ruptured  middle  I 

meningeal  artery.  It  is  in  this  latter  type  and  I 

in  the  cases  of  depressed  skull  fracture  that  the  I 
results  from  prompt  surgical  intervention  are  p 

most  efficacious.  I 

The  late  effects  of  head  injuries  are  of  particu- 
lar interest  to  us  in  this  discussion.  An  infrequent, 
but  none  the  less  important  late  sequel  is  the  trau- 
matic subdural  hematoma  which  may  present  its 
initial  symptoms  weeks  or  months  after  the  injury. 

In  this  complication  there  occurs  an  increase  in 
size  following  the  initial  formation  of  a hemor- 
rhage filled,  mesothelial  lined,  semi-permeable 
arachnoid  membrane.  Due  to  the  osmotic  tension 
of  the  blood,  proteins  contained  within  the  cyst, 
body  fluids,  particularly  cerebrospinal  fluid,  are 
drawn  into  the  sac,  resulting  in  a brain  tumor 
syndrome.  Fortunately  the  cortex  underlying  one 
of  these  cysts  is  not  greatly  damaged  and  the  con- 
dition is  amenable  to  surgical  treatment. 

The  frequency  with  which  epileptic  seizures 
follow  severe  head  injury  has  been  variously  esti- 
mated between  four  and  twenty-five  per  cent.  : 
Probably  two  to  five  per  cent  would  be  more  nearly  ' 
correct.  The  difficulties  in  establishing  a cause- 
effect  relationship  are  obvious  because  the  latent  | 
period  between  the  injury  and  the  onset  of  the  ^ 
spells  is  extremely  variable.  Those  cases  which  fl 

show  epileptic  seizures  beginning  within  two  p 

months  properly  fall  into  this  group.  The  onset  I 
of  seizures  after  this  period  may  produce  differ-  I 
ences  of  opinion  regarding  etiology.  It  has  been  fi 

.stated  that  epilepsy  of  this  type  is  most  likely  to  f 

occur  when  vascularized  scar  tissue  unites  the 
surface  of  the  brain  to  the  dura.  Encephalography 
may  show  the  area  of  adherent  dura,  but  more 
likely  the  ventricular  .system  will  be  drawn  to  the 
side  of  the  lesion.  The  traumatic  origin  of  epi- 
lepsy can  he  established  if  there  is  adequate  his- 
tory of  injury,  and  especially  if  there  is  a focal 
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onset,  if  there  are  persistent  signs  of  a focal  cere- 
bral lesion,  and  if  the  radiographic  abnormalities 
described  above  are  present.  The  treatment  is 
conservative  at  first,  by  the  use  of  bromides  or 
luminal,  with  plans  toward  excision  of  the  scarred 
area  if  the  former  measures  do  not  alleviate  the 
symptoms. 

The  residual  monoplegias,  hemiplegias  and 
aphasias  deserve  mention.  These  frequently  re- 
sult from  severe  trauma  to  localized  areas  in  the 
brain. 

A condition  of  particular  interest  to  us  is  the 
posttraumatic  syndrome.  The  persistent  and 
chronic  complaints  of  the  patient  with  this  afflic- 
tion tax  our  diagnostic  and  therapeutic  skill.  The 
development  of  a posttraumatic  state  as  a sequel 
to  head  injury  is  frequently  of  considerable 
medicolegal  importance.  Unfortunately  the  later 
symptoms  of  cerebral  contusion  are  not  uncom- 
monly regarded  as  neurotic.  A review  of  a few 
of  the  symptoms  gives  us  an  idea  of  the  possible 
ramifications.  One  of  the  most  common  com- 
plaints is  headache.  When  the  patient  is  at  rest 
he  may  be  quite  comfortable.  On  exertion  or 
stooping,  the  symptom  becomes  dull,  pressing, 
throbbing.  Excitement,  worry  and  anxiety  un- 
questionably aggravate  the  difficulty.  Dizziness  is 
another  important  symptom.  It  may  take  the 
form  of  simple  giddiness  on  standing  or  stooping, 
or  it  may  seriously  interfere  with  locomotion. 
X’ext  in  line  is  profound  fatigue.  These  patients 
actually  are  neurasthenic  with  loss  of  drive  and 
inability  to  perform  their  previous  duties.  Intro- 
spection results : they  become  irritable ; noises 
bother  them.  Mental  exertion  being  painful,  they 
lie  around  doing  nothing.  It  is  surprising  at 
times  how  little  a thorough  physical  and  neuro- 
logic examination  will  reveal.  In  many  cases  there 
are  no  objective  evidences  of  pathology.  In  other 
words  the  subjective  complaints  greatly  outweigh 
the  objective  findings.  Yet  to  regard  these  pa- 
tients as  neurotic  in  character,  merely  because  we 
can  find  nothing  on  physical  examination,  is 
dangerous.  It  has  been  previously  stated  that  in 
a true  case  of  cerebral  contusion  the  main  change 
is  in  the  cerebral  vascular  system.  The  blood 
vessels  of  the  brain  are  dilated  ; the  brain  is  edema- 
tous and  filled  with  multiple  petechial  hemor- 
rhages. Diapedesis  of  red  and  white  cells  occurs : 
later  scarring  may  follow.  \\T  can  more  logically 
understand  the  headaches  and  other  .symptoms 
when  we  realize  that  the  vascular  system,  par- 
ticularly the  vasomotor  control  is  damaged.  The 
blood  supply  may  he  sufficient  at  rest  hut  be  lack- 
ing on  exertion.  On  change  of  posture  the  ab- 
sence of  the  elastic  quality  to  the  dilated  cerebral 
vessels  jirevents  comjiensation  to  changes  in  intra- 


cranial volume.  The  advance  of  S}miptoms  and 
later  signs,  such  as  mental  deterioration,  can  be 
explained  on  the  basis  of  the  scarring  which 
results. 

How,  then,  are  we  to  evaluate  the  organic  dis- 
ability in  a given  case  ? That  the  traumatic 
neuroses  do  exist,  and  that  neurotic  symptoms 
frequently  complicate  the  picture,  is  a disturbing 
element  in  the  consideration  of  these  cases.  A 
man  who  is  struck  on  the  head  by  an  object  may 
have  received  a blow  from  which  he  ordinarily 
would  have  recovered  in  a few  days.  He  is  rushed 
to  the  hospital.  X-rays  of  the  skull  are  taken.  His 
friends  and  relatives  are  over-solicitous.  The 
possibilities  of  compensation,  together  with  the 
above  factors  ofifer  a powerful  suggestive  effect 
upon  this  individual.  Previous  personality  traits 
may  make  him  more  susceptible  to  these  in- 
fluences. Upon  getting  up  from  bed  he  is  weak. 
A state  of  anxiety  results.  He  may  not  return 
to  work  because  the  trauma  may  ofifer  an  escape 
from  difficulties  in  life  which  are  not  always  easy 
to  face.  Actual  malingering  is  uncommon,  how- 
ever. Wechsler  in  a recent  review  of  one  hun- 
dred cases  of  late  effects  of  head  injury  found 
only  one  case  of  actual  malingering.  Foster  Ken- 
nedy has  outlined  eight  criteria  which  ofifer  a basis 
for  the  study  of  these  cases.  One  needs  to  em- 
phasize in  this,  as  well  as  in  the  study  of  other 
disorders,  the  importance  of  an  accurate  history. 

A.  Absolute  Criteria. 

1.  Roentgen  evidence — skull  fracture. 

2.  Bloody  spinal  fluid. 

3.  Bleeding  from  the  orifices,  especially 
from  the  ears. 

4.  Focal  cerebral  palsies. 

B.  Presumptive  criteria  in  order  of  impor- 
tance. 

1.  Convulsive  states,  proved  to  be  posttrau- 
matic. 

2.  Ventricular  distortion,  proved  to  he  post- 
traumatic. 

3.  History  of  prolonged  unconsciousness. 

4.  History  of  adequate  trauma,  with  espe- 
cial consideration  to  the  occurrence  of 
vomiting  following  the  injury. 

The  management  of  a case  of  head  injury,  to 
avoid  as  far  as  possible  the  development  of  a post- 
traumatic state,  is  of  extreme  importance.  A 
three  weeks’  period  of  absolute  bed  rest  after  a 
.severe  brain  injury  is  considered  minimal.  Phy- 
sicians should  not  suggest  questions  of  medico- 
legal importance  to  the  patient ; suggestions  that 
serious  injury  is  present  or  has  been  narrowly 
escaped  should  be  avoided  if  possible.  At  the 
appropriate  time  the  injured  man  .should  return 
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to  work ; if  necessary,  he  should  be  given  a lighter 
job  at  the  same  salary  in  the  same  factory  or  office. 
Matters  pertaining  to  compensation  should  be 
handled  in  a lump  sum  settlement.  Appropriate 
psychotherapy  should  be  used  in  the  traumatic 
neuroses,  depending  upon  the  nature  of  the  cases. 

The  traumatic  psychoses  also  deserve  consid- 
eration. These  make  up  a rather  poorly  defined 
group  and  a very  infrequent  one  as  an  admission 
diagnosis  to  hospitals  for  mental  diseases.  The 
following  data  have  been  collected  from  the  rec- 
ords of  the  State  Psychopathic  Hospital : 


Traumatic  Psychoses,  1931-1934 


Diagnosis  as  Recorded : 


Males  Females  Total 


Traumatic  Psychosis  11  3 14 

Posttraumatic  Constitution ...  4 4 

Posttraumatic  Dementia 1 1 

Posttraumatic  Behavior  Prob- 
lem   1 1 


17  3 20 

Total  cases  of  all  types  admitted  to  same 


institution  3861 

Per  cent  of  total  cases  diagnosed  as  trau- 
matic psychosis 5% 

Condition  of  above  patients  eighteen  months  or 

more  after  admission : 

Completely  recovered  and  working 10 

Transferred  to  state  hospitals: 

Retained  2 

Discharged  as  improved 3 

Unimproved  but  not  requiring  hospitaliza- 
tion   2 

Final  result  unknown 3 


Even  in  these  cases,  psychopathic  traits,  alcohol- 
ism, tainted  heredity  and  contemporary  worries 
undoubtedly  played  a part.  Wechsler  makes  note 
of  the  fact  that  there  is  considerable  laxity  in  the 
use  of  the  term  traumatic  insanity,  and  would  not 
include  such  cases  showing  delirium,  excitement 
and  disorientation,  whether  brief  or  prolonged, 
occurring  in  the  acute  course  of  skull  fractures 
and  brain  injuries  under  the  traumatic  psychoses. 
It  is  actually  true  that  such  cases  are  not  recorded 
as  psychotic  because  of  the  relatively  short  period 
of  confusion.  Protracted  delirium,  with  confabu- 


tions such  as  influenza.  Paranoid  projections 
may  make  their  appearance. 

The  subject  of  birth  injuries  should  be  men- 
tioned. In  these  cases,  too,  an  accurate  history  is 
important.  With  an  adequate  history  of  trauma 
at  birth  and  a resultant  hemiplegia  or  monoplegia 
the  diagnosis  can  be  substantiated.  Developmen- 
tal defects  are  more  than  likely  responsible  for 
the  usual  case  of  mental  deficiency  or  spastic 
diplegia. 

CONCLUSIONS 

The  sequalae  of  head  injuries  have  been  re- 
viewed. In  a field  of  medicine  in  which  opinions 
differ  markedly  and  in  which  the  pitfalls  are  many, 
the  examiner  must  carefully  evaluate  signs  and 
symptoms  as  a result  of  a complete  history  which 
includes  personality  studies,  a thorough  physical 
examination,  and  reliable  laboratory  and  other 
diagnostic  procedures  at  his  command. 
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DIFFERENTIAL  DIAGNOSIS  OF 
LESIONS  IN  THE  RIGHT  SIDE 
OF  THE  ABDOMEN* 


lations  may  result,  liowever,  and  may  last  for 
weeks  or  months.  A case  of  this  type  is  in  the 
Psychopathic  Hospital  at  this  time,  a woman  who 
presents  the  clinic  picture  of  a Korsakow’s  psy- 
chosis with  disorientation  for  time  and  place,  de- 
ficient memory  and  a marked  tendency  to  con- 
fabulate. The  posttraumatic  patient  usually 
shows  decreased  tolerance  to  alcohol  and  infec- 


With Special  Reference  to  Urology 
A.  G.  Eleischman,  M.D.,  Des  Moines 

Obviously,  the  subject  of  clinical  symptomatol- 
ogy referred  to  the  right  side  of  the  abdomen  is  so 
comprehensive  that  a detailed  analysis  cannot  be 
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undertaken  in  a paper  of  this  scope.  An  attempt 
will  be  made,  however,  to  enumerate  some  impor- 
tant differential  diagnostic  points  which  have  been 
of  assistance  to  the  speaker  in  interpreting  the 
confusing  picture  which  is  so  often  encountered. 
Reasons  for  the  difficulty  surrounding  the  diagno- 
sis of  right-sided  abdominal  lesions  are  obvious. 
Not  only  are  there  a number  of  important  struc- 
tures in  this  part  of  the  abdomen,  but  they  are  in 
close  proximity  to  one  another.  Manifestations 
of  disease  in  these  various  viscera  are  so  numer- 
ous and  often  of  so  similar  a nature  that  the  diag- 
nostic acumen  of  the  ob.server  is  frequently  taxed. 

This  paper  seeks  to  emphasize  the  various  pos- 
sible causes  capable  of  producing  symptoms  of  a 
confusing  nature  in  the  right  side  of  the  abdomen, 
and  to  point  out  methods  of  avoiding  errors  by  the 
intelligent  application  of  modern  diagnostic  aids. 
Special  attention  will  be  given  to  urologic  condi- 
tions, inasmuch  as  I have  observed  numerous  pa- 
tients who  have  had  many  surgical  procedures  per- 
formed for  complaints  in  the  right  side  of  the 
abdomen,  without  relief.  Subsequent  urologic  in- 
vestigation in  these  cases  has  demonstrated  hith- 
erto unsuspected  lesions  of  the  right  kidnev  and 
ureter  which  were  responsible  for  the  confusing 
symptomatology,  and  for  the  fruitless  surgerv  to 
which  these  patients  had  been  subjected. 

The  appendix  is,  of  course,  among  the  first  or- 
gans to  fall  under  suspicion  when  the  clinician  is 
confronted  with  symiitomatology  pointing  to  the 
right  side  of  the  abdomen.  In  tbe  diagnosis  of 
acute  appendicitis,  there  are  certain  cardinal,  reli- 
able facts  which  must  always  be  borne  in  mind. 
In  the  first  place,  the  pain  of  appendicitis  rarely 
begins  in  the  right  side.  In  the  majority  of  in- 
stances, it  starts  in  the  mid-epigastrium,  localizing 
in  the  right  lower  cjuadrant  from  a few  hours  to 
forty-eight  hours  after  the  onset.  Secondly,  the 
pain  is  usual Iv  accompanied  by  nausea  and  vomit- 
ing. In  the  third  place,  the  fever  in  acute  appen- 
dicitis is  lower  than  in  other  right-sided  abdominal 
conditions,  and  .seldom  reaches  the  higher  levels 
seen  in  pyelitis,  salpingitis,  or  acute  cholecystitis 
and  cholangeitis.  True  chills  are  .seldom  .seen  in 
acute  appendicitis.  Fourthly,  localized  tenderness 
and  rigidity  are  present  in  the  vicinity  of  iMc- 
Rurney’s  point.  The  diagnosis  of  chronic  appen- 
dicitis should  be  made  with  caution  becau.se  of  the 
inanv  conditions  that  may  produce  recurrent  right 
lower  quadrant  pain.  Statistics  from  large  clinics 
.show  that  from  .'iO  to  70  per  cent  of  patients  diag- 
nosed as  having  chronic  appendicitis  fail  to  ob- 
tain permanent  benefit  from  appendectomv.  .V 
careful  history  is  of  utmost  im])ortance  when  a 
diagnosis  chronic  appendicitis  must  be  con- 
sidered Without  a story  of  previous  acute  at- 


tacks, the  diagnosis  is  open  to  serious  question. 
Especially  in  the  absence  of  gastric  symptoms, 
chronic  appendicitis  should  not  be  considered  until 
ptosis  of  the  kidney : stone,  stricture,  or  kink  of 
the  ureter ; and  pyelitis  have  been  excluded. 

Lesions  of  the  female  generative  organs  ai’e 
often  responsible  for  symptoms  of  a confusing 
nature.  The  most  common  gynecologic  conditions 
requiring  differentiation  from  urinary  tract  path- 
logy  are  : Neisserian  salpingitis,  ruptured  ectopic 
gestation,  and  twisted  ovarian  cyst.  The  history 
and  the  presence  of  the  specific  organisms  in  ure- 
thral and  cervical  smears  are  important  in  the 
diagnosis  of  salpingitis.  Ruptured  ectopic  preg- 
nancy usually  produces  a characteristic  picture, 
with  sudden,  severe  pain  in  the  lower  abdomen, 
rapid,  thready  jiulse,  normal  or  subnormal  temper- 
ature, pallor  and  air  hunger  of  an  internal  hemor- 
rhage, and  a boggy  mass  in  the  cul-de-sac  of 
Douglas.  In  all  of  these  conditions,  the  findings 
of  a careful  bimanual  examination,  performed 
under  general  anesthesia  if  necessary,  are  of  great- 
e.st  importance. 

Lesions  of  the  biliary  tract  are  important  be- 
cause they  are  frequently  confused  with  pathology 
in  the  right  kidney.  Most  common  of  these  bil- 
iary tract  lesions,  in  this  respect,  is  cholelithiasis. 
These  patients  usually  suffer  the  characteristic 
pain  of  gall-stone  colic.  The  pain  is  very  severe 
at  times,  and  almost  invariably  radiates  to  the  back 
and  to  the  right  shoulder.  The  greatest  tender- 
ness is  at  the  margin  of  the  right  ribs.  There  may 
or  may  not  be  jaundice,  and  with  infection,  irregu- 
lar fever  and  chills.  Pyelography  and  cholecys- 
tography are  the  deciding  factors  in  the  differen- 
tial diagnosis.  Occasionally,  lateral  and  stereo- 
scopic films  may  be  required  to  determine  whether 
one  is  dealing  with  renal  or  biliary  calculi.  It 
must  be  borne  in  mind  that  the  jiatient  may  have 
both  gallbladder  disease  and  stones  in  the  right 
kidney.  Prolapse  of  the  liver  may  be  confused 
with  a ptosis  of  the  right  kidney.  The  differential 
diagnosis  can  ordinarily  be  made  by  pyelographic 
study,  particularly  when  the  patient  is  examined 
in  both  upright  and  recumbent  positions.  Retro- 
peritoneal tumors,  tumors  of  the  me.scntery,  and 
other  extra-ureteral  pathology  may  also  be  dif- 
ferentiated by  ureteropyelography. 

Among  lesions  of  the  gastro-intestinal  tract, 
peptic  ulcer  is  of  importance  here  chiefly  because 
its  complications  may  present  jwzzling  diagnostic 
pictures.  Acute  or  subacute  perforation  of  a pep- 
tic ulcer  may  be  confused  with  any  of  the  lesions 
impeding  exit  of  urine  from  the  right  kidney. 
Acute  perforation  is  ordinarily  a striking  and  char- 
acteristic picture.  Patients  with  suhacute  jier- 
foration  usually  give  a history  of  preceding  gas- 
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trie  discomfort,  more  or  less  typical  of  ulcer  dis- 
tress. As  in  ]>erforation  of  any  other  hollow  vis- 
cus,  these  accidents  are  often  accompanied  bv  con- 
siderahle  de.ijrees  of  shock.  Confusing  findings 
are  often  found  in  lesions  of  the  large  intestine. 
INIalignancy  of  the  hepatic  flexure  and  cecum  may 
offer  special  difficulty  in  differential  diagnosis. 
These  patients  usually  have  a characteristic  his- 
tory, coupled  with  rather  marked  anemia,  some- 
times of  the  primary  type,  and  with  right  upper 
fjuadrant  symptomatology.  Both  gastro-intesti- 
nal  radiogra])hy  and  ureteropyelography  may  be 
necessary  to  exclude  urinary  tract  disease.  “Coli- 
tis" is  a diagnosis  made  with  increasing  frequency 
in  patients  complaining  of  vague,  right-sided  ab- 
dominal pain.  This  condition  of  irritable  bowel 
mav  produce  a ])icture  very  much  like  that  of  a 
right-sided  hydronenhrosis,  even  to  the  associated 
constipation  in  both  conditions.  One  must  he 
alert  to  the  frequency  of  ureteral  narrowing  and 
urinary  retention,  and  there  are  manv  cases  in 
which  a diagnosis  of  “colitis”  nr  irritable  bowel 
should  not  be  made  until  after  careful  urologic 
investigation.  Subdiaphragmatic  abscess  can  pre- 
sent a difficult  problem.  U.sually  there  is  a his- 
tory of  antecedent  infection,  such  as  an  acute  ap- 
pendicitis. Chest  x-rays  and  occasionallv  the  as- 
jiirating  needle,  used  with  due  regard  to  the  pos- 
sibility of  infecting  the  pleural  cavity,  are  diag- 
nostic aids  of  imTiortauce.  Perinephritic  abscess 
must  be  kept  in  mind  in  the  differentiation  of  sub- 
diaphragmatic  collections  of  pus. 

Lesions  of  the  central  nervous  svstem  are  occa- 
sionally encountered,  and  these  pre.sent  a confus- 
ing syndrome.  Tabes  dorsalis,  and  rarely,  multiple 
sclerosis,  are  of  particular  importance. 

Against  this  background  of  symptomatology 
arising  from  other  organs,  let  us  now  sketch 
briefly  the  clinical  significance  of  pain  in  its  rela- 
tion to  upper  and  lower  urinary  tract  pathologv. 
Perhaps  the  most  accurate  and  valuable  de.scrip- 
tion  of  pain  of  upper  and  lower  urinary  tract 
origin  has  been  given  by  Randall.  He  differen- 
tiates two  main  tv]ies : true  renal  pain,  and  so- 
called  pelvic  pain.  The  first  is  due  to  tension 
within  the  renal  capsule;  the  second  arises  from 
increased  pressure  within  the  renal  pelvis.  This 
anatomic  understanding  is  of  considerable  diag- 
nostic importance  because  it  assists  the  clinician  in 
locating  the  site  of  the  pathology.  True  renal  pain 
of  the  first  type,  that  due  to  increased  intracapsu- 
lar  tension,  has  some  well  defined  characteristics. 
It  is  usually  a dull,  constant  ache:  it  is  ordinarily 
unilateral,  at  times  it  may  extend  across  the  mid- 
line, but  it  seldom  radiates  downward.  It  is  situ- 
ated almost  invariably  in  the  costovertebral  angle, 
and  can  be  elicited  or  intensified  by  fist  percussion 


in  this  area.  It  is  this  form  of  pain  which  is  so 
frequently  associated  with  renal  tuherculosis,  tu- 
mors, subcapsular  abscess,  and  perinephritis.  This 
pain  frequently  must  be  differentiated  from  the 
discomfort  of  a lumbago.  Lumbago  paiu  is  worse 
in  the  morning  when  the  patient  arises,  and  wears 
off  as  the  day  progresses,  while  the  pain  of  a 
kidney  lesion  is  usually  better  in  the  morning  but 
becomes  worse  later  in  the  day. 

The  second  tyjie  of  pain,  renal  pelvic  pain,  is 
that  .seen  during  an  attack  of  kidney  colic.  This 
]>ain  is  always  due  to  pelvic  distention,  and  not  to 
the  actual  passage  of  a rough  calculus  down  the 
ureter  as  is  so  frequently  thought.  This  pain  can 
always  he  reproduced  on  urologic  examination  by  i 
over-distention  of  the  renal  pelvis  through  a ure-  j 
teral  catheter.  Renal  jielvic  pain  has  some  very  j 
definite  characteristics.  It  is  usually  excruciating  | 
and  knife-like:  it  is  transitory,  hut  recurs  fre-  J 
quently : it  radiates  downward,  along  the  distri-  I 
bution  of  the  iliohypogastric  and  ilio-inguinal 
nerves. 

There  is  a third  type  of  pain  which  should  he 
mentioned:  pain  arising  from  the  ureter  in  intrin- 
sic ureteral  di.sease,  such  as  ureteral  stricture,  ure- 
teral tuberculosis,  and  ureteral  tumors.  There  is 
nothing  oathognomonic  about  the  pain  associated 
with  these  conditions.  It  usually  occurs  as  a dull, 
abdominal  ache,  but  the  actual  pathology  is  dififi- 
cult  to  differentiate  by  the  symptom  of  pain  itself. 

It  should  be  observed  in  this  connection  that  when 
a ureteral  calculus  reaches  the  lower  pelvic  por- 
tion of  the  ureter,  bladder  symptoms  often  develop  i 
before  the  stone  has  actually  reached  the  bladder. 
Urinary  frequency,  hematuria,  and  terminal  dy- 
suria  may  be  present. 

Urinary  tract  pathology  may  manifest  itself 
clinically  onlv  by  a gastro-intestinal  syndrome. 
Nausea,  vomiting,  anorexia,  constipation,  occa- 
sionally diarrhea:  one  or  several  of  these  symp- 
toms may  constitute  the  clinical  picture.  Two  fac- 
tors uuderlie  these  gastro-intestinal  manifesta- 
tions. In  the  first  place,  these  patients  mav  have 
a renal  stasis,  with  a resulting  improper  elimina- 
tion of  toxic  products  in  the  urine.  Nausea  and  ^ 
vomiting  may  merely  reflect  an  additional  attempt 
of  the  body  to  eliminate  the  toxic  metabolites  which 
ordinarily  would  he  excreted  through  the  kidneys. 
Secondly,  there  is  a rich  network  of  svmpathetic 
nerves  connecting  the  ganglion  of  the  kidney  and 
ureter  with  the  ganglia  of  the  splanchnic  system, 
which  in  turn  are  connected  with  the  sympathetic 
nerve  supple  of  the  stomach  and  the  large  and 
small  intestine. 

The  diseases  in  which  w'e  find  these  symptoms 
most  prevalent  are : renal  or  ureteral  lithiasis,  pye-  t 
lonephritis,  hydronephrosis  and  hydro-ureter,  B 
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nephroptosis,  ureteral  stricture,  and  Bright’s  dis- 
ease. However,  it  is  in  those  cases  where  we  en- 
counter calculus  formation  in  the  kidney  and  ure- 
ter that  we  have  the  greatest  incidence  of  gastro- 
intestinal symtomatology.  IMany  of  these  patients 
are  treated  symptomatically  for  prolonged  periods, 
and  often  they  have  undergone  some  surgical  pro- 
cedure without  relief.  The  urinary  tract  has  fre- 
quently not  been  investigated  at  all. 

Proper  interpretation  of  abnormal  constituents 
found  in  the  urine  is  essential  to  accurate  diagno- 
sis. Hematuria  is  an  extremely  important  urinary 
finding.  Every  case  with  blood  in  the  urine  which 
presumably  arises  in  the  upper  or  lower  urinary 
tract  should  be  studied  very  carefully.  It  is  abso- 
lutely essential  to  do  cystoscopic  examination,  to- 
gether with  bilateral  ureteral  catheterization  and 
ureteropyelography,  if  one  is  to  determine  ac- 
curately the  source  of  the  bleeding. 

Permit  me  to  emphasize  that  this  examination 
must  be  conducted  while  the  bleeding  is  active — 
this  is  the  proper  time  for  such  an  examination. 
Cessation  of  active  bleeding  makes  accuracy  in 
diagnosis  more  difficult,  and  unless  there  is  a con- 
traindication. cystoscopy  should  be  emploved. 

There  are  a variety  of  lesions  which  may  be 
res]ionsible  for  blood  in  the  urine.  Among  the 
more  important  are  tuberculosis,  tumors,  and  cal- 
culi. Less  common  etiologic  factors  are  trauma, 
hydronephrosis,  movable  kidney,  kidney  infarcts, 
ureteral  strictures,  and  nephritis  of  a toxic  or  in- 
fectious origin.  Both  microscopic  and  macroscopic 
hematuria  are  also  occasionally  observed  in  appen- 
dicitis. acute  or  recurrent,  where  the  inflamed 
appendix  is  in  clo.se  proximity  to  the  ureter. 
Pyuria  is  another  urinary  finding  of  major  impor- 
tance in  differential  diagnosis.  It  is  essential  to 
determine  the  source  of  the  pyuria  in  a manner 
similar  to  that  outlined  for  the  detection  of  blood. 
This  procedure  requires  the  same  thorough  inves- 
tigation as.  does  the  study  of  hematuria.  The  most 
frequent  causes  for  pyuria  are  pyelitis,  with  or 
without  calculus,  hydronephrosis,  ureteral  stric- 
ture, and  tuberculosis.  Occasionally  pus  mav  ap- 
pear in  the  urine  from  the  spontaneous  evacua- 
tion' of  an  appendiceal  nr  tubo-ovarian  abscess 
through  the  bladder. 

It  probably  would  not  be  amiss  here  to  direct 
your  attention  to  proper  methods  of  collecting  a 
specimen  of  urine  for  examination.  It  is  my 
linnest  belief  that  one  cannot  interpret  properly 
the  significance  of  pyuria  when  the  patient  brings 
in  a voided  specimen  of  urine.  The  physician  him- 
self should  collect  the  sjiecimen  of  urine  when  it 
is  at  all  possible  for  him  to  do  so.  Many  jiatients, 
especially  women  ami  young  girls,  can  be  spared 
tlie  inconvenience  and  discomfort  of  urologic 


study  if  a proper  collection  of  the  urine  specimen 
is  carried  out.  All  urine  samples,  wherever  pos- 
sible, and  especially  in  the  female  patient,  adult 
or  child,  should  be  catheterized  specimens.  In  the 
male,  the  anterior  urethra  should  be  thoroughly 
flushed  with  sterile  saline  or  boric  acid  solution, 
and  then  the  patient  should  void  in  three  glasses. 
Frequently  even  this  procedure  should  be  supple- 
mented by  careful  catheterization. 

Finally,  it  should  be  emphasized  that  if  accuracy 
is  to  be  obtained  in  the  differential  diagnosis  of 
the  lesions  to  which  we  have  referred,  it  is  essential 
that  careful  cystoscopic  examination  be  carried 
out.  The  usual  bilateral  catheterization  of  the 
ureters  which  can  thus  be  done,  enables  the  uro- 
logist to  determine  the  presence  of  blood  and  pus; 
to  do  cultures,  stains,  guinea  pig  inoculations,  and 
other  bacteriologic  studies ; and  to  carry  out  func- 
tional studies  on  each  kidney.  Let  us  not  lose 
sight  of  the  great  field  of  usefulness  at  our  com- 
mand in  intravenous  urography,  which  should  be 
used  as  a routine  in  the  diagnosis  of  all  abdominal 
lesions.  It  will  lead  to  earlier  and  more  frequent 
recognition  of  such  conditions  as  hydronephrosis, 
congenital  dilation  of  the  ureter,  anomalies  of  the 
urologic  tract,  ptosis  of  the  kidney,  and  right 
renal  or  ureteral  calculus.  It  is  of  great  assist- 
ance in  cases  of  ruptured  kidney  or  ureter.  It 
will  also  be  of  invaluable  assistance  in  those  pa- 
tients whose  ureters  cannot  be  catheterized  or  in 
whom  cysto.scopy  is  contraindicated. 

CONCLUSIONS 

1.  Symptoms  are  not  always  reliable  in  deter- 
mining the  exact  cause  of  a patient’s  complaints. 
Frequently  thev  are  actually  misleading,  and  can 
cause  considerable  confusion.  The  disease  may  be 
in  one  organ  and  the  symptoms  may  be  referred 
to  another. 

2.  Serious  disea.se  may  be  present  in  the  urinary 
system  with  no  sign  of  disturbance  present  in  the 
usual  urine  analysis. 

3.  All  right-sided  abdominal  pain  is  not  neces- 
sarily organic  in  origin,  and  frequently  is  not  the 
result  of  surgical  pathology. 

4.  Only  by  employing  everv  diagnostic  aid  at 
our  command  can  we  avoid  the  various  diagnostic 
pitfalls  and  errors. 

5.  There  is  an  undue  haste  in  resorting  to  sur- 
gery in  the  treatment  of  many  obscure  ailments. 
If  more  time  and  more  thorough  investigation 
were  devoted  to  the  patient’s  complaints,  manv 
operations  and  much  unnecessary  suffering  might 
be  averted. 

6.  Closer  cooperation  between  the  general  jirac- 
titioner  and  the  specialist  will  result  in  mutual 
benefit  for  both  the  physician  and  the  patient,  and 
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will  often  clarify  situations  which  might  otherwise 
pror  e extremely  embarrassing. 

Author’s  Footnote;  I wish  to  express  my  thanks 
to  Dr.  Daniel  Glomset  and  Dr.  Herman  Smith,  for 
their  valuable  suggestions  and  assistance  in  the  prep- 
aration of  this  article,  and  to  the  many  authors  men- 
tioned in  the  bibliography. 


1105  Equitable  Building. 
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TREATMENT  OE  ASYMPTOMATIC 
XEUROSYPHILIS* 

Robert  X.  Larimer,  ]\I.D.,  Sioux  City 

Although  the  importance  of  findings  in  the 
spinal  fluid  of  syjdiilitic  patients  has  been  recog- 
nized for  many  years,  in  fact  since  1901  when 
\Yidal.  Sicard  and  Ravaut,  noted  lymphocytoses 
in  tabes  and  jiaresis,  and  Guillian  and  Paraut 
two  years  later  noted  an  increase  in  protein 
of  the  spinal  fluid,  and  the  Wassermann  and 
gold  chloride  tests  were  both  discovered  less  than 
ten  years  after,  it  has  been  only  in  the  last  ten 
years  that  the  significance  of  these  positive  find- 
ings in  cases  which  do  not  present  clinical  evi- 
dences of  neurosyphilis  has  been  emphasized. 
Since  about  1924  there  have  been  increasingly 
numerous  reports  of  asymptomatic  neurosyphilis 
and  as  late  as  January  1935,  O’Leary  has  called 
this  form  of  central  nervous  system  invasion,  “the 
most  significant  manifestation’’  of  neurosyphilis. 
The  reasons  which  he  gives  for  this  statement  are  ; 

1.  Asymptomatic  neurosyphilis  becomes  clin- 
ical neurosyphilis  if  the  treatment  is  insufficient. 

2.  The  results  of  adequate  and  intensive  treat- 
ment are  good. 

3.  Early  recognition  and  thorough  treatment 
avoid  the  development  of  the  late  forms  of  neuro- 
syphilis if  adequate  treatment  is  given. 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport,  May  8,  9,  10,  1935. 


Moore  and  O’Leary  have  been  most  active  in 
correlating  studies  of  this  type  of  infection,  and 
much  of  the  material  of  this  paper  is  taken  from 
their  writings.  It  is  interesting  to  note  that  there 
is  little  mention  made  of  the  condition  in  any  of  i 
the  standard  textbooks  or  systems  of  medicine. 

The  name  which  is  relatively  new  defines  the  clin- 
ical state  of  the  individual ; infection  of  the  central 
nervous  system,  proved  by  spinal  fluid  changes, 
without  clinical  signs  or  .symptoms  of  the  invasion. 

\^arious  authorities  have  shown  that  asympto- 
matic neurosyphilis  apjiears  in  about  the  same 
percentage  of  cases  as  does^  symptomatic  neuro- 
syphilis. This  percentage  varies  and  may  be  as 
low  as  20  per  cent  asymptomatic  to  80  per  cent 
.symptomatic  up  to  about  equal  percentages.  This 
emphasizes  the  desirability  of  diagnosing  the 
asymptomatic  type.  Of  the  a.symptomatic  cases 
it  is  to  be  expected  that  of  the  early  group  at 
least  50  per  cent  will  later  develop  neurosyphilis, 
and  of  the  late  group  the  percenta,ge  is  slightly 
higher  for  the  development  of  clinical  neuro- 
syphili.S.  To  recapitulate  this  last  group  of  figures, 
the  percentage  of  asymptomatic  cases  is  as  great 
as  the  symptomatic  group  and  without  treatment 
approximately  50  per  cent  of  the  former  cases 
progress  to  the  latter  group. 

There  are  three  factors  in  the  disease  and  its 
treatment  which  are  important  so  far  as  the  con- 
sideration of  an  individual  case,  its  prognosis  and 
treatment,  are  concerned  : first,  the  period  of  time 
elapsing  between  the  original  infection  and  the 
diagnosis  ; second,  the  amount  and  degree  of  devia- 
tion from  normal  of  the  spinal  fluid:  and  third, 
the  type  of  treatment  which  has  been  given  to  the 
patient.  These  points  will  he  discussed  in  some 
detail. 

Moore  emphasizes  the  importance  of  the  time 
element  in  relation  to  infection  and  diagnosis  and 
response  to  treatment.  Why  one  individual  .should 
develop  neurosyphilis  and  another  not,-  cannot  be 
answered.  Among  the  factors  which  determine 
involvement  of  the  nervous  system  are,  inherent  : 
characteristics  of  the  organism  which  may  make  i 
it  “neurotropic, ’’  the  re.sponse  in  the  development  i 
of  antibodies  to  the  infection  in  the  individual,  or 
protection  which  may  come  from  treatment.  Dur- 
ing the  fir.st  four  years  of  infection,  these  factors 
are  not  static,  and  the  infection  may  advance  or 
recede.  This  first,  uncertain  period  is  called 
“early”  in  contrast  to  the  “late”  period  when  the  l i 
more  or  less  permanent  findings  develop.  One  tl 
may  point  out  then,  at  this  point,  the  fact  that  ij 
treatment  during  the  early  stage,  if  intensive  may  q 
be  expected  to  result  in  a cure  with  the  more  'j 
simple  means  of  treatment.  In  the  late  cases,  ’ 
however,  more  failures  will  result  from  ordinary  r 
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treatment,  and  intraspinal  treatment  and  fever 
therapy  may  be  necessary. 

It  is  of  interest  to  correlate  the  findings  of 
various  investigators  as  to  the  incidence  of  in- 
vasion of  the  central  nervous  system.  The  Co- 
operative Clinical  Committee  feels  that  during  the 
primary  stage  30  per  cent  of  patients  have  labora- 
tory evidence  of  invasion  of  the  nervous  system. 
In  the  second  stage  of  syphilis  the  percentage  rises 
to  35  per  cent,  and  in  poorly  treated  cases  it  may 
rise  to  56  per  cent.  Here  again  the  time  element 
must  be  emphasized.  There  seems  to  be  a pro- 
tective reaction  in  a few  individuals  so  that  the 
percentage  of  infection  may  drop,  even  without 
treatment.  In  other  words  there  is  apparently  a 
spontaneous  improvement  in  a certain  number  of 
cases,  due  it  is  felt,  to  some  active  immunity  which 
develops  against  the  spirochete. 

All  authorities  emphasize  the  importance  of  the 
examination  of  the  spinal  fluid  in  every  syphilitic 
patient.  It  is  not  sufficient  that  the  Wassennann 
test  alone  be  done.  It  is  felt  by  O’Leary  and 
IMoore  that  the  Wassermann  test,  cell  count,  pro- 
tein reactions  and  the  colloidal  gold  or  benzoin 
te.sts  should  be  done  in  every  case  and  if  necessary 
repeated.  The.se  authorities  classify  their  findings 
of  these  factors  into  grades  of  severity  of  infec- 
tion. At  this  time  we  will  only  mention  that  those 
fluids  which  show  less  deviation  from  normal  than 
others,  represent  a lesser  degree  of  infection  and 
it  is  to  be  expected  that  these  cases  will  respond 
better  to  treatment  than  other  cases  which  show 
a greater  deviation  from  normal.  There  is  no 
definite  relationship  between  blood  and  spinal  fluid 
Wassermann  reactions. 
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Treatment  of  asymptomatic  neurosyphilis  has 
been  shown  to  give  response  in  direct  proportion 
to  the  regularity  and  continuity  of  treatment.  By 
treatment  one  means  courses  of  arsphenamine  or 
neoarsphenamine  in  adequate  do.sage.  These  may 
be  given  simultaneously,  or  alternating  arsenic 
with  bismuth  or  mercury.  Certainly  there  is  no 
standardization  as  to  the  form  of  bismuth  or  mer- 
cury to  be  used.  Arguments  have  been  engaged  in 
for  some  time  as  to  the  physical  and  chemical 
combinations  of  the  heavy  metals  and  their  effec- 
tiveness. Each  drug  firm  has  its  own  esjiecial 
tyi)e  and  among  physicians  there  ap])arent!v  is  no 
unanimity  as  to  which  to  use. 

The  Cooperative  Clinical  Committee  has  defi- 
: nitely  outlined  an  o])tinium  treatment  in  two  re- 
j cent  articles.  To  generalize,  their  conclusions 
suggest  the  use  of  more  than  twenty  injections 
■ of  arsj)henamine  with  accompanying  heavy  metal 
(luring  the  first  two  years  of  infection.  The  com- 
I mittee  on  treatment  favors  “continuous  treatment” 
1 which  is  defined  as  uninterrupted  treatment  with 
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arsphenamine  and  heavy  metal — so-called  “over- 
lapping” treatment.  “Intermittent  treatment” — 
which  as  a distinctive  feature  has  rest  interv^als  of 
a month  or  more,  and  “irregular  treatment”  which 
is  absolutely  irregular  in  time  and  therapeutic 
agency,  give  progressively  poorer  results. 

O’Leary  states  that  approximately  85  to  90  per 
cent  of  the  patients  respond  satisfactorily  to  ars- 
phenamine and  heavy  metal  therapy.  He  does 
not  state  whether  or  not  this  includes  spinal  treat- 
ment by  the  Swift  Ellis  method.  IMention  should 
be  made  that  O’Leary  is  impressed  with  the  value 
of  this  latter  technic  and  believes  that  it  should 
1)6  more  generally  used.  For  the  remaining  10 
to  15  per  cent  of  cases,  nonspecific  fever  therapy 
is  advised.  Unfortunately,  this  by  its  very  nature, 
cannot  be  used  widely  since  institutional  care  is 
usually  necessary  whatever  form  of  heat  therapy 
is  used.  O’Leary  feels  that  immediate  treatment 
with  arsenic  and  heavy  metals  following  the 
malaria  episode  is  not  necessary  and  that  one  can 
safely  wait  at  least  six  months  to  obsen^e  what 
changes  may  occur.  Other  men  use  routine  treat- 
ment immediately  following  malaria,  and  with 
others  tryparsamide  is  popular.  O’Leary  states 
that  cures  may  result  in  all  but  two  per  cent  of 
asymptomatic  neurosyphilitic  cases  if  all  of  the 
various  therapeutic  attacks  are  used.  Moore’s 
figures  are  not  as  optimistic  as  those  of  O’Leary, 
although  it  is  difficult  to  compare  different  groups 
of  ca.ses.  However,  Moore’s  patients  did  not 
seem  to  respond  to  treatment  as  well  as  O’Leary’s. 

One  feature  which  Ho{)kin  and  IMoore  empha- 
size is  worth  noting  at  this  time : namely,  the 
prognostic  significance  of  negative  spinal  'fluid 
findings  in  early  and  late  syphilis.  They  state 
that  if  the  fluid  at  various  intervals  during  treat- 
ment is  negatiA^e,  re-examinations  at  subsequent 
dates  will  be  negative  and  so  far  as  parenchyma- 
tous neurosyphilis  is  concerned  its  develojanent 
is  unlikely.  In  late  syphilis  it  is  to  be  expected 
that  a negative  fluid  will  remain  negative,  and  that 
the  ])atient  will  not  develop  neurosyphilis. 

In  conclusion  then,  we  have  emphasized  in  this 
paper  the  importance  of  spinal  fluid  examinations 
in  all  cases  of  syphilis.  The  fre(|uency  of  invasion 
of  the  nervous  .system  even  when  there  is  no 
clinical  evidence  of  this  invasion  has  been  brought 
out.  and  lastly  the  fact  that  treatment  must  be 
governed  by  the  sj>inal  fluid  response  and  results 
de])cnd  upon  giving  the  patient  that  which  is 
necessary  to  cause  a return  to  normal  of  the 
spinal  fluid. 
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INDICATIONS  FOR  SURGERY  IN  PUL- 
MONARY TUBERCULOSIS* 

J.  Carl  Painter,  }iI.D..  Dubuque 

Our  present  knowledge  of  pulnionary  tubercu- 
losis teaches  us  that  resf  is  the  most  important 
and  the  most  successful  remedial  measure  now 
available  in  the  treatment  of  this  disease.  I'lnniobil- 
icafion  of  the  diseased  lung-  is  the  foundation  of 
all  successful  treatment,  whether  it  he  hv  the  aji- 
plication  of  intensive  rest  alone,  or  hy  the  addi- 
tional use  of  surg-ical  measures  further  to  assi.st 
in  the  relaxation  of  the  diseased  lung-  tissue.  It 
is  quite  true  that  the  application  of  bed  rest  and 
projier  medical  supervision  are  sufficient  to  bring 
aliout  recovery  in  many  earlv  and  in  some  ad- 
vanced cases  of  pulmonary  tuberculosis.  Intensive 
rest,  no  matter  how  thoroughly  practiced,  can 
only  reduce  the  mobility  of  the  lung  to  a limited 
degree.  The  rest  cure  is  a long-continued  and 
laborious  process,  and  manv  patients  beginning 
with  the  best  of  intentions,  fall  bv  the  wayside 
before  satisfactory  results  are  obtained.  If 
cavities  have  already  formed,  recovery  by  rest 
alone  is  very  often  a failure.  There  may  be  a 
spread  of  the  disease  by  way  of  the  bronchus  to 
other  parts  of  the  lung.  Natural  processes  of 
healing  may  he  unable  to  approximate  the  walls 
of  cavities,  and  since  absorption  cannot  take  place 
in  these  fibrous  cavities  they  remain  open.  Closure 
of  productive  cavities  lined  by  fibrous  tissue  has 
proved  very  unsatisfactory  by  the  use  of  bed  rest 
alone. 

If  we  are  to  be  successful  in  our  treatment, 
some  other  method  must  be  chosen  in  our  effort 
to  close  these  open  cavities.  Delay  does  not  cure ; 
it  only  prolongs  the  length  of  the  treatment,  and 
reduces  the  chances  of  complete  recoveiw.  The 
prime  object  of  this  surgical  procedure  will  be  to 
put  the  diseased  lung  at  complete  rest  as  nearly 
as  possible,  the  success  of  the  treatment  being  in 
projiortion  to  the  degree  of  collapse  of  the  lung 
obtained,  the  degree  of  collapse  being  governed 
by  the  t\-pe  and  extent  of  the  operation  deemed 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
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advisable  in  each  individual  patient.  Many  types 
of  “surgical  collapse”  are  in  use.  In  this  discus- 
sion we  shall  consider  only  artificial  pneumo- 
thorax. phrenicectomy,  and  thoracoplasty. 

ARTIFICIAL  pneumothorax 

The  most  sinqile  and  efficient  way  to  collapse 
a diseased  lung  is  hv  the  production  of  an  arti- 
ficial pneumothora.x.  Gas  or  air  is  permitted  to 
enter  into  the  pleural  space  until  it  is  partially  or 
completely  filled.  This  air  will  completely  sur- 
round the  elastic  lung  and  cause  it  to  collapse  and 
hecome  less  in  volume.  The  amount  of  air  used  i 
depends  u]ion  the  amount  of  collapse  desired. 
The  advantage  of  this  method  of  collapse  over 
all  other  methods  of  treatment  is  that  after  heal- 
ing has  occurred  the  lung  mav  he  permitted  to  re- 
expand and  again  function  normallv.  Every  pa- 
tient considered  suitable  for  collapse  therapy 
should  be  granted  a pneumothorax  trial.  Every 
patient  with  cavity  formation  should  be  permitted 
an  attempt  at  the  estahlishment  of  a pneumothorax 
unless  there  are  some  special  contraindications. 
Severe  hemoptysis,  when  it  can  be  certainly  known 
from  which  lung  the  bleeding  comes,  is  an  indi- 
cation for  artificial  pneumothorax.  If  the  hemor- 
rhage can  be  temporarily  controlled  by  other 
means,  it  is  probably  better  to  wait  for  a few  days 
before  the  pneumothorax  is  established.  An  ex- 
tensive and  progressive  disease  of  one  lung  is 
another  indication  for  pneumothorax. 

Exudative  types  of  tuberculosis  are  no  contra- 
indication to  pneumotborax.  The  air  space  sepa- 
rates the  diseased  lung  from  the  chest  wall,  even 
though  the  consolidation  does  not  permit  a per-  I 
feet  collap.se.  When  the  consolidation  softens  I 
and  excavation  takes  place  a better  collapse  is  ob-  I 
tahivd.  In  the  meantime,  the  general  condition  I 
of  the  patient  is  greatly  benefited.  It  mav  be  I 
true  that  more  complications  occur  in  patients  I 
with  exudative  lesions  treated  with  pneumothorax,  I 
but  if  these  patients  do  not  do  well  with  this  I 
treatment,  the  chances  are  that  they  would  have  I 
done  much  worse  without  it.  Some  physicians  I 
treating  a large  number  of  tuberculous  patients  I 
advocate  the  aspiration  of  fluid  in  cases  of  tuhercu-  I 
Ions  pleurisy  with  effusion,  and  the  replacement  of  ■ 
this  fluid  with  air.  They  then  continue  the  treat- ■ 
ment  as  a “controlled”  pneumothorax.  This! 
would  seem  to  be  a very  logical  procedure,  espe-  ■ 
daily  in  cases  where  an  active  lesion  is  known  toB 
he  in  the  lung  itself.  This  kind  of  treatment ■ 
should  be  undertaken  only  where  the  patient  isB 
to  be  hospitalized  and  kept  under  the  closest  ob-B 
.servation.  with  repeated  fluoroscopic  examina-B 
tions,  and  a most  careful  study  as  to  the  contentB 
of  the  fluid  removed.  B 
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Disease  of  the  opposite  lung  was  formerly 
looked  upon  as  a contraindication  to  artificial  pneu- 
mothorax upon  the  side  of  the  most  diseased  lung. 
Ry  compression  of  the  most  severely  infected 
lung,  the  patient  may  become  sputum  free:  severe 
toxemia  will  be  lessened,  the  temperature  lowered, 
and  the  general  resistance  greatly  increased.  As 
a rule,  when  the  pulmonary  disease  is  acute,  the 
mediastinum  is  rather  flexible.  When  pneumo- 
thorax is  produced  on  one  side  the  air  pushes  the 
mediastinum  to  the  opposite  side,  causing  consid- 
erable immobilization  with  venous  stasis  of  the 
better  lung.  This  often  occurs  with  a negative 
pressure  in  the  pneumothorax.  Patients  in  sana- 
toria today,  with  moderately  advanced  and  ad- 
vanced tuberculosis,  are  receiving  so  much  benefit 
from  this  type  of  immobilization  that  it  is  being 
used  much  more  frequently  than  before.  Patients 
whom  we  once  considered  unfit  for  surgical  inter- 
vention are  now  being  treated  very  successfullv. 

In  the  treatment  of  minimal  tuberculosis  we 
have  all  erred  in  not  using  pneumothorax  earlv  or 
often  enough.  iManv  patients  have  lost  their  best 
chance  for  recovery  before  pneumotborax  was  be- 
gun. A minimal  progressive  disease  should  be  an 
indication  for  pneumothorax.  This  is  always  true 
in  boys  and  girls  of  high  .school  age.  If  a patient 
under  treatment  with  the  liest  sanatorium  regimen 
shows  progressive  disease  in  x-ray  films,  a pneu- 
mothorax is  indicated,  even  if  the  di.sease  is  mini- 
mal. Watchful  waiting  until  the  disease  has  pro- 
gres.sed  to  excavation,  bacilli  in  the  sputum,  and 
extensive  disease  with  the  formation  of  adhesions 
fa.stening  the  pleura  to  the  chest  wall,  before  a 
pneumothorax  is  contemplated,  is  just  as  bad  as 
waiting  for  an  appendix  to  rupture  before  per- 
forming an  appendectomv.  If  progressive  disease 
could  be  di.scovered  before  destruction  of  lung 
tissue  has  occurred,  before  sputum  containing 
tubercle  bacilli  appear,  a pneumothorax  would  set- 
tle our  difficultv  and  give  the  patient  the  chance 
for  recovery  which  is  his  due. 

PHRENICECTOMY 

Phrenicectomy  is  no  doubt  the  most  abused  op- 
erative collapse  measure  in  use  today.  Tbe  phy- 
sician. in  his  zeal  to  effect  a more  rapid  cure,  has 
probably  stretched  the  indications  for  this  opera- 
tion too  far.  The  surgeon  has  grasped  at  a rea- 
sonably new  operative  procedure  in  the  hope  that 
this  was  the  long  hoped-for  panacea  for  all  those 
tuberculous  individuals  for  whom  pneumothorax 
was  denied. 

It  is  very  discouraging  for  a nhvsician,  whose 
work  is  among  tuberculous  individuals,  to  dis- 
cover at  the  time  of  operation  that  a patient  who 
was  considererl  a jiarticularly  suitable  case  for 


pneumothorax,  is  to  be  denied  this  assistance  be- 
cause of  an  adherent  pleura  due  to  an  old  pleurisy. 
When  we  first  began  to  use  phrenicectomy  the 
disappointment  of  the  patient  probably  caused 
both  tbe  ])hysician  and  the  surgeon  to  institute 
this  operation  for  removal  of  the  phrenic  nerve 
in  cases  which  were  not  exactly  suitable.  Each 
was  influenced  liy  his  enthusiasm  for  a new  oper- 
ation, the  results  of  which  he  hoped  would  be  all 
he  desired  of  it.  Experience  has  shown  that  this 
operation  is  not  a “cure-all,"  and  that  it  has  very 
definite  limitations  which  must  not  be  ignored  or 
pa.ssed  over  lightly. 

Certain  definite  indications  are  present  in  pa- 
tients suitable  for  phrenicectomy.  Where  pneu- 
mothorax is  indicated  and  cannot  be  performed 
because  of  an  adherent  pleura  and  the  inability  to 
find  a free  pleural  space,  the  condition  of  the 
contralateral  lung  must  be  considered  verv  care- 
fully. Eresb,  active,  or  exudative  lesions  in  this 
lung  constitute  contraindication.  If  there  is  dis- 
ease in  the  contralateral  lung  it  must  be  old.  in- 
active and  not  extensive.  Phrenicectomy  should 
be  performed  before  everv  tboraconlasty.  In 
every  patient  where  a thoracoplasty  is  indicated 
and  anticipated,  a removal  of  the  phrenic  nerve 
should  be  done  first.  This  will  provide  as  much 
collapse  as  possible  before  thoracoplastv.  It  will 
reduce  the  amount  of  surgerv  to  be  done  bv  les- 
sening the  length  and  number  f'f  ribs  to  be  re- 
sected. It  will  give  the  mediastinum  an  opnor- 
tunitv  to  readjust  itself.  It  will  give  the  heart  an 
opportunity  to  accommodate  itself  to  increa.sed 
activitv  as  a result  of  the  change  in  position.  .So 
much  improvement  may  follow  this  operation  that 
further  surgerv  will  not  be  necessarv.  Eresh 
apical  cavities  often  beal.  and  absoqition  of  other 
lesions  occurs,  especially  where  there  is  a marked 
elevation  of  the  diaphragm.  Three  to  six  months 
should  elapse  after  this  operation  before  thoraco- 
jilastv  is  considered. 

Phrenicectomv  may  be  used  as  a test  operation 
to  prove  the  ability  of  the  better  lung  to  tolerate 
further  surgerv.  A suspicious  activity  in  the  bet- 
ter lung  may  be  tested  in  this  manner,  although 
the  test  is  not  considered  det)endable.  When  em- 
pyema occurs  as  a complication  of  pneumothorax, 
a thoracoplastv  will  probablv  be  neces.sarv  sooner 
or  later.  .A  resection  of  tbe  phrenic  nerve  is  in- 
dicated early  in  the  course  of  the  cmpveniT,  before 
den.se  adhesions  hav*^  formed  to  fi.x  the  diaphragm 
and  hold  it  down.  The  elevation  of  the  dianhrairni 
will  result  in  a smaller  i)leural  siiacc.  will  give 
better  opportunity  for  tbe  re-expansion  of  the 
collaj)sed  lung,  and  will  give  cau.se  for  less  de- 
structive stirgery  if  a thoracoplasty  is  nece.s.sary 
kiter. 
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Toward  the  end  of  treatment  with  pneumo- 
thorax, when  the  lung  is  being  permitted  to  re- 
expand, a resection  of  the  phrenic  nerve  may  help 
to  conserve  the  results  already  obtained  by  the 
collapse.  Where  the  lung  was  originally  very 
badly  diseased  before  it  was  collapsed,  the  re- 
laxation of  the  diaphragm  will  diminish  the  amount 
of  space  to  be  filled  by  the  re-expanding  lung. 
By  relieving  the  tension  on  healed  lesions  and  scar 
tissue,  the  tendency  to  reactivation  of  quiet  lesions, 
reopening  of  cavities,  etc.,  is  lessened.  When  a 
badly  diseased  lung  under  treatment  with  pneumo- 
thorax is  permitted  to  re-expand,  the  mediastinum 
and  heart  are  often  pulled  over  in  Nature’s  efifort 
to  refill  the  ])leural  space.  The  shifting  of  the 
heart  may  cause  some  distress  for  a time.  Eleva- 
tion of  the  diaphragm  will  give  much  relief  in 
these  cases.  Phrenicectomy  is  an  operation  of 
great  value  when  used  judiciously,  hut  we  must 
never  forget  that  once  jierformed  the  results  are 
permanent  and  cannot  be  recalled. 

EXTRAPLEURAL  THORACOPLASTY 

The  first  objective  in  the  treatment  of  pul- 
monary tuberculosis  is  to  eliminate  all  cavities, 
and  to  make  the  patient  free  from  all  snutum 
which  carries  tubercle  bacilli.  lifanv  individuals 
have  the  wrong  impression  of  a thoracoplastv  op- 
eration. To  them  it  is  a shocking  affair,  resulting 
in  marked  deformity,  with  a high  mortality  rate. 
This  conception  is  entirelv  erroneous.  If  patients 
suitable  for  this  operation  are  pronerlv  chosen 
and  the  surgery  is  properly  done,  the  deformitv 
is  not  noticeable,  and  the  mortalitv  rate  is  not 
high. 

Patients  suitable  for  this  operation  are  limited 
in  number.  Thoracoplasty  should  never  he  used 
in  hopele.ss  cases  as  a last  resort.  The  benefits 
to  patients  for  whom  this  operation  is  necessarv 
would  he  multiplied  many  times  if  we  always 
performed  it  as  soon  as  it  was  indicated,  instead 
of  waiting  and  making  use  of  it  after  a further 
advance  of  the  disease  has  made  the  outcome  and 
results  doubtful.  A typical  and  so-called  textbook- 
case  chosen  for  thoracoplastv  would  be  a patient 
with  a cavity,  with  the  disea.se  stationarv,  or  at 
least  not  progressive,  with  a good  contralateral 
lung,  a patient  upon  whom  pneumothorax  has  not 
been  successful  because  of  adhesions  or  adherent 
pleura,  and  where  the  ]ihrenic  operation  had  not 
obtained  satisfactory  results. 

The  best  results  are  obtained  in  patients  with 
chronic  fibrous  tuberculosis,  where  natural  proc- 
esses of  healing  have  lessened  the  size  of  the 
hemothorax,  pulled  the  mediastinum  over,  im- 
mobilized the  wall  of  the  thorax,  and  elevated  and 
fixed  the  diaphragm.  When  cavities  are  present, 


the  thicker  and  more  fibrous  the  wall,  the  less 
favorable  will  he  the  results.  In  practically  all 
cases  of  empyema  which  occur  during  the  course 
of  a pneumothorax,  a thoracoplasty  later  becomes 
necessarv.  Where  partial  pneumothorax  has  not 
proved  satisfactory  for  collapse,  and  a bulge  of 
the  mediastinum  toward  the  opi>osite  side  is  pres- 
ent, either  the  pneumothorax  should  be  permitted 
to  re-expand,  or  the  mediastinum  stiffened  before 
the  operation. 

Briefly,  thoracoplasty  is  contraindicated  in  pa- 
tients with  disease  of  the  contralateral  lung,  un- 
less it  is  arrested  and  not  extensive ; patients  with 
low  resistance  who  are  noor  surgical  risks  ; patients 
with  a progressive  type  of  disease ; and  patients 
with  the  exudative  type  of  tuberculosis. 

CONCLUSIONS 

1.  Immobilization  of  the  diseased  lung  is  to  be 
desired  in  the  treatment  of  jiulmonary  tuberculosis. 

2.  Artificial  pneumothorax  is  the  most  suitable 
method  of  collapse  if  it  can  he  accomplished. 

3.  Phrenicectomy  may  he  used  where  pneumo- 
thorax is  indicated  and  cannot  he  performed. 
This  operation  is  of  great  value  when  used  judi- 
ciously. 

4.  Extrapleural  thoracoplasty  is  a procedure  of 
great  value  in  the  elimination  of  old,  fibrous 
cavities. 


TUMORS  OE  THE  BREAST* 
Bernard  J.  Dierker,  M.D.,  Eort  Madison 

If  we  hope  to  discuss  intelligently  the  diagnosis 
and  treatment  of  tumors  of  the  breast  it  is  im- 
portant to  emphasize  some  fundamental  facts 
about  the  breast  itself.  Emhrvologically,  the 
breast  has  its  origin  from  the  ectoderm.  It  is- 
reallv  a highly  specialized  sweat  gland  or  series  of 
sweat  glands  which  have  taken  on  the  specific 
function  of  lactation. 

The  anatomy  of  the  breast  is  fairly  simple.  It 
is  located  on  the  anterior  portion  of  the  chest 
wall  where  it  overlies  the  pectoralis  major  muscle, 
the  pectoralis  minor  muscle,  the  serratus  magnus 
muscle,  the  sternum  and  a portion  of  the  sheath 
of  the  rectus  abdomenus  mu.scle.  It  i=;  in  immedi- 
ate contact  with  the  heavy  fascia  that  overlies 
these  muscles.  This  fascia  is  important  in  tumor 
operations.  The  gland  is  covered  by  integument 
or  skin  and  is  open  to  the  outside  by  means  of  the 
nipple,  which  is  made  up  of  the  nipple  proper  and 
the  areola,  where  numerous  sweat  and  sebaceous 
glands  are  found.  The  openings  into  the  nipple 
lead  into  the  ampulla  into  which  the  various  ducts 
enijity.  There  are  usually  fifteen  or  twenty  of 

* Presented  before  the  Eighty-fourth  Annual  Session.  Iowa 
State  Medical  Society.  Davenport,  May  8.  9,  10,  1935. 
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these  ducts.  Following  the  ducts  outward  you 
come  to  the  acini  or  gland  proper  where  the  secret- 
ing cells  are  found.  Between  these  we  have  a sup- 
porting framework  of  connective  tissue  with 
muscle  fibers  under  the  areola  and  fine  fibrous 
bands  extending  to  the  nipple  and  skin.  These 
are  important  in  that  they  play  a leading  part  in 
retraction  of  the  nipple  in  carcinoma  and  skin 
pitting.  In  addition  we  have  a varying  amount  of 
fat  tissue. 

The  skin  origin  of  the  breast  makes  it  easy  to 
understand  and  to  remember  the  blood  and  nerve 
supply.  I will  only  comment  on  the  intercostal 
branches  of  the  vessels  through  the  chest  wall. 
Occasionally  blood-formed  metastases  take  place 
this  way  into  the  chest  and  upper  abdomen. 

The  lymphatic  drainage  is  very  imjiortant  espe- 
cially in  carcinoma  because  it  points  out  the  direc- 
tion of  metastasis,  the  main  lymphatic  channels 
coming  up  the  lateral  border  of  tbe  breast  to  the 
main  glands  of  the  axilla.  The  drainage  varies 
considerably.  At  times  drainage  is  directly  into 
the  supraclavicular  nodes  or  into  the  nodes  high 
in  the  axilla  under  the  pectoralis  major  and  pec- 
toralis  minor  muscles.  Sometimes  a single  gland 
is  found  under  the  very  edge  of  the  pectoralis 
major  muscle  which  shows  early  involvement. 
They  are  found  posteriorly  under  the  margin  of 
the  lattissimus  dorsi.  Lymphatic  glands  may  lead 
across  to  the  ojiposite  breast  and  axilla  or  over  the 
fascia  of  the  rectus  to  the  sternal  angle. 

There  is  one  other  important  factor  and  that  is 
the  evolutional  change.  The  breast  undergoes  very 
definite  changes  during  the  normal  life  of  a 
woman.  All  the  elements  and  structures  are  pres- 
ent at  birth,  but  at  this  time  they  are  in  an  infan- 
tile form.  At  puberty  we  have  the  development 
to  the  matured  functioning  type  of  breast,  and 
even  during  this  time  we  have  the  evolution  of 
lactation.  There  is  a gradual  retrogressive  or  in- 
volutional change  so  that  after  menopause  we 
again  have  a non-functional  type,  that  is  markedly 
atrophied  as  far  as  gland  tissue  is  concerned. 
The.se  changes  undoubtedly  ]>lay  a very  great 
part  in  all  diseases  of  the  breast  and  especially  in 
tumor  formation.  We  would  expect  a diflferent 
tyjie  of  pathologic  process  in  the  infantile  period, 
the  functionating  j)eriod,  and  the  atrophic  period 
of  the  female  breast. 

Probably  the  most  generally  accepted  classifi- 
cation of  breast  tumors  is  that  of  Sir  Lenthal 
Cheatle  as  follows: 

HYPERPLASIA  AND  NEOPLASIA  OF  THE  BREAST 

I.  h'pithelium 

.'\.  Desciuamative  Hyjierplasia 

1.  Mazoplasia 

2.  Cystiphorous 


B.  Neoplasia 

1.  Benign 

a.  Fibro-adenoma 

Subepithelial 

Pericanalicular 

Periacinous 

b.  Pure  adenoma  papilloma 

2.  Malignant — Carcinoma 
II.  Connective  Tissue 

A.  Benign 

1.  Fibro-adenoma 

2.  Fibroma 

3.  Lipoma 

4.  Myxoma 

5.  Angioma 

B.  Malignant — Sarcoma 

However,  for  our  present  purpose  of  practical 
handling  of  breast  cases,  I believe  the  simple 
separation  into  benign  and  malignant  cases  is 
more  satisfactory.  Between  these  I would  like 
to  place  another  group  of  borderline  or  premalig- 
nant  cases.  This  should  represent  all  cases  of 
which  we  are  uncertain.  Clinically,  this  would 
be  a very  large  group,  because  a routine  examina- 
tion of  a breast  tumor  will  leave  a large  number 
in  the  uncertain  class.  Pathologically,  this  group 
would  be  narrowed  to  a very  small  one,  and  vet 
there  are  always  some  in  the  uncertain  class  even 
under  the  microscope. 

On  the  benign  side  I am  going  to  take  up  first, 
cystic  disease  of  the  breast.  I am  not  referring 
here  to  cystic  degeneration  of  a pre-existing 
tumor,  such  as  a fibroma  or  a carcinoma,  but 
rather  to  primary  cystic  disease.  It  may  be  neces- 
sary here  to  digress  a moment  and  say  a word 
about  so-called  chronic  mastitis.  This  is  probably 
only  an  evolutional-  process  caused  by  desquama- 
tion and  degeneration  in  the  ducts  with  at  times 
some  true  inflammatory  change.  As  a rule  a defi- 
nite tumor  is  not  present,  but  there  is  an  irregu- 
larity or  nodular  tendency.  Cheatle  considers  it 
the  first  stage  of  cystic  disease.  Cysts  may  be 
multiple  or  single  as  the  “blue-domed  cyst  of 
Bloodgood.”  Usually  with  more  careful  patho- 
logic study  a single  cyst  will  be  shown  to  have 
numerous  small  cysts  about  it. 

This  brings  us  to  tbe  next  type  of  benign  tumor, 
the  papillomas,  which  may  be  simply  duct  pap- 
illormus  when  found  in  the  ducts,  or  the  so-called 
papillary  cyst  adenormus  when  found  within  the 
cysts.  They  may  be  single  or  multiple : are  gen- 
erally small  and  scarcely  palpable,  but  occasion- 
ally one  becomes  fairly  large.  At  times  they  may 
almost  fill  an  entire  duct  and  its  branches,  d'heir 
presence  is  often  sjioken  of  as  Schimmelbusch’s 
disea.se.  The  nodular  shotty  feeling  breast  is  sup- 
posed to  be  characteristic  of  this.  It  is  here  that 
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we  have  our  first  counterpart  in  malignancy,  the 
papillary  cyst  adenocarcinoma.  It  is  claimed  that 
20  per  cent  of  all  papillomas  are  malignant  or 
undergo  malignant  change.  It  is  impossible  to 
distinguish  these  early  clinically. 

This  seems  to  be  a very  proper  place  to  bring 
up  another  important  symptom  ; that  is,  the  bleed- 
ing nipple.  No  symptom  has  been  more  misunder- 
stood or  wrongly  interpreted.  I have  seen  breasts 
sacrificed  and  treated  as  malignant  sinijily  because 
of  a bleeding  nipple.  On  the  other  hand  reliable 
])athologists  and  diagnosticians  have  made  the 
.statement  that  a bleeding  nipple  is  never  malig- 
nant. Both  statements  are  misleading.  A bloody 
or  sangnineous  discharge  from  the  nipple  is  gen- 
erally caused  by  a papilloma  in  a duct  or  jiossihly 
ill  a cyst  emptying  into  a duct.  Reports  show  the 
incidence  of  malignancy  to  be  about  20  per  cent. 

I bis  is  true  whether  or  not  a palpable  tumor  can 
be  felt. 

In  the  next  classification  we  have  the  benign 
fibroma  which  may  have  either  a connective  tissue 
or  an  epithelial  origin.  It  is  a hard  circumscribed 
lump.  The  adenofihroma  is  very  similar  but  has 
in  addition  glandular  structure.  It  is  well  en- 
capsulated. It  occurs  in  younger  women  and  is 
usually  heuign.  Opposite  this  we  have  the  adeno- 
carcinoma on  the  malignant  side  which  may  be 
hard  to  distinguish  from  it.  There  are  numerous 
other  benign  tumors  such  as  the  lipoma,  simple 
hypertrophy  areas  of  fat  necrosis,  hematomas, 
myxomas,  dermoids,  echinococcus  cysts,  tubercu- 
lar. and  cephalitic  tumors  to  say  nothing  of  in- 
flammatory lesions. 

(bn  the  malignant  side  we  have  already  men- 
tioned papillary  cyst  adenocarcinomas  and  simple 
adenocarcinomas.  We  do  not  have  time  for  path- 
ologic detail.  The  scirrhous  carcinoma  is  prob- 
ably most  common,  particularly  in  older  cases, 
while  the  medullary  carcinoma  is  more  common 
in  the  younger  decades,  but  when  it  does  occur  it 
is  much  more  malignant.  The  most  rapid  grow- 
ing forms  are  sometimes  spoken  of  as  inflamma- 
tory carcinomas.  In  some  of  these  cases  the 
growth  is  so  rapid  that  the  breast  takes  on  a red 
inflammatory-like  appearance.  Occasionally  the 
entire  breast  seems  to  become  involved  simultan- 
eously, the  so-called  cancer  en  cuirasse.  Incident- 
ally this  often  follows  untimely  massage  of  a can- 
cerous breast.  These  latter  are  almost  hopeless 
tvpes.  We  now  have  an  interesting  and  valuable 
grading  of  malignant  cases  according  to  height 
of  malignancy.  It  is  a great  help  in  prognosis. 

DIAGNOSIS  AND  TREATMENT 

Under  this  heading,  the  most  important  steps 
are  to  discover  the  breast  tumors  early,  to  dififer- 
entiate  promptly  the  malignant  from  the  benign 


type,  and  to  take  prompt  and  adequate  steps  to 
eradicate  the  malignaut  process. 

It  is  unfortunate  that  the  average  jiatient  with 
cancer  of  the  breast  comes  to  the  doctor  too  late 
for  a cure.  How  are  we  going  to  make  them  come 
in  early  enough  to  give  treatment  a fair  chance? 
Much  has  already  been  done  to  enlighten  the  pub- 
lic to  the  necessity  of  reporting  all  breast  lumps 
to  the  family  physician.  This  is  being  done 
through  the  radio,  public  health  talks  and  the 
newspaiier.  I feel  that  we,  the  rank  and  file  of 
medical  men,  are  to  blame  in  many  cases.  We 
have  not  made  enough  routine  brea.st  examina- 
tions and  are  not  familiar  with  methods  of  breast 
examination.  I have  known  a number  of  women 
who  were  told  that  they  had  a breast  tumor  and 
even  advised  to  have  the  breast  removed,  simply 
because  there  was  a tender  area  in  the  breast. 
However,  no  tumor  could  be  found.  On  the  other 
hand  some  have  come  in  with  large  lumps  which 
were  obviously  tumors  who  had  been  treated  ex- 
Iiectantly.  I feel  that  a careful  breast  examina- 
tion should  be  included  in  every  routine  physical 
e.xaminalion,  and  in  every  obstetric  case.  The 
jiatient  can  he  taught  to  feel  for  suspicious  lumps, 
with  the  flat  of  the  hand  over  the  breast  and 
against  the  chest  wall. 

After  a tumor  is  discovered  we  must  determine 
its  nature.  The  age  of  the  patient  and  the  rapidity 
of  growth  give  us  some  idea.  We  should  look 
for  attachments  to  the  skin  and  underlying  tissue 
retraction  of  nipple  or  tugging  on  skin,  a bloody 
or  sanguineous  discharge.  The  benign  growth  is 
usually  encapsulated : the  malignant  growth  tends 
to  infiltrate.  More  recently  we  have  used  illum- 
ination with  cold  light.  This  helps  to  differentiate 
the  c\'st  from  the  firm  tyjie  of  growth,  especially 
malignant  forms.  Even  x-ray  plates  have  been 
used  recently  with  some  success  in  diagnosis. 

In  spite  of  all  our  vigilance,  a large  number  of 
cases  must  remain  in  the  clinically  uncertain 
group.  What  then  is  to  be  done?  We  can  ex- 
plore and  remove  all  tumors  of  the  breast  which 
are  definitely  in  the  benign  class,  but  we  should 
prove  that  they  are  benign  by  subsequent  path- 
ologic sections.  In  the  clinically  uncertain  group 
it  is  permissible  to  excise  and  explore  every  case 
but  we  should  be  prepared  to  do  either  a simple 
plastic  removal,  a simple  mastectomy,  or  a radical 
mastectomy.  If  the  lump  is  small,  it  can  be  re- 
moved in  one  piece  and  examined  microscopically 
If  the  growth  is  large  it  may  be  necessary  to 
excise  a small  piece  for  study. 

I want  to  mention  the  treatment  of  ca.ses  of 
carcinoma.  I have  said  a radical  mastectonn 
should  be  done.  I will  exclude  those  cases  which 
are  obviously  inoperative : that  is,  those  cases 
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which  have  metastasized  beyond  onr  reach.  A rad- 
ical mastectomy  must  include  the  following  items : 
wide  excision  of  skin,  removal  of  pectoralis  major 
and  pectoralis  minor  muscles,  complete  dissection 
of  axilla  back  to  serratus  magnus  muscle,  and  the 
fascia  over  the  sternum  beyond  midline  and  dowm 
into  the  abdomen  clearing  the  sternal  angle.  Any- 
thing less  than  this  is  not  a radical  mastectomy. 

Mention  should  he  made  of  radium  and  x-ray 
therapy  in  the  treatment  of  these  cases.  I feel 
that  radiation  is  a proper  and  invaluable  adjunct 
to  surgery,  but  that  its  use  should  be  restricted  to 
those  physicians  who  are  qualified  to  practice  this 
specialty. 


ABDOMINAL  DRAINAGE— ITS  USE  AND 
ABUSE* 

Edward  J.  Harnagel,  M.D.,  Des  IMoines 

It  will  be  my  efifort  to  discuss  briefly  the  prin- 
ciples of  abdominal  drainage  and  their  relation  to 
modern  clinical  usage.  The  subject  is  very  old. 
almost  as  old  as  abdominal  surgery  itself,  and  it 
boasts  a voluminous  literature.  Therefore  details 
of  general  acceptance  and  common  knowledge  will 
here  be  taken  for  granted. 

In  the  first  place  the  abdomen  is  an  elastic  con- 
tainer and  any  contents  either  normal  or  abnormal 
will  be  forced  out  if  there  is  an  available  e.xit. 
This  is  particularly  true  of  the  central  part  but 
less  true  of  the  pelvis  and  upper  abdomen  where 
much  of  the  wall  is  rigid.  That  is  why  an  abscess 
in  the  central  abdomen  will  drain  perfectly 
through  an  opening  from  any  angle  while  one  in 
the  pelvis  or  under  the  costal  wings  is  more  fav- 
ored by  gravity. 

The  point  upon  the  abdomen  where  a drainage 
o]>ening  is  made  will  necessarily  depend  very 
much  ujion  the  location  and  type  of  the  accumula- 
tion. In  the  case  of  a walled-ofif  abscess  it  is  often 
desirable  to  incise  directly  where  it  touches  the 
abdominal  wall,  to  avoid  opening  and  contami- 
nating the  closed-off  peritoneal  cavity.  This  is 
e.specially  urgent  if  it  is  suspected  that  the  infec- 
tion is  unusually  virulent,  also  if  the  patient  is 
very  ill  or  very  much  reduced.  In  cases,  however, 
that  are  seemingly  more  favorable  or  if  more 
than  a stab-wound  is  needed  it  is  best  to  make 
mid-rectus  or  midline  incisions,  tbe  better  to  avoid 
])ostoperative  hernias.  Any  considerable  wound 
made  external  to  the  rectus  in  the  pre.sence  of 
drainage  and  infection  is  fairl}-  certain  to  be 
pulled  aj)art  by  the  lateral  muscles  and  ])(>stoj)er- 
ative  hernia  will  result:  this  is.  moreover,  one  of 
the  more  difficult  types  of  hernia  to  rej)air. 

• I’resented  before  the  pAKhty-fourth  Annual  SewKion.  Iowa 
State  Me<lical  Society.  Davenport.  May  8,  9,  10,  1935. 


Pelvic  abscesses  originating  in  chronic  tubal 
infection  should  be  approached  suprapubically  for 
several  reasons.  Such  abscesses  have  thick  walls 
composed  of  abdominal  viscera  which  would  eas- 
ily be  punctured  by  a cul-de-sac  stab : also  the 
infection  usually  is  not  virulent  and  removal  of 
the  tubal  sacs  at  the  same  operation  is  highly  de- 
sirable. However,  acute  pelvic  abscesses  arise 
from  more  virulent  and  non-tubal  infections,  the 
pus  is  thin  and  large  in  amount,  and  it  would  be  a 
dangerous  contamination  for  the  general  peri- 
toneal cavity,  while  at  the  same  time  drainage  by 
way  of  the  cul-de-sac  is  easy,  safe  and  peculiarly 
efficient. 

Subphrenic  abscess,  either  right  or  left,  is 
always  secondary,  nearly  always  of  abdominal 
origin  when  on  the  right  side,  arising  from  per- 
foration of  a duodenal  ulcer  or  from  sujipurative 
appendicitis,  and  of  perirenal  origin  on  the  left 
side.  The  patient  is  usually  already  seriouslv  re- 
duced and  is  likely  to  be  too  sick  to  stand  much 
surgery.  My  preference  is  a simple  incision  at 
the  costal  border  and  a rubber  tube ; I have  done 
this  even  under  local  anesthesia  but  general  gas 
anesthesia  is  better  especially  if  the  abscess  is 
difficult  to  reach.  There  is  little  or  no  danger 
from  soiling  the  peritoneum  as  the  infection  was 
initially  of  abdominal  origin.  The  two-stage  trans- 
pleural operation  is  easy  for  the  surgeon  but 
severe  for  the  patient. 

The  non-suppurative  exudates  and  transudates 
provide  an  entirely  different  set  of  drainage  prob- 
lems. These  fluids  continue  to  accumulate  through 
weeks  and  months,  their  amount  and  character  de- 
pending upon  the  diseases  causing  them.  None 
of  them  can  be  kept  drained  out  by  tubes  or  other 
contrivances  because  these  are  always  promptlv 
walled  off  and  clo.sed  within  twenty-four  hours; 
hence  evacuation  by  incision  or  trocar  must  be 
repeated  as  necessary. 

In  tuberculous  peritonitis  the  effusion  is  rather 
heavy  and  plastic.  One  or  at  most  two  evacua- 
tions will  suffice,  especially  when  combined  with 
dee])  x-ray  therapy.  In  abdominal  carcinomatosis 
or  other  malignant  conditions  it  is  seldom  neces- 
sary to  drain  the  fluid  more  than  once  or 
twice.  It  is  pro|K‘r  to  recall  at  this  point  that  these 
fluids  are  derived  mostly  from  the  omentum,  and 
as  malignant  or  tuberculous  processes  (piickly  knot 
up  and  destroy  the  omentum,  the  filling  u])  is  so 
much  lessened  that  ta])])ing  is  no  longer  needed. 
In  the  Talma-Morrison  o]>eration  for  the  ascites 
of  he])atic  cirrhosis,  the  omentum  likewise  be- 
comes a knotted  mass  of  sclerotic  tissue:  thus  it 
is  j)robably  the  constriction  of  the  omental  vessels 
rather  than  the  develojanent  of  an  envisioned  col- 
lateral circulation  that  lessens  the  transudation 
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after  this  ojieration.  In  my  next  case  I plan  to 
sul)stitute  a clean  removal  of  the  entire  omentum. 

Drainage  following  abdominal  operation  may  be 
imperative  and  unanimously  approved  or  it  may 
be  clearly  unnecessary  by  common  concurrence. 
In  the  one  case  everyone  woidd  drain,  in  the  other 
no  one  would  drain  ; both  groups  are  thoroughly 
standardized.  Between  these  extremes  there 
spreads  an  infinite  variety  of  cases  each  of  which 
presents  its  own  individual  problem.  Every  ap- 
pendix that  shows  a little  gray  necrosis  especially 
if  it  has  an  odor,  or  one  that  is  thickly  coated  with 
moist  fibrin  puts  the  surgeon  into  a quandary 
whether  to  drain  or  not  to  drain.  Pus  tubes  that 
might  or  might  not  contain  an  active  infection, 
and  ])anhysterectomies  are  likewise  uncertain 
situations.  Thus  we  have  not  as  yet  developed  an 
absolute  method  of  detecting  an  infectious  con- 
tamination. Our  grandfathers,  recognizing  this 
same  limitation,  naively  proposed  the  sophism 
“When  in  doubt,  drain,”  thus  legalizing  doubt, 
and  there  has  been  a great  deal  of  doubting  ever 
since.  Some  surgeons  doubt  more  than  others. 
That  “drainage  is  safer  and  does  no  barm”  is  a 
more  modern  and  a more  mischievous  fallacy. 
.A.S  an  off-set  an  old  teacher  and  excellent  surgeon 
for  years  advised  his  students,  “When  in  doubt, 
don’t  drain.”  In  the  interest  of  the  patient,  wise- 
cracks and  half-truths  do  not  fill  the  place  of 
serious  individual  thought  and  study.  The  best 
surgery  drains  all  that  are  necessary  and  the 
fewe.st  number  in  which  it  is  not  necessarv. 

Tuberculous  lesions  within  the  abdomen  must 
never  be  given  postoperative  drainage,  because 
they  will  not  drain  satisfactorily  and,  also,  ver\- 
often  a widespread  combined  infection  will  result. 
Even  caseous  collections  and  cold  abscesses 
should  merely  be  evacuated  and  wiped  out  care- 
fully with  gauze,  dusted  lightly  with  iodoform  or 
some  other  mild  antiseptic,  and  then  closed  with- 
out packing,  rubber  tissue,  tubes,  etc. 

Drainage  after  uncomplicated  cholecystectomy 
continues  in  debate.  Possible  bile  leakage  is  the 
hub  of  this  merry  discussion  ; that  is,  leakage  from 
the  stump  of  the  cystic  duct  or  from  the  gallblad- 
der bed  or  from  an  anomalous  duct  that  was  un- 
knowingly cut.  It  should  be  assumed  that  the 
surgeon  is  sure  he  securely  ligated  the  cystic  duct, 
and  that  he  did  not  dissect  too  roughly  or  too 
deejily  into  the  liver  about  the  gallbladder.  In 
more  than  half  the  cases  one  can  be  absolutely 
certain  that  there  will  be  no  bile  leakage.  The 
mere  spilling  of  yellow,  black,  tarry,  or  colorless 
bile  during  the  operation,  whether  it  be  a little 
or  all  there  is  in  the  gallbladder,  does  not  of  itself 
demand  drainage  since  all  such  bile  is  non-infec- 
tive.  Again  we  hear  that  “drainage  is  safer  and 


does  no  harm”  and  this  usually  from  the  opera- 
tors who  boast  of  boldly  dropping  the  appendix 
stump  without  suture  or  covering.  This  is  the 
worst  part  of  the  abdomen  to  form  disabling  post- 
operative adhesions,  proof  of  which  is  frequently 
seen  in  the  drained  cases.  Also,  the  postoperative 
course  in  cholecystectomies  clo.sed  without  drain- 
age is  altogether  more  mild  than  those  that  are 
drained  even  with  a simple  rubber  wick ; this 
difference  is  so  striking  that  few  surgeons  ever 
return  to  routine  drainage  after  having  tried  seg- 
regating their  cases. 

S]iecial  drainage  of  special  viscera  or  ducts 
within  the  abdomen  usually  involves  individual 
problems  in  each  type  of  case.  Moreover,  the 
technical  details  often  deserve  consideration  quite 
beyond  the  scope  of  general  abdominal  drainage. 
Hence  this  field  is  for  the  present  reserved. 

I'he  materials  used  in  abdominal  drainage  may 
be  suited  to  the  surgeon’s  preference,  they  mav 
be  plain  or  fancy  as  desired.  Nature  is  less  finicky 
and  requires  only  an  unobstructed  outlet.  Wdiat- 
ever  the  materials  or  contrivances  it  is  of  greater 
importance  to  remove  them  at  the  earliest  safe 
moment  in  order  to  minimize  the  resultant  ad- 
hesions. 

In  conclusion  let  me  re-emphasize  the  basic 
principles  of  abdominal  drainage;  let  me  urge  in- 
dividual consideration  for  every  case  instead  of 
obsolete  epigrams  or  deadly  routine ; let  me  recall 
that  unnecessary  drainage  induces  about  the  same 
adhesions  as  necessary  drainage ; let  me  again 
warn  against  drainage  of  tuberculous  lesions  of 
the  abdomen  or  pelvis ; and  let  me  repeat  that 
transudates  must  be  aspirated  and  not  drained. 


CONTINUOUS  SUBARACHNOID  DRAIN- 
AGE FOR  INFLUENZAL  MENINGITIS 

By  IMeans  of  a Ureteral  Catheter  and  an 
Autogenous  Vaccine 

Harry  A.  Stribley,  M.D.,  Dubuque 

My  purpose  in  this  rejiort  is  to  present  a case 
of  influenzal  (Haemophilus  influenzae)  menin- 
gitis in  which  a complete  recovery  was  made  dur- 
ing treatment  with  continuous  subarachnoid  drain- 
age, by  means  of  a ureteral  catheter  and  intra- 
muscular injections  of  an  autogenous  vaccine. 
Conclusions  should  not  be  drawn  from  a single 
case.  This  type  of  meningitis  is  considered  almost 
invariably  fatal,  and  a successful  recovery  by  con- 
tinuous subarachnoid  drainage  and  an  autogenous 
vaccine  seems  worth  reporting.  Almost  daily 
spinal  punctures  were  being  made  until  I read  the 
rejiort  of  continuous  spinal  drainage,  by  Love* 

* Love.  J.  Grafton  : Jour.  Am.  Med.  Assn.,  civ  :1595  (May  4)  1935. 


VoL.  XXVI,  No.  6] 


Journal  of  Iowa  State  Medical  Society 


301 


wliere  he  described  his  technic  of  continuous  drain- 
age  by  using  a large  13  gauge  puncture  needle 
(Barker’s)  and  passing  a 5 French,  flute-tipped 
ureteral  catheter  and  leaving  it  in  place.  In  my  pa- 
tient I had  to  insert  the  catheter  on  three  different 
occasions.  The  first  time  it  remained  in  place  four 
days.  In  about  two  days  it  was  re-inserted.  This 
time  it  remained  in  place  five  days.  After  it  was 
inserted  the  third  time,  it  remained  for  thirteen 
days,  making  a total  of  twenty-two  days  of  contin- 
uous subarachnoid  drainage.  The  catheter  drained 
directly  into  a bottle  pinned  to  the  side  of  the  bed. 
The  patient  was  cooperative  and  the  tube  did  not 
have  to  be  cut  off  short.  When  the  patient  com- 
plained of  too  severe  a headache,  the  end  of  the 
ureteral  catheter  was  clamped  off  for  a few  hours 
with  a small  hemostat.  The  drainage  of  the  spinal 
fluid  always  decreased  in  amount  after  the  catheter 
had  been  in  place  forty-eight  hours.  Forced  fluids 
and  normal  saline,  as  well  as  glucose,  were  ad- 
ministered on  several  occasions  during  drainage. 
Hexamethylenamine  was  given  by  mouth  empir- 
ically. The  organism  was  morphologically  and 
culturally  Haemophilus  influenzae.  The  organ- 
ism did  not  grow  on  the  ordinary  media,  but  did 
grow  e.xtensively  on  a blood  agar  medium. 

CASE  REPORT 

'I'he  patient,  a boy  over  seventeen  years  of  age, 
returned  from  a day’s  fishing  trip  on  May  1,  1935, 
feeling  tired  and  complaining  of  mild  frontal 
headache.  The  following  day  his  mother  stated 
that  he  did  not  act  like  himself,  was  peculiar,  re- 
fusing to  eat  and  remaining  in  bed.  His  queer 
actions  lasted  about  five  days  when  he  broke  out 
with  a large  crop  of  herpes  on  the  right  cheek, 
started  to  run  a fever,  was  irritable  and  list- 
less and  complained  again  of  headache.  He  would 
get  up  for  a few  hours,  sit  quietly  about,  walk 
around  the  house  and  then  go  back  to  bed,  feeling 
tired  and  exhausted.  He  would  complain  of 
headaches,  several  times  daily.  These  symptoms 
continued  irregularly  for  several  days ; one  day  he 
would  be  feeling  fairly  well,  the  next  day  not  so 
well,  then  restless  and  listless.  On  May  10,  1935, 
his  temperature  was  102  degrees.  Examination 
revealed  very  little,  hardly  more  than  a large  crop 
of  herpes  on  the  right  cheek ; tonsils  and  pharynx 
were  hyperemic,  otherwise  negative.  For  the  fol- 
lowing two  weeks  he  was  up  and  down  with  no 
change  in  his  symptoms.  On  May  27,  1935,  he 
was  seen  and  advised  to  go  to  the  hospital  for 
ob.servation  because  the  neck  .seemed  slightly  rigid 
and  there  was  a doubtful  Babinski  reaction  on  the 
right  side.  His  temperature  was  about  101  de- 
grees. There  was  no  evidence  of  an  enlarged 
s|)leen,  dijflopia,  dimness  of  vision,  or  acute  or 
clironic  otitis  media. 


He  entered  St.  Joseph’s  Mercy  Hospital,  Du- 
buque, Iowa,  on  May  28,  1935.  When  he  entered 
his  temperature  was  102.4  degrees,  pulse  96,  white 
blood  count  6,100,  w’ith  61  per  cent  polymorpho- 
nuclears,  32  lymphocytes,  six  per  cent  mononu- 
clears, and  one  per  cent  baspphiles.  A spinal  punc- 
ture was  jierformed.  The  fluid  was  under  con- 
siderable pressure,  very  cloudy,  4,000  cells,  92 
polymorphonuclears,  eight  per  cent  lymphocytes, 
globulin  three  plus.  No  organisms  were  seen  on 
the  smear  but  many  colonies  grew  on  a blood  cul- 
ture medium.  After  the  spinal  puncture  all  the  re- 
flexes seemed  normal,  possibly  slightly  hyperac- 
tive. The  suspicious  Babinski  reaction  disap- 
peared and  the  slight  rigidity  of  neck  was  not  so 
marked.  The  physical  examination  was  practi- 
cally negative  except  for  the  slight  stiffness  of  the 
neck.  The  eye-grounds,  ears  and  sinuses,  etc., 
were  examined  by  Dr.  H.  G.  Langworthy,  who  re- 
ported as  follows : 

“Right  pupil  reacted  normally  to  light  and  ac- 
commodation. Eye  muscles,  normal.  Disc,  mildly 
but  definitely  reddened,  especially  the  nasal  side. 
Veins,  somewhat  full.  Edges  of  disc  not  clear  cut 
and  slightly  blurred.  No  papillitis  but  physiolog- 
ical pit  filled  in.  Left  disc,  more  definitely  red- 
dened as  a whole  than  right.  Edges  more  blurred. 
Veins  slightly  full.  No  actual  papillitis  but  nor- 
mal physiologic  pit  filled  in.  Slight  contraction 
of  both  visual  fields,  more  marked  in  left  eye. 

“The  left  eighth  nerve  was  definitely  affected — 
high  tones  as  shown  by  Galton  Whistle  being  de- 
cidedly diminished.  Trans-illumination  of  sinuses, 
negative.” 

Dr.  L.  G.  Ericksen,  roentgenologist,  reported  as 
follows : 

“X-ray  of  skull  shows  no  evidence  of  pathology 
of  any  kind.  Sinuses  are  not  visualized.” 

During  the  first  four  weeks  of  his  stay  in  the 
hospital,  the  temperature  was  very  irregular. 
Some  days  it  would  reach  102  degrees  and  over, 
on  other  days  about  99.6  degrees ; the  pulse  would 
go  up  with  temperature  varying  from  68  to  116. 
Two  days  after  the  first  injection  of  vaccine,  the 
cell  count  rose  to  2,900  cells  and  then  gradually 
declined.  The  autogenous  vaccine  was  adminis- 
tered in  very  small  doses  every  other  day.  then 
every  three  days,  etc.  The  dose  was  started  with 
one-tenth  of  a cubic  centimeter  and  gradually  in- 
creased. The  vaccine  was  made  from  a special 
blood  serum.  It  contained  400  million  organisms 
per  cubic  centimeter.  .After  the  ureteral  catheter 
was  removed  on  July  15,  1935,  the  patient  showed 
a steady  improvement  and  it  was  not  considered 
neces.sary  to  re-insert  it.  The  vaccine  apparentlv 
was  taking  effect : the  |)atient  looked  much  better, 
felt  better,  and  the  headaches  had  disappeared. 
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During  the  latter  part  of  July  he  was  permitted 
to  be  up  and  around.  He  was  finally  discharged 
on  August  3,  1935.  The  general  examination  was 
negative  except  that  the  visual  fields  were  still 
slightly  contracted.  The  vision  was  normal  in 
both  eyes  and  the  discs  were  rapidly  approaching 


normal.  The  left  auditory  nerve  involvement 
cleared  up  entirely.  He  is  still  losing  patches  of 
hair,  but  gradually  gaining  in  weight.  Altogether 
he  had  lost  twenty-eight  pounds  of  weight. 

Below  is  a table  of  the  spinal  fluid  findings  and 
treatment  while  the  patient  was  in  the  hospital : 


SPIX.\L  FLUID  CHANGhlS  DURING  HOSPITALIZ.A.TION 


Date 

Spinal  Fluid 

Treatment 

Culture  {Blood  Agar) 

5/28/.LS 

4000  cells,  92%  polymorphous 
leukocytes,  8 lymphocytes,  globu- 
lin 3-|- 

Spinal  Puncture 

5/29,  35 

2400  cells 

Spinal  Puncture 

Many  colonies  of  Haem- 
ophilus influenzae 

5,  30/  35 

No  cell  count  made  of  spinal  fluid. 
The  white  blood  count  7600. 

Spinal  Puncture 

Blood  culture  negative  for 
organisms. 

5/31/35 

3.500  cells 

Spinal  Puncture 

Many  colonies  of  Haem- 
ophilus influenzae 

6/2/35 

1500  cells,  globulin  3-|-,  sugar  20  mgs. 
Polys.  90%,  lymphocytes  10%. 

Spinal  Puncture 

No  report  on  culture. 

6/4  35 

Cells  not  counted 

Spinal  Puncture 

Not  cultured. 

6/5/35 

1461  cells. 

Lumbar  puncture  not  performed. 

Not  cultured. 

6/6  35 

666  cells. 

Spinal  Puncture. 

Not  cultured. 

6/8„.  35 

940  cells. 

Spinal  Puncture. 

Many  colonies  of  Haem- 
ophilus influenzae 

6 10  35 

1050  cells,  84%  polys,  16%  lym- 
phocytes, globulin  4-)- 

Spinal  Puncture 

Not  cultured. 

6/12/35 

Cells  not  counted. 

Spinal  Puncture. 

Not  cultured. 

6 13/35 

1000  cells. 

Spinal  Puncture. 

Not  cultured. 

6,  14  35 

4000  cells,  globulin  4-|-. 

Spinal  Puncture. 

Not  cultured. 

6/15,  35 

2000  cells,  globulin  4-|-. 

Spinal  Puncture. 

Many  colonies  of  Haem- 
ophilus influenzae. 

6/16/35 

Cells  not  counted. 

Spinal  Puncture. 

Not  cultured. 

6 18  35 

.590  cells,  globulin  3 + . 

Under  local  anesthesia  continuous  subarach- 
noid drainage  started  with  ureteral 
catheter  in  lumbar  region. 

Not  cultured. 

6,  19/35 

600  cells,  globulin  3-f-. 

About  450  c.  c.  cerebrospinal  fluid  drained 
in  24  hours. 

Not  cultured. 

6/20,  35 

1800  cells. 

.About  850  c.  c.  cerebrospinal  fluid  drained 
in  first  48  hours. 

Not  cultured. 

6,  22,  35 

Cells  not  counted. 

Ureteral  catheter  became  loosened  and 
removed.  Had  remained  in  place  4 days. 
Drained  about  1250  c.  c.  during  4 days 
time,  since  tube  was  inserted  on  6 18/35. 

Not  cultured. 

6/24,  35 

2000  cells,  globulin  4-)-. 

Ureteral  catheter  re-inserted  under  gas 
anesthesia  lumbar  region. 

Not  cultured. 

6/26/35 

2050  cells. 

About  400  c.  c.  cerebrospinal  fluid  drained 
in  24  hours. 

Not  cultured. 

6/27/35 

1600  cells. 

About  700  c.  c.  cerebrospinal  fluid  drained 
in  48  hours. 

Still  many  colonies  of  Haem- 
ophilus influenzae. 

6/28,  35 

311  cells. 

950  c.c.  drained  in  72  hours. 

Not  cultured. 
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Date 

j Spinal  Fluid 

Treatment 

Culture  {Blood  Agar) 

6/29/35 

Cells  not  counted. 

• Catheter  loosened  again — removed  (re- 
mained in  place  5 days).  Drained  about 
1250  c.  c.  since  tube  was  inserted  on 
6/24/35. 

Not  cultured. 

7/2/35 

459  cells. 

Catheter  re-inserted  under  gas-ether  an- 
esthesia in  lumbar  region. 

Not  cultured. 

7,  6/35 

109  cells,  globulin  2-1-. 

In  S}/2  days,  1,000  c.  c.  cerebrospinal  fluid 
drained. 

Not  cultured. 

7/7/35 

106  cells,  globulin  2-|-. 

About  1250  c.  c.  spinal  fluid  drained  during 
past  5 days. 

Not  cultured. 

7/9/35 

Cells  not  counted. 

.1  c.c.  of  a 400  million  autogenous  vaccine 
per  c.  c.  intramuscularly. 

Many  colonies  of  Haem- 
ophilus influenzae. 

7 10/35 

Cells  not  counted. 

Temperature  rose  after  first  injection  of 
vaccine.  Drained  about  1800  c.c.  of 
spinal  fluid  since  tube  was  inserted  on 
7/2/35. 

Not  cultured. 

7/11/35 

2900  cells. 

1 c.  c.  of  autogenous  vaccine  intramuscu- 
larly. 

Not  cultured. 

7,  12/35 

1000  cells. 

Catheter  still  in  place  and  draining. 

Many  colonies  of  Haem- 
ophilus influenzae. 

7/ 13/35 

Cells  not  counted. 

.15  c.  c.  autogenous  vaccine. 

Not  cultured. 

7/15/35 

1560  cells 

Catheter  loosened  and  removed.  Had  been 
in  place  continuously  for  13  days,  2600 
c.  c.  to  3000  c.  c.  drained  during  this  time. 

Not  cultured. 

7/17,35 

Cells  not  counted. 

.2  c.  c.  autogenous  vaccine. 

Not  cultured. 

7,  19/35 

24  cells,  globulin — slight  trace. 

.25  c.  c.  autogenous  vaccine. 

No  report  on  culture. 

7/20,  35 

► 

Practically  no  organism  grew 
on  culture. 

7,  31,  .35 

14  cells,  fluid  clear,  96%  lymphocytes, 
4%  polys.,  globulin-negative. 

No  organisms  grew  on  cul- 
ture after  3 days. 

CONCLUSIONS 

Continuous  subarachnoid  drainage  seems  to 
offer  favorable  results  in  this  type  of  meningitis 
and  when  the  organisms  can  be  grown  culturally, 
art  autogenous  vaccine  may  jirobably  add  greatly 
to  the  merits  of  the  treatment.  It  is  difficult  to 
evaluate  in  this  case  which  was  the  more  bene- 
ficial in  the  patient’s  recovery,  i.e.,  the  continuous 
subarachnoid  drainage,  the  autogenous  vaccine  or 
the  combination  of  both. 


HYPERTENSION  AND  BRAIN  TUMOR 
A Case  Rejiort 

Walter  D.  Abbott,  M.D.,  and  E.  W.  Anderson, 
M.D.,  Des  Moines* 
and 

C.  \’an  Ei’PS,  M.D.,  and  A.  Earl  Walker,  M.D., 
Iowa  Cityt 

The  incidence  of  hypertension  and  brain  tumor 
is  not  of  unusual  interest  but  the  features  of  each 

• From  Broadlawns  General  Hcmpital.  Des  Moines, 
t F'n>m  State  University  of  Iowa  Hospital.  Iowa  City. 


entity  can  confuse  the  diagnosis  unless  extreme 
caution  is  exercised.  It  is  with  chagrin  that  two 
of  us  collaborate  in  the  report  of  this  case,  but  it 
is  our  opinion  that  such  a confession  may  serve  to 
illustrate  certain  diagnostic  features  so  that  others 
may  avoid  the  same  pitfalls. 

CASE  ki:.i‘ort 

Resume.  The  patient,  a female,  forty-eight 
years  of  age,  was  admitted  to  Broadlawns  Hospital 
May  6,  1933,  complaining  of  slight  weakness  of  the 
left  hand  for  several  years,  generalized  convulsive 
.seizures  for  two  years  with  residual  paresis  of  the 
left  arm  ami  leg.  A moderate  hyjiertension  was 
jiresent,  for  which  a bilateral  partial  adrenalec- 
tomy was  performed,  but  the  convulsions  con- 
tinued, although  the  blood  jiressure  was  somewhat 
decreased.  She  was  referred  to  the  State  Uni- 
versity of  Iowa  Hospital.  Roentgenograms  of 
the  skull  showed  an  exostosis  over  the  right  cen- 
tral region,  and  at  craniotomy  a 150  gram  menin- 
gioma was  easily  removed.  No  further  convul- 
sions ensued. 
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The  patient  was  married  and  had  three  children. 
The  family  history  was  negative,  and  the  past 
history  was  irrelevant  except  in  points  regarding 
her  entrance  complaint.  She  was  brought  to  the 
hospital  because  of  an  attack,  consisting  of  numb- 
ness, weakness  and  twitching  of  the  left  face,  arm 
and  leg,  wdiich  occurred  suddenly  while  she  was 
eating.  This  was  soon  followed  by  unconscious- 
ness which  lasted  forty-five  minutes  There  was 
no  frothing  at  the  mouth,  biting  of  the  tongue,  or 
loss  of  sphincteric  control. 

Her  examination  showed  a prematurely  gray 
female  with  a left-sided  paresis.  There  were  no 
]:>athologic  reflexes  and  the  muscle  coordination 
was  reported  as  fairly  good.  The  left  border  of 
the  heart  extended  to  the  anterior  axillary  line, 
and  the  second  aortic  sound  was  accentuated.  The 
blood  pressure  was  234  systolic  and  120  diastolic. 
The  pulse  rate  was  144.  Urinalyses  showed  a spe- 
cific gravity  of  1.016  to  1.018,  with  a trace  of  al- 
bumin. The  blood  Kahn  reaction  was  negative. 
On  May  12  she  was  dismissed  with  no  apparent 
weakness.  Later  she  reported  that  her  left  leg  re- 
mained weak  for  six  months,  and  the  left  arm 


for  twelve  months. 

After  her  dismissal  from  the  hospital,  she  was 
seen  in  the  out  patient  clinic  for  her  hypertension, 
which  was  consistently  high  as  shown  by  the  fol- 
lowing figures;  May  15,  1933,  systolic  220,  dias- 
tolic 130:  July  24,  1933,  systolic  190,  diastolic 
115  : April  9,  1934,  systolic  205,  diastolic  110.  She 
received  luminal  for  rest  and  reported  on  the  last 
visit  that  she  felt  as  well  and  strong  as  ever. 

On  October  27,  1934,  she  entered  the  hos{)ital 
complaining  of  a series  of  “spasms.”  She  had 
two  at  home  and  the  one  seen  in  the  admitting 


room  was  marked  by  clonic  spasms  of  the  left  face, 
arm  and  leg,  during  which  there  was  a horizontal 
nvstagmus  of  the  eyes  on  deviation  to  the  left. 
These  attacks  lasted  about  five  minutes  and  were 
not  relieved  by  the  administration  of  amyl  nitrite. 
Weakness  of  the  left  side  of  the  body  remained 
but  no  pathologic  reflexes  were  present.  The 
sensorium  was  clear  and  the  patient  was  coopera- 
tive. The  blood  pressure  was  systolic  160  and 
diastolic  100.  The  return  of  function  was  slow 
in  the  left  arm  and  leg.  Spinal  puncture  revealed 
a jiressure  of  fifteen  cubic  centimeters  of  water, 
no  cells  or  excess  of  globulin,  and  the  Wasser- 
mann  test  was  negative.  Repeated  examinations 
of  the  urine  were  normal  and  the  blood  urea  was 
18  milligrams  per  100  cubic  centimeters.  Thus  it 
was  felt  that  this  woman  had  not  suffered  enough 
permanent  arteriolar  change  but  that  adrenalec- 
tomy w'ould  be  of  value. 

On  October  29,  1934,  under  avertin  anesthesia, 
a modified  kidney  incision  was  made  in  the  right 


loin  and  the  kidney  bed  was  exposed.  It  was 
noted  that  the  kidney  was  extremely  small,  not 
over  five  centimeters  in  length.  The  adrenal  gland 
was  easily  identified  and  three-fourths  of  it  was 
removed.  One  iodoform  drain  w'as  inserted  and 
the  wound  was  closed  in  the  usual  manner.  Blood 
pressure  at  the  start  of  the  operation  was  180/160 
and  at  the  close  of  the  operation  was  180/100. 
Following  this  the  blood  pressure  fell  to  140/90 
and  the  patient  stated  that  her  head  felt  clearer  ’ 
th'an  it  had  in  many  months.  Recovery  was  un- 
eventful  and  she  was  discharged  from  the  hospital 
in  three  weeks.  The  blood  pressure  on  dismissal 
was  140/95. 


In  December  there  was  a recurrence  of  head- 
ache and  the  patient  was  admitted  to  Broadlawns 
Hospital  on  December  10,  1934,  suffering  from 
convulsions.  Examination  revealed  a slight  weak- 
ness of  the  left  face,  arm  and  leg,  which  soon  re- 
turned to  its  previous  strength.  The  optic  fundi 
showed  no  changes  and  the  laboratory  examina- 
tions were  essentially  negative.  The  blood  pres- 
sure was  240/110. 

It  was  decided  that  a second  stage  operation  was 
necessary  and  on  December  18,  1934,  a left  sub- 
total adrenalectomy  was  performed  under  avertin 
anesthesia.  Following  the  operation  the  blood 
pressure  was  165/100.  Recovery  was  uneventful 
and  the  patient  was  dismissed  from  the  hospital 
on  January  5,  1935.  At  that  time  her  blood  pres- 
sure was  145/90. 

The  patient  was  admitted  to  the  neurologic 
service  of  the  State  University  of  Iowa  Hospital 
on  February  12,  1935,  with  the  complaints  of 
weakness  of  the  left  hand  for  four  or  five  years, 
convulsions  during  the  past  eighteen  months,  and 
high  blood  pressure.  On  questioning  she  admitted 
that  when  playing  the  accordion  in  her  perform- 
ances on  the  stage  she  had  noticed  attacks,  as  far 
back  as  1930,  of  a transient  weakness  of  her  left 
hand  and  leg,  ascribed  to  the  long  and  arduous 
work.  Her  father,  who  was  a physician,  had  told 
her  in  1931,  that  she  looked  as  though  she  had  high 
blood  pressure  because  of  her  high  color,  but  this 
had  not  been  checked  objectively.  She  noticed  also 
that  at  times  there  were  periods  of  loss  of  memory 
in  that  she  could  not  keep  the  order  of  the  musical 
numbers  during  a performance.  She  was  a well- 
developed,  well-nourished,  adult  female  in  no 
acute  distress.  She  cooperated  well  and  appeared 
to  be  of  normal  intelligence.  She  was  well  oriented 
and  showed  no  mental  aberrations.  Distribution 
and  te.xture  of  the  hair  was  normal.  The  skin  of 
the  left  hand  was  soft  and  atrophic,  and  that  mem- 
ber was  edematous.  Her  general  physical  exam- 
ination w'as  essentially  negative.  The  heart  was 
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not  enlarged  to  percussion,  and  her  blood  pressure 
ranged  between  158  '80  and  150/80. 

On  neurologic  examination  the  patient  had  no 
olfactory  disturbance.  Visual  acuity  was  cpiite 
normal  and  the  visual  fields  were  normal  to  all 
tests.  There  was  no  evidence  of  choked  discs  and 
the  retinae  were  normal.  The  left  pupil  was 
slightly  larger  than  the  right,  hut  both  were  cen- 
tral, regular  and  reacted  well  to  light  and  to  ac- 
commodation. Convergence  was  through  a good 
range.  All  external  ocular  movements  were  full 
and  there  was  no  nystagmus.  The  left  palpebral 
fissure  was  slightly  wider  than  the  right.  Corneal 
reflexes  were  active  and  ecpial,  and  there  was  no 
sensory  disturbance  over  the  face.  There  was  no 
weakness  of  the  mu.scles  of  mastication.  There 
was  a very  slight  left  lower  facial  weakness.  Audi- 
tory acuity  was  grossly  normal  and  air  conduction 
was  better  than  bone  conduction.  Weber’s  test 
was  not  lateralized.  There  were  no  abnormalities 
of  the  ninth,  tenth,  eleventh,  and  twelfth  cranial 
nerves.  All  the  tendon  reflexes  on  the  left  side 
were  slightly  more  active  than  those  on  the  right, 
but  the  j)lantar  reflexes  on  both  sides  were  flexor 
in  type.  The  left  arm  was  definitely  weak  (being 
only  about  30  per  cent  of  normal)  and  the  flexor 
group  was  stronger  than  the  extensor.  The  left 
leg  had  about  70  per  cent  of  the  normal  strength 


F'ig.  1.  Lateral  roentgenogram  of  the  skull  showing  the  area  of 
increase<l  density  in  the  right  central  region. 

and  the  extensors  were  stronger  than  the  flexors. 
The  resistance  to  jiassive  movement  in  the  upper 
extremity  was  slightly  increased  on  the  left  side. 
In  the  lower  extremities  the  resistance  was  de- 
creased on  the  left.  Rapidly  alternating  move- 
ments were  p(torly  performed  with  the  left  hand, 
but  well  performed  with  both  legs.  There  was 
no  atrof)hy  either  grossly  or  on  measurement  of 
the  arms  and  legs.  .Sensation  was  intact  through- 
out. The  skull  T)resented  no  abnormalities  on 
I)ali)ation,  jiercussion  or  auscultation.  The  patient 
was  able  to  walk,  but  was  unsteady,  tending  to 


fall  to  either  side.  In  the  Romberg  position  she 
was  able  to  stand  with  the  eyes  open  or  closed. 
Roentgenograms  of  the  skull  showed  an  increased 
density  in  the  right  superior  parietal  regions  (Fig. 
1 ) . This  density  was  irregular  in  outline  and  con- 
sistency and  measured  1.5  centimeters  in  diameter. 
A diagnosis  of  right  central  meningioma  was 
made,  and  she  was  transferred  to  the  neurosurgi- 
cal service. 

On  February  19,  under  avertin  anesthesia  with 
local  infiltration,  a right  central  flap  was  turned 
down  without  difficulty.  Only  moderate  bleeding 
w'as  encountered.  Upon  reflection  of  the  flap  an 
irregular  exostosis  was  seen  in  the  superior  parie- 
tal region,  approximately  over  the  precentral  area 
(Fig.  2A).  This  was  extended  inward  from  the 
bone  for  approximately  one  centimeter  and  the 
dura  underlying  this  bled  moderately.  The  dura 
was  under  increased  tension,  but  it  was  possible 
to  palliate  the  margins  of  a firm  mass  lying  under 
the  upper  portion  of  the  bone  flap  and  extending 
somewhat  beyond  the  margins  of  the  craniotomy. 
Accordingly,  the  bone  was  ronguered  away  in  the 
superior  parietal  region  until  the  entire  mass  could 
be  outlined  by  the  palpating  finger.  The  dura 


Fig  2 4.  Fig.  2B. 

Fig.  2A.  Photograph  taken  at  operation  to  show  the  exostosis 
and  its  relation  to  the  underlying  tumor. 

Fig.  2B.  Photograph  taken  at  operation  to  show  the  distinct 
line  of  cleavage  between  the  brain  tissue  and  the  tumor. 

was  then  reflected  in  the  usual  manner  and  a rela- 
tively vascular  firm  mass  was  then  seen  between 
it  and  the  cerebral  tissue  (big.  2B).  The  neo- 
jilasm  was  firmly  adherent  to  the  cortex,  so  the 
central  part  of  the  tumor  was  removed  piecemeal 
with  the  loop  of  the  electric  caivtery.  This  allowed 
the  deeper  half  of  the  tumor  to  be  shelled  out  in 
one  piece.  The  corte.x  underlying  the  tumor  ap- 
peared slightly  pale,  but  otherwise  showed  no 
abnormality.  .\  slight  oozing  from  several  small 
cortical  veins  was  controlled  by  silver  clips  and 
the  apjilication  of  small  jiieces  of  muscle.  The 
jiortion  of  the  cranium  containing  the  exostosis 
wab  removed  as  was  also  the  entire  dural  fl;i]) 
because  it  had  been  adherent  to  the  tumor  for  an 
area  of  two  to  three  centimeters.  The  dural  defect 
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was  repaired  with  a piece  of  fascia  lata,  the  flap 
returned  to  its  original  position  and  the  muscles 
anrl  fascia  were  sutured  with  silk  sutures.  The 
skin  margins  were  brought  together  with  two 
layers  of  silk  sutures. 

The  ])atient  had  a quiet  and  uneventful  con- 
valescence. The  day  following  the  operation  she 
was  able  to  move  the  left  arm  quite  freely,  and  to 
open  and  close  the  fingers  with  greater  ease  than 
before  the  operation.  Physiotherapy  was  applied 
to  the  left  arm  and  motion  in  that  member  in- 
creased daily.  At  the  time  of  her  discharge, 
March  1,  she  had  no  complaints.  The  operative 
wound  was  well  healed.  Her  fundi  showed  no 
abnormalities  and  she  claimed  that  she  could  see 
better  than  before  the  oi)eration,  as  she  stated  she 
could  read  easily  without  glasses.  She  had  no 
facial  weakness.  The  left  grip  was  only  80  per 
cent  of  the  right,  hut  there  was  very  little  weak- 
ness to  he  detected  in  any  other  muscle  groups  of 
the  arms  or  legs.  Resistance  to  passive  movement 
was  about  the  same  on  both  sides.  The  jdantar 
reflexes  were  flexor  in  type.  She  was  able  to 
stand  in  the  Romberg  position.  She  could  stand 
on  the  right  foot  alone,  hut  was  unable  to  stand 
alone  on  the  left  foot.  The  blood  pressure  at  this 
time  was  120/70. 

Examination  of  the  excised  tumor  showed  it  to 
he  composed  of  several  small  pieces  of  fairly  soft 


Fig.  3.  Photograph  of  the  large  piece  of  tumor. 

tissue  and  one  large  piece  measuring  eight  by  six 
by  four  centimeters.  The  large  piece  of  tissue 
(Fig.  3)  was  firm  in  consistency,  but  had  an  irreg- 
ular nodular  surface,  and  on  cut  section  showed 


a smooth  firm  surface  upon  which  many  whorls 
were  evident.  The  entire  tumor  tissue  weight  was 
150  grams.  Histologic  study  of  the  sections  of  the 
tumor  showed  it  to  be  a typical  iisammomatous 
meningioma.  Study  of  sections  of  the  exostosis 
showed  no  evidence  of  tumor  invasion. 

The  patient  has  had  no  complaints  and  when 
seen  in  the  out  patient  department  of  Broad'awns 
Hos])ital  on  May  16,  1935,  the  blood  pressure  was 
165  100.  She  stated  that  f or  the  ^last  two  weeks 
she  had  been  playing  the  piano  in  an  orchestra 
with  no  difficulty. 


DISCUSSION 

Epileptic  attacks  beginning  in  adult  life  are  not 
infrequent  occurrences.^  Their  etiology  is  some- 
times readily  apparent,  hut  usually  obscure.  In 
the  present  case  the  presence  of  a definite  hyper- 
tension was  considered  sufficient  to  account  for 
the  seizures.  However,  there  were  several  atyp- 
ical features.  A history  of  weakness  in  the  left 
arm  far  outdating  the  onset  of  the  convulsive 
attacks  was  present.  The  postepileptic  paresis 
also  suggested  a focal  brain  lesion,  because  vas- 
cular insults,  like  lightning,  do  not  usually  strike 
in  the  same  place  twice.  The  presence  of  such 
atypical  findings  should  cause  one  to  he  susjiicious 
of  an  etiologic  factor  other  than  hypertension. 

Not  infrequently  we  find  an  intracranial  neo- 
plasm as  the  initiator  of  convulsive  seizures.  Ap- 
proximately fifteen  per  cent  of  all  convulsions  oc- 
curring for  the  first  time  in  adult  life  are  due  to 
brain  tumors.-  The  other  common  causes  are 
hypertension  and  arteriosclerosis,  syphilis  of  the 
central  nervous  system  and  posttraumatic  cortical 
scarring.  The  idiopathic  variety*  becomes  rare  as 


Fig.  4.  Graph  to  show  the  blood  pressure  findings  before  and 
after  partial  adrenalectomy.  The  solid  line  represents  the  systolic 
and  the  dotted  line  the  diastolic  pressure. 


the  age  increases,  and  constitutes  less  than  twenty- 
five  per  cent  of  all  cases  which  begin  after  an  in- 
dividual is  forty  years  of  age. 
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One  frequently  sees  two  of  these  factors  present 
in  the  same  individual  and  hence  it  is  important 
to  consider  seriously  all  possible  etiologic  factors 
before  making  a provisional  diagnosis  and  insti- 
gating therapy  on  that  premise.  For  this  reason 
any  adult  presenting  himself  or  herself  with  the 
complaint  of  convulsive  seizures  should  have  a 
complete  medical  and  neurologic  work-up  with  a 
blood  Wassermann  test.  If  these  are  negative  or 
if  positive  with  any  atypical  features  to  the  case 
the  skull  should  be  x-rayed  and  if  this  also  shows 
no  abnormalities,  the  ventricular  system  should 
be  examined  either  by  ventriculography  or  by 
encephalography  before  a diagnosis  of  idiopathic 
epilepsy  is  made. 

SUMMARY 

1.  A case  of  cerebral  meningioma  manifesting 
itself  by  generalized  convulsive  seizures  is  re- 
ported in  which  a hypertension  complicated  the 
picture,  and  led  to  an  erroneous  provisional  diag- 
nosis. 

2.  The  etiology  of  convulsive  seizures  occurring 
in  adult  life  is  discussed. 

3.  The  effect  of  bilateral  subtotal  adrenalectomy 
in  this  case  is  shown  graphically  (Fig.  4). 
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CLINICAL  NOTES  FROM  THE 
COLLEGE  OF  MEDICINE 


MENINGOCOCCIC  MENINGITIS 
Charlotte  Fisk,  M.D.,  Iowa  City 
From  the  Department  of  Pediatrics,  College  of 
Medicine,  State  University  of  Iowa. 

Since  the  introduction  of  antimeningococcic 
serum  in  1906  by  Jochman  for  the  treatment  of 
meningococcic  meningitis  this  serum  has  been  con- 
sidered as  a specific  form  of  theraj)y.  Its  value 
has  been  attributed  to  actual  bactericidal  qualities; 
to  increased  phagocytosis ; to  lysis  of  the  organ- 
ism; and  finally  to  the  antitoxin  content  of  the 
antiserum.  Ferry'  in  1931  succeeded  in  demon- 
strating soluble  exotoxins  from  the  four  Gordon 
types  of  meningococcus.  In  later  experiments 
Ferry  showed  that  animals  receiving  lethal  doses 
of  toxin  intracisternally  or  intras])inally  could  be 
protected  by  intrajieritoneal  injections  of  anti- 
toxin but  not  by  antiserum.  Furthermore, 
animals  immunized  by  sublethal  doses  of  toxin 
were  resistant  to  lethal  doses  of  live  culture. 


The  mortality  rates  for  meningococcic  menin- 
gitis before  the  production  of  antimeningococcic 
serum  averaged  from  60  to  80  per  cent,  whereas 
the  average  rate  in  the  three  year  period  follow- 
ing the  widespread  use  of  antiserum  fell  to  36 
per  cent-.  This  lowered  mortality  rate  has  not 
persisted  as  the  fatality  rate  in  the  Detroit  epi- 
demic^ with  1,628  cases  rose  to  50.5  per  cent. 
During  the  non-epidemic  period,  1926  to  1935, 
there  were  2,901  cases  of  meningococcic  menin- 
gitis in  Chicago  with  an  average  death  rate  of  46.6 
per  cent. 

In  March,  1935,  Hoyne'  reported  a series  of 
319  cases;  102  patients  were  treated  with  Ferrv’s 
antitoxin  and  217  patients  with  the  standard  anti- 
serums. The  fatality  rate  of  the  antiserum  group 
was  48  per  cent  as  compared  with  20.5  per  cent 
in  the  antitoxin  group.  Subsequent  studies  of 
Hoyne"^  have  verified  this  lowered  mortality  rate 
with  the  use  of  Ferry’s  antitoxin  ; 27.3  per  cent 
in  a series  of  201  cases  and  20  per  cent  in  a series 
of  82  patients  treated  by  intravenous  antitoxin  or 
antiserum. 

Even  in  rural  communities  there  is  a fairly  con- 
stant number  of  endemic  cases  of  meningococcic 
meningitis.  A sampling  of  these  is  furnished  by 
an  analysis  of  the  cases  of  specific  meningitis  seen 
by  the  Department  of  Pediatrics  of  the  University 
Hospitals.  During  the  period  from  January,  1927 
to  May,  1936,  inclusive,  there  were  42  cases ; 25 
acute  and  17  chronic.  All  of  the  patients  have 
been  under  sixteen  years  of  age,  and  20  patients 
or  45.2  per  cent  have  been  under  three  years  of 
age. 

Sporadic  cases  of  meningococcic  meningitis 
have  occurred  in  all  seasons.  However,  the  ma- 
jority of  the  patients  (25  out  of  42)  entered  the 
hosjiital  during  the  colder  months  of  the  vear ; be- 
tween November  and  February,  inclusive.  Twelve 
other  patients  developed  meningitis  during  the 
sjiring  or  fall  and  five  patients  contracted  the 
disease  in  the  summer  months. 

A suggestive  history  of  contact  was  obtained 
in  eight  of  the  42  patients.  In  one  family  the 
patient’s  mother  died  from  meningoccocic  men- 
ingitis on  the  same  date  that  the  acute  meningeal 
symptoms  develojied  in  our  patient.  The  occur- 
rence of  family  contact  cases  of  meningitis  is  rare 
even  in  epidemics.  X’^eal  reported  thirteen  such 
cases  in  a series  of  500  cases.  Borovsky  saw 
eleven  multiide  cases  in  338-,  and  Gordon  found 
65  contact  cases  in  a group  of  1581  cases,  one 
family  developing  five  clinical  cases  of  meningitis. 

'File  entrance  complaints  and  symiitoms  of  the 
jiaticnts  were  variable.  They  included  fever, 
Iieadache,  vomiting,  convulsions,  pain  in  the  back. 
])ain  in  the  legs,  stiffness  of  the  neck,  “skin  rash.’’ 
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and  conjuncti\  itis.  There  was  no  coininou  group 
of  symptoms  comprising  a definite  syndrome. 
Likewise  the  physical  findings  present  on  the 
initial  examination  were  variable.  The  most  fre- 
ciuent  positive  signs  included  stiff  neck,  Kernig 
and  Brudzinski  reflexes.  Four  patients  were  not 
e.xamined  during  the  active  stage  of  meningitis. 


Stiff  Neck 

Positive  Kernig 

Positive  Brudzinski 

Present  . . 

.34 

27 

9 

Absent 

. 4 

2 

1 

Not  stated 

9 

28 

There  was  suggestive  evidence  of  septicemia 
(petechiae  or  purpura)  in  eleven  out  of  42 
patients,  although  a positive  blood  culture  for 
meningococcus  was  found  in  only  one  patient. 

In  meningococcic  meningitis  the  history  and 
physical  findings  may  lead  to  a presumptive  diag- 
nosis, whereas  positive  evidence  is  obtained  only 
from  laboratory  tests.  Lumbar  puncture  was  per- 
formed at  least  once  in  all  hut  five  cases.  The 
spinal  fluid  pressure  remained  normal  in  nine 
patients  hut  was  definitely  elevated  in  twenty-one. 
Colorless  S])inal  fluid  was  withdrawn  from  eight 
jiatients  and  an  opalescent  nr  cloudy  spinal  fluid 
was  found  in  twenty-six.  This  turbidity  indi- 
cated an  increased  white  blood  cell  count  in  the 
spinal  fluid  : the  counts  ranging  from  less  than  100 
cells  to  over  200,000  cells  per  cubic  millimeter. 
The  increased  cell  count  was  caused  by  a predomi- 
nance of  polymorphonuclear  cells  in  twenty-three 
patients  and  by  lympbocytes  in  five  patients.  A 
gram  negative  diplococcus  presenting  the  morpho- 
logic characteristics  of  the  meningococcus  was 
found  on  direct  smear  in  seventeen  patients.  Con- 
firmation by  culture  of  the  meningococcus  from 
the  spinal  fluid  was  obtained  in  twenty-eight  pa- 
tients ; positive  nose  and  throat  cultures  in  three 
patients ; positive  blood  culture  in  one  patient  and 
by  postmortem  cultures  in  one  patient. 

Lentil  July,  1935,  it  had  been  the  policy  of  the 
Department  of  Pediatrics  to  give  antimeningococ- 
cic serum  intrathecally  as  soon  as  epidemic  menin- 
gitis was  suspected.  This  type  of  therapy  was 
repeated  on  the  average  of  every  twenty-four  to 
forty-eight  hours  until  the  acute  clinical  symptoms 
subsided  and  the  spinal  fluid  approached  normal. 
During  the  year  1934  and  the  first  half  of  1935 
the  meningococcus  isolated  from  the  patient  was 
agglutinated  against  the  various  commercial 
serums.  On  the  basis  of  clinical  judgment  this 
later  procedure  led  to  more  etfective  treatment. 

In  one  group  of  patients,  twenty-tw’O  received 
antimeningococcic  serum  during  the  i>eriod  of 
hospitalization.  In  this  series  eleven  recovered 
completely ; four  recovered  with  residual  defects, 
such  as  osteomyelitis  of  the  lumbar  vertebrae,  one. 


hemiplegia  and  encephalitis,  one,  and  visual  de- 
fects, two.  Seven,  or  31  per  cent,  of  these  pa- 
tients died. 

Ten  of  our  patients  did  not  receive  active  treat- 
ment at  the  University  Llospitals.  In  four  the 
treatment  was  considered  adequate  but  recovery 
was  associated  with  permanent  disabilities  such 
as  deafness,  two,  and  blindness,  two.  Six  of  the 
group  of  ten  did  not  receive  any  specific  treat- 
ment ; only  one  patient  completely  recovered,  two 
recovered  but  were  permanently  deaf  and  three 
patients  died. 

Since  July,  1935,  all  patients  suspected  of  hav- 
ing meningococcic  meningitis  have  received  Fer- 
ry’s antitoxin.  However,  several  of  these  patients 
had  received  antimeningoccocic  serum  before  ad- 
mission to  the  University  Hospitals.  The  anti- 
toxin was  given  both  intravenously  and  intra- 
thecally : usually  only  one  intravenous  treatment 
was  needed  but  the  intrathecal  antitoxin  was  re- 
peated. Ten  patients  have  received  Ferry’s  anti- 
toxin. In  the  five  patients  in  whom  the  treatment 
was  adeipiate  complete  recovery  resulted.  In  the 
group  with  inadequate  treatment,  two  patients 
died ; one  developed  bilateral  nerve  deafness  and 
two  patients  were  found  to  have  an  internal 
hydrocephalus  as  proved  by  encephalograms. 

The  actual  mortality  figures  for  the  antiserum 
and  the  antitoxin  group  of  patients  are  practically 
identical.  However,  in  the  antitoxin  group  all 
patients  who  were  adequately  treated  completely 
recovered ; while  the  deaths  occurred  among  those 
])atients  who  did  not  receive  sufficient  antitoxin. 

There  is  no  general  agreement  as  to  what  con- 
stitutes adequate  treatment  for  meningoccxrcic 
meningitis  but  there  are  a few  fundamental 
l)rinciples.  Whenever  meningococcic  meningitis 
is  suspected  treatment  should  be  started  immedi- 
ately without  waiting  for  bacteriologic  proof.  The 
antiserum  or  antitoxin  should  be  given  intraven- 
ously as  well  as  intrathecally.  A solution  of  from 
60  to  100  cubic  centimeters  diluted  to  twice  its 
volume  with  ten  per  cent  dextrose  or  normal 
saline  solution  is  the  recommended  intravenous 
dose.  The  important  principle  in  the  intrathecal 
administration  of  fluid  is  that  a larger  volume  of 
cerebrospinal  fluid  be  removed  than  is  replaced, 
and  that  the  replaced  fluid  must  he  injected 
slowly  as  is  the  case  with  the  use  of  the  gravity 
method.  The  frequency  of  intravenous  and  in- 
trathecal therapy  is  a matter  of  clinical  judgment. 
If  subsequent  studies  are  in  agreement  with 
Hoyne’s  work,  treatment  by  a large  intravenous 
dose  given  early  in  the  course  of  the  disease  may 
become  the  accepted  standard. 

It  has  been  mentioned  that  there  is  no  typical 
syndrome  of  a meningococcus  infection.  This 
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statement  is  illustrated  by  the  following  case  sum- 
maries. 

Case  1.  A two  months’  old  infant  was  ad- 
mitted to  the  University  Hospitals  with  a left 
purulent  conjunctivitis  of  three  days’  duration. 
The  parental  history  for  gonorrheal  infections 
was  negative.  However,  the  smears  taken  from 
the  left  eye  were  positive  for  a gram  negative 
diplococcus.  The  patient  developed  a dependent 
edema,  cyanosis,  swelling  of  the  smaller  joints 
and  succumbed  on  the  eighth  day  of  illness.  After 
the  postmortem  examination,  including  cultures, 
the  following  diagnoses  were  made : acute  cere- 
brospinal meningitis:  acute  left  conjunctivitis, 
acute  pericarditis : acute  arthritis,  right  and  left 
knees  and  right  first  metatarsophalangeal  joint: 
all  of  meningococcic  origin.  The  clinical  diag- 
nosis had  been  an  acute  gonorrheal  conjunctivitis 
on  the  basis  of  the  morphology  of  the  organism. 

Gifford  and  Day**  reported  a case  of  an  acute 
conjunctivitis  caused  by  a gram  negative  diplo- 
coccus which  by  culture  was  a meningococcus. 
There  were  no  other  evidences  of  meningococcic 
infection  in  this  patient. 

Case  2.  The  patient,  a boy  fourteen  years  of 
age,  was  admitted  to  the  University  Hospitals  with 
a history  of  fever,  chills,  vomiting,  generalized 
muscular  pain,  stiffness  of  the  neck  of  four  days’ 
duration  and  the  appearance  of  a purplish  and 
macular  eruption  on  the  trunk  and  extremities  of 
two  days’  duration.  The  clinical  diagnosis  of 
meningitis  was  confirmed  by  positive  cultures  of 
the  meningococcus  from  the  spinal  fluid,  blood 
and  throat.  There  was  prompt  and  complete  re- 
covery following  a dose  of  105  cubic  centimeters 
of  antitoxin  (35,000  units)  given  intrathecally. 
This  case  is  cited  because  of  the  positive  multiple 
cultures  and  the  unusual  family  history.  One 
sibling  had  a typical  cerebrospinal  meningitis 
three  months  before  the  onset  of  the  patient’s 
acute  illness.  One  week  after  the  onset  of  the 
])atient’s  illness  another  sibling  developed  fever, 
stiff  neck  and  a purplish-red  macular  skin  erup- 
tion. The  spinal  fluid,  blood  and  throat  cultures 
were  all  negative.  A third  sibling  developed 
fever,  stiff  neck,  vaginitis  and  a purplish-red 
macular  skin  eruption  one  month  later.  The 
vaginal  smears  demonstrated  a gram  negative 
dijilocnccus  but  neither  a gonococcus  or  men- 
ingococcus could  be  cultured.  The  spinal  fluid, 
blood  and  throat  cultures  were  likewise  negative. 
The  possibility  of  contact  meningococcic  infec- 
tion with  a macular  eruption  common  to  all  the 
patients  was  suggested.  A meningococcic  vag- 
initis was  suspected  on  the  basis  of  the  family 
hi.^tory. 


SUMMARY 

1.  The  demonstration  of  a soluble  exotoxin 
from  the  meningococcus  by  Ferry  led  to  the  pro- 
duction of  an  antitoxin  for  therapeutic  use. 

2.  The  clinical  use  of  Ferry’s  antitoxin  has  been 
studied  by  Hoyne.  The  mortality  rate  with  the 
use  of  antitoxin  intravenously  and  intrathecally 
was  20.5  per  cent  whereas  similar  treatment  with 
antimeningococcic  serum  produced  a mortality 
rate  of  48  per  cent. 

3.  An  analysis  of  forty-two  patients  with  men- 
ingococcic meningitis  examined  and  treated  in  the 
Department  of  Pediatrics  of  the  University 
Hospitals  during  the  period  from  January,  1927 
to  May,  1936,  inclusive,  is  presented  . 

4.  Summaries  of  two  clinical  cases  are  reported. 
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THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCE 


ACUTE  SPHENOIDITIS  WITH  AIENIN- 
GITIS 

W.  A.  Henneger,  M.D.,  Dubuque 

Acute  and  chronic  infections  of  the  paranasal 
sinuses  are  well  known  clinically  as  possible 
.sources  of  systemic  infection  and  sepsis.  Less 
well  recognized  is  the  fact  that  the  sinuses  are 
not  infrecjuently  the  source  of  fatal  intracranial 
complications.  The  case  to  be  presented  is  an 
example  of  meningitis  and  septicemia  following 
an  acute  sphenoidal  sinusitis  in  an  adult. 

CASE  REPORT 

The  patient,  a white  man  fifty-five  years  of  age, 
was  admitted  to  The  Finley  Hospital,  February 
21,  1930,  with  a diagnosis  of  meningitis. 

Family  history:  Irrelevant. 

Past  history:  The  patient  had  had  er\-sipelas 

seven  years  previous  to  the  present  illness,  but 
otherwise  had  been  well.  He  had  not  been  sub- 
ject to  “colds,”  but  had  indulged  rather  freelv  in 
alcohol. 

Present  illness:  One  week  before  admission  the 
patient  developed  a “head  cold.”  Because  of  it. 
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he  did  not  work  on  the  first  two  days,  but  the 
following  two  days  he  was  able  to  do  so.  The 
next  day  he  again  remained  home  because  of 
‘‘fever  and  pain  behind  the  left  ear.”  He  was 
first  seen  at  this  time  when  he  had  a temperature 
of  102  degrees  and  swelling,  jiain  and  tenderness 
over  the  left  mastoid  region.  There  was  no  dis- 
charge from  either  ear  but  the  left  drum  head 
was  slightly  congested.  He  complained  of  a slight 
headache  but  was  not  nauseated.  He  walked  with 
a slight  stagger  which  he  attributed  to  having  been 
awakened  from  a sound  sleep.  The  general  ex- 
amination was  otherwise  negative,  and  a pro- 
visional diagnosis  of  mastoiditis  was  made.  He 
was  instructed  to  apply  an  ice  bag  over  the  mastoid, 
and  to  report  to  the  hospital  for  an  x-ray  exam- 
ination on  the  following  day.  When  seen  the  next 
morning  the  swelling,  ]>ain  and  tenderness  over 
the  mastoid  had  entirely  disappeared  and  the  tem- 
perature was  normal.  However,  the  patient  was 
disoriented  and  had  illusions  of  various  kinds. 
The  staggering  gait  had  increased  and  marked 
tremor  of  the  hands  and  fingers  had  developed. 
He  complained  of  a severe  pain  over  the  right 
patella  and  had  incontinence  of  urine.  The  pupils 
reacted  normally  and  there  was  no  evidence  of 
facial  paralysis.  Because  of  the  patient’s  history 
delirium  tremens,  jirecipitated  by  some  infection, 
was  thought  to  be  a likely  diagnosis.  During  the 
day  the  patient's  condition  became  worse  and  when 
seen  in  the  evening  he  was  unconscious.  He  was 
perspiring  freely  and  the  temperature  had  risen 
to  103  degrees.  The  jnilse  rate  was  120  and  he 
was  breathing  rapidly.  The  eyes  were  set  toward 
the  right  and  there  was  slight  nystagmus,  but  the 
jnipils  reacted  to  light.  There  was  definite  stiff- 
ness of  the  neck.  The  reflexes  on  the  right  side 
were  hyperactive  and  the  right  arm  and  leg  were 
slightly  spastic.  A diagnosis  of  meningitis  was 
made  and  the  fiatient  was  sent  to  the  hospital. 

Course  in  hospital:  On  admission  the  patient’s 
tcmjierature  was  103.6  degrees;  the  pulse  was  120 
and  the  respirations  were  28  per  minute  and  ster- 
torous in  character.  The  stiffness  of  the  neck 
had  become  more  pronounced  and  there  was  ptosis 
of  the  right  upper  eyelid.  The  facial  muscles 
were  negative  and  the  tongue  movements  were 
normal.  Numerous  moist  rales  were  heard  over 
each  lung  but  there  was  no  evidence  of  consoli- 
dation. The  heart  and  abdomen  were  negative. 
The  right  arm  was  flexed  and  spastic.  The  right 
leg  was  extended  and  there  was  a distinct  ankle 
clonus.  Babinski’s  reflex  was  absent.  There  was 
incontinence  of  urine  and  feces.  The  skin  showed 
no  rash. 

Laboratory  examination:  The  white  blood 

count  was  27,000  with  88  per  cent  polymorphonu- 


clear cells.  A sjiinal  puncture  was  done  and  15 
cubic  centimeters  of  o])alescent  fluid  under  slightly 
increased  pressure  was  obtained.  The  cell  count 
was  400  cubic  centimeters  per  cubic  millimeter 
with  75  i>er  cent  polymorphonuclear  and  25  per 
cent  mononuclear  cells  ; sugar  was  negative  ; glob- 
ulin, strongly  positive : and  smears  showed  large 
numbers  of  streptococci.  Cultures  of  the  blood 
and  of  the  spinal  fluid  showed  hemolytic  strepto- 
cocci. 

Subsequent  course:  The  patient  failed  rapidly 
and  died  twenty-two  hours  after  admission. 

Final  clinical  diagnosis:  Streptococcus  menin-  i 
gitis  with  septicemia. 

Autopsy  abstract:  The  general  examination 

showed  slight  cirrhosis  of  the  liver,  moderate  i 


Fig.  1.  Photograph  of  museum  specimen.  Note  exudate  over 
the  surface  of  the  brain. 

atherosclerosis  and  irregular  congestion  and 
edema  of  the  lungs.  On  removing  the  dura  the 
brain  was  found  covered  with  a thin  purulent  exu- 
date (Fig.  1).  The  middle  ears  and  mastoid  cells 
were  clean.  The  left  sphenoid  sinus  was  filled 
with  a purulent  exudate,  smears  of  which  showed 
enormous  numbers  of  streptococci.  The  other 
jiaranasal  sinuses  were  clean  and  lined  by  a pale 
pink,  translucent  mucosa. 

Anatomic  diagnosis — Primary;  Purulent  sphen- 
oiditis  ;*  Acute  seropurulent  meningitis ; se^>ti- 

♦Bacteriolofric  diagnosis  : Smears  of  the  sphenoidal  pus  showed 

streptococci.  Cultures  of  the  blood  and  spinal  fluid  showed  hemo- 
lytic streptococci. 
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cemia;  acute  congestion  of  the  viscera.  Subsidiary: 
Cirrhosis  of  the  liver ; atlierosclerosis. 

As  well  as  can  be  judged  from  the  history  given 
bv  the  family,  the  patient  had  never  been  subject 
to  “colds”  or  to  any  other  nasal  condition  indi- 
cating chronic  sinusitis.  This  was  verified  by  the 
normal  appearance  of  all  the  sinuses  except  for 
the  acute  condition  in  the  left  sphenoid  found  at 
autopsy.  Therefore,  it  is  reasonable  to  assume 
that  the  patient  had  a single  overwhelming  infec- 
tion with  the  streptococcus  hemolyticus  which  ex- 
tended to  the  meninges  and  invaded  the  blood 
stream.  Alore  frequently  patients  developing 
intracranial  complications  give  histories  of  some 
chronic  disease  of  the  paranasal  sinuses. 

DISCUSSION 

The  more  important  intracranial  complications 
of  nasal  sinus  infection  are  in  the  order  of  their 
frequency,  brain  abscess,  meningitis,  and  throm- 
bosis of  the  cavernous  sinus.  Less  common  lesions 
are  thrombosis  of  the  superior  longitudinal  sinus, 
extradural  abscess,  and  suppuration  of  the  pitui- 
tary body.  Turner  and  Reynolds^  report  that  in 
a series  of  866  cases  the  incidence  of  spontaneous 
intracranial  complication  is  appro.ximately  one 
per  cent.  Berger^  tabulated  534  cases  of  intra- 
cranial complications  following  sinus  disease  and 
listed  the  incidence  of  the  involvement  of  the  sev- 
eral sinuses  as  follows: 

Frontal  sinus  61  per  cent 

Sphenoidal  sinus  17  “ 

Ethmoidal  cells  14  “ “ 

Maxillary  sinus  3 “ “ 

Undetermined  4 “ “ 


e 
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Turner  and  Reynolds  made  intensive  studies  of 
the  paths  by  which  infection  from  the  sinuses 
reaches  the  intracranial  cavity.  They  concluded 
that  there  are  three  routes ; first,  by  the  venous 
blood  stream ; second,  by  direct  extension  through 
the  cranial  bones ; and  third,  along  the  perineural 
sheaths  of  the  olfactory  nerves  which  are  con- 
tinuous with  the  arachnoid  space.  In  their  series 
of  forty-five  cases,  the  infection  traveled  by  the 
blood  stream  in  nineteen  cases ; it  extended  di- 
rectly through  the  bone  in  twenty  cases ; there 
was  a combination  of  direct  extension  and  blood 
stream  infection  in  eight  cases;  the  infection  was 
carried  along  the  perineural  sheaths  in  four  cases; 
and  the  method  of  spread  could  not  be  determined 
in  four  cases.  In  our  series  of  400  autopsies  there 
have  been  two  cases  of  meningitis  complicating 
sinus  disease.  In  each  case  there  was  direct  ex- 
tension through  the  cranial  bones  and  in  the  case 
reported  there  was  also  a .septicemia.  In  another 
ca.se  the  meningitis  complicating  a head  injury  was 
thought  to  have  been  the  result  of  sinus  disease. 


These  cases  emphasize  the  importance  of  infec- 
tion of  the  paranasal  sinuses  as  possible  sources 
of  fatal  intracranial  complications. 
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CHILD  DEVELOPMENT  AND  PARENT 
EDUCATION  CONFERENCE 

The  Tenth  Iowa  Conference  on  Child  Development 
and  Parent  Education  will  be  held  in  Iowa  City,  June 
16,  17  and  18,  1936.  The  conference  is  sponsored  by 
the  Iowa  State  Council  for  Child  Study  and  Parent 
Education  with  the  cooperation  of  the  Iowa  Child 
Welfare  Research  Station  and  the  Extension  Divi- 
sions of  the  University  of  Iowa,  Iowa  State  College, 
and  Iowa  State  Teachers  College. 

The  general  theme  for  the  conference  this  year  will 
be  Education  for  Family  Life,  and  the  following  lec- 
tures on  this  subject  will  be  delivered  by  speakers  of 
nationwide  reputation: 

The  Family  Circle,  Dr.  Floyd  H.  Allport,  School  of 
Citizenship  and  Public  Affairs,  Syracuse  University, 
Syracuse,  New  York. 

Widening  the  Family  Circle,  and  Family  Life  in  its 
Social  Implications,  Dr.  Hornell  Hart,  Professor  of 
Social  Ethics,  Hartfoi’d  Theological  Seminary,  Hart- 
ford, Connecticut. 

Aid  from  the  Child  Guidance  Clinic,  Dr.  Bruce  B. 
Robinson,  Director,  Department  of  Child  Guidance, 
Newark,  New  Jersey. 

The  Nursery  School  as  a Family  Aid,  Dr.  Grace 
Langdon,  Emergency  Nursery  Schools,  Works  Prog- 
ress Administration,  Washington,  D.  C. 

Guidance  of  Young  People,  Dr.  Moses  Jung,  PrO' 
fessor  of  Religion,  University  of  Iowa. 

Home  Economics  for  Men,  Miss  Nora  Talbot,  Dean, 
School  of  Home  Economics,  Oklahoma  A.  & M.  Col- 
lege, Stillwater,  Oklahoma. 

Unguessed  Gifts,  and  The  Voice  of  the  Individual 
Spirit,  Mr.  Hughes  Mearns,  Professor  of  Education, 
New  York  University,  New  York. 

Cultivation  of  Leisure  Activities,  and  Suggestions 
for  the  Development  of  Hobbies,  Dr.  William  C. 
Reavis,  Professor  of  Education,  University  of  Chi- 
cago, Chicago. 

Art  in  Everyday  Life,  Mr.  Grant  Wood,  associate 
professor,  Graphic  and  Plastic  Arts,  University  of 
Iowa. 

A symposium  on  Direct  Aids  to  the  Family  will  be 
conducted  and  consists  of  three  parts;  The  Merrill- 
Palmer  Advisory  Service,  Case  Materials  from  the 
Child  Study  Association,  and  The  Visiting  Teacher 
as  an  Aid  to  the  Family.  A second  symposium  is 
entitled  Social  Aids  to  the  Child.  Motion  pictures  and 
demonstrations  of  children’s  activities  will  complete 
the  three-day  program. 

No  admission  fee  will  be  charged  for  any  of  the 
conference  sessions,  and  additional  information  may 
be  secured  by  addressing  the  Iowa  Child  Welfare  Re- 
search Station,  State  University  of  Iowa,  Iowa  City, 
Iowa. 
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State  Department  of  Health 


ROCKY  MOUNTAIN  SPOTTED  FEVER 

1.  Convalescent  Spotted  Fever  Serum 

A limited  amount  of  convalescent  serum  for  the 
treatment  of  Rocky  iMountain  spotted  fever  will 
be  available  through  the  State  Department  of 
Health  beginning  June  15,  1936.  The  serum  is 
human  immune  serum,  obtained  from  persons  who 
within  the  past  several  years  have  recovered  from 
a known  attack  of  Rocky  Mountain  spotted  fever. 
Because  of  the  limited  amount,  the  serum  will  need 
to  be  reserved  for  the  case  or  cases  showing  typi- 
cal clinical  and  epidemiologic  findings.  Physicians 
rejiorting  the  disease  may  obtain  further  informa- 
tion relative  to  convalescent  spotted  fever  serum 
by  telephoning  to  the  State  Department  of  Health, 
telephone  4-9111,  Extension  137  (after  5:00  P. 
M.,  telephone  7-1417). 

2.  Distribution  of  Reported  Cases  in  Iowa  from 

1933  to  1935. 

Rocky  Mountain  spotted  fever  has  been  recog- 
nized as  endemic  in  Iowa  since  1933.  The  first 
case  was  reported  to  the  department  June  15,  1933, 
by  C.  N.  Freligh,  M.D.,  of  Waucoma  in  Fayette 
County.  Diagnosis  was  confirmed  by  a positive 
agglutination  (Weil-Felix)  reaction,  carried  out 
at  the  State  Hygienic  Laboratories  and  at  the 
National  Institute  of  Health  in  Washington,  D.  C. 
Diagnosis  was  further  substantiated  at  a later  date 
bv  the  “protection  test,”  completed  on  a specimen 
of  the  patient’s  blood  serum  at  the  Rocky  Moun- 
tain spotted  fever  laboratory  of  the  United  States 
Public  Health  Service,  in  Hamilton,  Montana. 
Sixteen  cases  of  Rocky  Mountain  spotted  fever 
were  reported  to  the  department  for  the  three  year 
period  from  1933  to  1935.  Five  of  these  cases  oc- 
curred in  1933,  five  in  1934  and  six  in  1935.  No 
cases  have  been  reported  thus  far  in  1936.  Distri- 
bution by  counties  of  reported  cases  of  this  disease 
as  indicated  in  the  accompanying  spot  map,  is  as 
follows  : Adams,  one  : Allamakee,  one  ; Boone, 
one;  Cedar,  two;  Clarke,  two;  Fayette,  one;  Lee, 
three;  Linn,  two;  Louisa,  one;  Poweshiek,  one. 


and  Union,  one.  The  disease  has  not  been  re- 
ported as  yet  from  any  of  the  counties  in  north 
central  or  northwestern  Iowa. 

3.  Diagnosis  of  Rocky  Mountain  Spotted  Fever. 

The  disease  may  begin  with  prodromal  symp- 
toms of  general  discomfort  and  loss  of  appetite, 
lasting  several  days.  Symptoms  characterizing 
the  acute  attack  are  a chill,  followed  by  high  fever, 
headache,  pain  in  back  and  legs,  epistaxis,  prostra- 
tion and  listlessness  which  may  pass  into  stupor. 
The  erujition,  which  usually  appears  on  the  third 
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or  fourth  day,  consists  of  pink  macules,  irregular 
in  size  and  outline,  visible  first  about  the  wrists, 
ankles  and  forehead.  The  rash  later  becomes  gen- 
eralized and  petechial  in  character.  Signs  refer- 
able to  the  nervous  system  may  be  prominent,  such 
as  exaggerated  reflexes  and  definite  ankle  clonus. 
The  history  of  a recent  tick  bite,  removal  of  a tick 
or  of  exposure  to  ticks  is  of  diagnostic  as  well  as 
epidemiologic  importance.  The  incubation  period 
varies  from  three  to  seven  days.  The  agglutina- 
tion test  (Weil-Felix  reaction)  on  the  patient’s 
serum  is  seldom  positive  until  the  tenth  to  four- 
teenth day.  Typhoid  fever,  measles  and  smallpox 
are  diseases  which  need  to  be  ruled  out  in  the 
differential  diagnosis  in  this  section  of  the  country. 
The  macules  (rose  spots)  of  typhoid  fever  are 
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not  distributed  as  mentioned  above  for  spotted 
fever.  Measles  is  not  unduly  prevalent  at  this 
time.  The  rash  in  measles  appears  on  the  fore- 
head and  face  (not  the  wrists  and  ankles)  before 
extending  to  the  body.  In  smallpox,  the  macules 
soon  become  papular  and  “shotty”  in  character. 

If  cases  of  Rocky  Mountain  spotted  fever 
should  occur  this  season,  physicians  are  requested 
to  report  promptly  to  the  State  Department  of 
Health. 


DIPHTHERIA  MORTALITY  AND  MORBIDITY  IN 
RELATION  TO  IMMUNIZATION 
Do  cases  of  diphtheria  occur  among  children  or 
adults  who  have  previously  received  immunizing 
treatments  with  toxin-antitoxin,  two-treatment 
toxoid  or  alum  precipitated  toxoid?  Have  anv 
deaths  from  diphtheria  occurred  in  Iowa  in  recent 
years  among  persons  givitig  a previous  history  of 
immunization  against  this  disease?  The  Iowa 
State  Department  of  Health,  in  cooperation  with 
physicians  of  the  state,  is  conducting  a study  at 
this  time  to  obtain  definite  information  regarding 
the  above  questions.  Information  will  be  based  on 
the  2ri2  recorded  deaths  due  to  diphtheria  in  Iowa 
for  the  five-year  period  from  1931  to  1935,  and  on 
as  many  as  possible  of  the  2.743  cases  of  diphtheria 
reported  during  the  past  five  years.  Special  diph- 
theria mortality  and  morbidity  questionnaire  forms 
are  being  used  in  connection  with  this  work.  Physi- 
cians are  asked  to  cooperate  in  supplying  the  de- 
sired data. 


CONVALESCENT  SCARLET  FEVER  SERUM 
YIEI.DS  FAVORABLE  RESULTS 

P>eginning  in  January,  1936,  and  throughout  the 
period  of  major  i)revalence  of  scarlet  fever  in  this 


state,  the  State  Department  of  Health  has  distrib- 
uted at  the  request  of  physicians,  convalescent 
scarlet  fever  serum  for  the  control  or  prevention 
of  scarlet  fever.  To  date  (May  29),  298  twenty 
cubic  centimeter  vials  or  about  six  liters  of  serum 
have  been  distributed. 

By  means  of  serum  report  forms,  information 
has  been  obtained  from  attending  physicians  rela- 
tive to  results  following  the  use  of  serum.  Infor- 
mation is  not  at  hand  relative  to  the  total  amount 
of  serum  used.  However,  the  serum  report  forms, 
completed  and  returned  by  physicians,  show  that 
among  54  persons  who  received  prophylactic  treat- 
ment following  exposure  to  scarlet  fever,  53,  or 
98  per  cent  escaped  an  attack  of  this  disease.  In 
the  one  instance,  scarlet  fever  developed  eight  days 
after  exposure.  Favorable  reports  were  received 
with  reference  to  many  of  the  26  scarlet  fever  pa- 
tients who  were  treated  with  convalescent  .scarlet 
fever  serum.  One  patient,  a young  man,  twenty 
years  of  age,  received  120  cubic  centimeters  of 
serum  intravenously.  Within  twenty-four  hours, 
his  temperature  had  dropped  from  103  to  100  de- 
grees, pulse  from  120  to  90,  angina  from  severe 
to  slight,  and  the  rash  which  was  pronounced  had 
disappeared  entirely.  In  another  instance,  serum 
was  given  intravenously  to  a boy,  seven  years  of 
age,  for  the  treatment  of  “mastoiditis,  lateral  sinus 
thrombosis  and  septicemia.”  This  child  recovered. 
A note  on  the  serum  report  form,  returned  by  the 
physician  attending  this  case,  reads : “Beginning 
of  recovery  undoubtedly  due  to  use  of  serum.” 

It  is  hoped  that  physicians  who  have  used  con- 
valescent scarlet  fever  serum  in  the  treatment  of 
scarlet  fever  or  related  streptococcic  infections  will 
prepare  case  reports  in  greater  detail  for  publica- 
tion in  the  Journal. 


PREVALENCE  OF  DISEASE 


Most  Cases 


Apr.  ’36 

Mar. 

36  Apr.  ’35 

Reported  From 

Diphtheria  

18 

46 

45 

Des  Moines,  Wapello 

Scarlet  Fever  

1,000 

978 

370 

(For  State) 

Typhoid  Fever  

1 

10 

3 

Floyd 

Smallpox  

169 

78 

22 

Woodbury 

Measles  

18 

12 

3,393 

Harri.son 

Whoopinjr  Couph  

..  58 

58 

78 

Sac,  Lee,  Linn 

Cerebrospinal  Meningfitis  

10 

13 

16 

Dallas,  Polk 

Chickenpox  

233 

227 

254 

Boone 

Mumps  

637 

1,062 

1,381 

Black  Hawk,  Woodbury 

Poliomyelitis  

0 

1 

0 

Tuberculosis  

42 

28 

33 

(For  State) 

Undulant  Fever  

8 

4 

6 

(For  State) 

Syphilis  

Ill 

7() 

116 

(For  State) 

Gonorrhea  

119 

106 

148 

(For  State) 
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FOR  THE  PUBLIC  HEALTH 

Unlike  most  businesses  medicine  endeavors  to 
eliminate  its  commodity  in  trade,  that  is,  sickness, 
and  strangely  encounters  countless  objections  from 
the  public  which  it  strives  to  protect.  At  this  time 
the  medical  fraternity  is  actively  sponsoring  three 
measures  which,  if  adopted,  will  probably  be  reck- 
oned as  the  most  significant  of  this  decade.  The 
first,  having  to  do  with  the  licensure  of  specialists 
in  the  practice  of  medicine,  would  seem,  on  super- 
ficial consideration,  of  concern  only  to  the  medical 
profession  itself.  The  second  measure,  more 
obviously  for  iniblic  jirotection,  has  to  do  with  the 
enactment  of  laws  regulating  and  controlling  the 
sale  and  advertisement  of  foods,  drugs  and  cos- 
metics. The  third  problem  of  outstanding  and 
conceded  importance  in  the  preservation  of  the 
public  health  is  that  involved  in  the  consideration 
of  a socialized  plan  of  medical  practice. 

While  these  problems  involve  principles  of  most 
vital  and  intimate  interest  to  every  physician,  their 
far-reaching  effects  should  command  the  pains- 
taking interest  of  every  individual.  The  protec- 
tion of  the  public  health  motivates  every  proposed 
action  and  in  every  instance  the  promotion  of  a 
more  effective  and  acceptable  medical  practice  is 
predicated  in  the  proposal.  Why  then,  one  may 
ask,  does  the  jiublic  not  fight  with  the  physician 
in  this  battle  for  better  health?  The  answer  ap- 
]iears  fairly  simjde.  The  public  is  uninformed, 
or  if  informed  is  often  misled  by  propagandists 
who  have  “an  axe  to  grind.”  We  have  previously 
stated  in  these  columns  and  will  reiterate  at  this 
time,  that  if  the  public  is  to  be  enlightened  and 
stimulated  to  an  active  interest  in  these  matters, 
the  teaching  must  come  from  physicians  well  in- 
formed in  the  principles  and  problems  concerned. 

The  Licensing:  of  Specialists 

Epochal  in  this  century  and  particularly  in  the 
last  fifty  years  is  the  growth  of  specialism  in  medi- 


cal practice.  Basically  this  movement  is  economic 
in  that  physicians  saw  in  the  especial  skill  achieved 
by  limiting  their  interest,  a more  satisfactory  and 
successful  jiractice  and  manife.stly  a greater  re- 
turn for  this  service.  Further,  the  perfection  of 
facilities  for  communication  and  the  ea.se  of  trans- 
portation made  feasible  specialization  by  grossly 
enlarging  the  physician’s  potential  clientele. 
Finally  in  specialism  many  physicians  saw  a more 
comfortable  urban  life  free  from  many  of  the 
vicissitudes  which  harass  the  life  of  the  general 
practitioner.  While  s])ecialism  has  not  developed, 
then,  solely  as  a public  .service,  the  public  has 
nevertheless  accepted  this  practice  and  in  most  in- 
stances benefited  materially  by  the  plan.  Unfor- 
tunately, for  both  the  jnihlic  and  the  profession, 
the  specialist  has  not  always  qualified  for  the 
service  undertaken  and  the  public  trust  was 
betrayed.  Declaration  as  a specialist  is  not  suffi- 
cient guarantee  of  a special  knowledge  to  render 
a special  service.  However,  in  our  present  sys- 
tem declaration  has  been  the  sufficient  criterion 
for  many  self-styled  specialists.  While  a medi- 
cal curriculum  prepares  the  physician  in  all 
branches  of  practice,  it  does  not  and  never  has 
presumed  to  give  the  more  extended  knowledge 
which  should  he  the  requisite  for  special  jiractice. 
Only  special  study  and  experience  can  meet  this 
demand.  These  are  among  the  most  pertinent, 
if  not  the  most  pertinent,  reasons  for  the  enthu- 
siastic endorsement  of  the  present  movement  to 
permit  specialism  only  by  examination  and  certi- 
fication. If  the  public  in  general  could  realize  the 
significance  of  this  movement  in  their  protection, 
phvsicians  would  not  only  be  assisted  in  the  per- 
fection of  a plan  but  an  insistent  public  would 
demand  tbe  action.  Specialism  practiced  only  by 
those  of  proved  fitness  will  command  public  re- 
spect and  effectively  serve  the  public  health. 

A Food,  Drug  and  Cosmetic  Act 

Originally  sponsored  by  Dr.  Wilev  and  more 
recently  bv  Dr.  Copeland,  measures  have  been 
advocated  in  Congress  designed  to  nrotect  the 
public  by  demanding  honesty  in  the  sale  of  foods, 
drugs  and,  most  recently,  cosmetics.  It  .seems 
almost  unbelievable  that  the  general  public  should 
remain  apathetic  to  so  vitally  important  a meas- 
ure. Frauds  in  the  .sale  of  the.se  commodities  can- 
not be  reckoned  in  dollars  and  cents,  since  all  too 
frequently  the  price  paid  is  human  life.  Poisoned 
foods  may  reveal  them.selves  promptly  in  sickness 
and  death,  but  a misrepresentation  of  foods  or 
food  values  may  take  an  insidious  toll  of  strength 
and  energy  which  ultimately  culminates  in  disease 
and  death.  A drug  may  be  ill-advised  and  fatal 
when  spuriously  labeled  or  misrepresented.  More 
sad  and  more  deadly  are  those  drugs  purveyed  by 
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unscrupulous  persons  who  capitalize  on  the  cre- 
dulity of  the  public,  to  create  unfounded  hope  of 
cure  in  those  serious  maladies  where  genuine  re- 
lief is  only  possible  when  a scientific  treatment  is 
administered  in  the  early  stages  of  the  disease. 
If  the  general  public  could  realize,  as  the  phy- 
' sician  does,  the  hazards  of  unprotected  traffic  in 
these  essential  commodities,  here  also,  we  would 
find  an  alarmed  and  insistent  public  demanding 
protection  which  can  only  be  assured  by  a strong 
and  comprehensive  measure  such  as  the  Copeland 
Bill,  as  originally  introduced  into  Congress  at  its 
present  session.  Unfortunately,  this  bill  has  un- 
dergone considerable  modification,  and  these 
changes  have  weakened  rather  than  strengthened 
the  measure.  It  is  hoped  that  sufficient  pressure 
will  be  brought  ujion  Congress  before  the  final 
passage  of  a food,  drug  and  cosmetic  bill  to  re- 
store the  measure  to  its  original  comprehensive- 
ness and  strength. 

The  Socialization  of  Medical  Practice 

In  commenting  on  the  efforts  to  promote  the 
public  health  through  the  licensing  of  physicians 
and  in  the  enforcement  of  laws  to  demand  hon- 
esty in  the  sale  of  foods,  drugs  and  cosmetics,  we 
have  stressed  the  sponsorship  of  each  movement 
b_v  the  medical  profession  in  spite  of  a widespread 
apathetic  attitude  of  the  laity.  For  .some  little 
under.stood  reason  in  considering  the  form  wdiich 
medical  practice  of  the  future  should  take,  apathy 
has  given  away  in  many  quarters  to  an  open  an- 
tagonism, and  certain  lay  agencies  would  dictate 
a plan  without  a voice  by  the  phvsician.  They 
would  see  the  independent  practitioner  replaced 
bv  a salaried  employee  of  the  government  whose 
duties  are  assigned  by  lay  administrators  and 
whose  patients  are  permitted  no  voice  in  the  selec- 
tion of  their  medical  counsellor.  Taxes  would  care 
for  professional  .services  much  the  .same  as  it  does 
for  garbage  disposal  or  the  cleaning  of  the  streets. 
Positions  of  preference  in  practice  would  logically 
be  awarded  to  the  jiolitically  elect,  and  seniority 
rights  would  replace  personal  endeavor  and  ac- 
compli.shment.  The  public,  whose  interest  the 
plan  is  designed  to  protect,  should  consider  the 
workings  of  similar  jilans  in  other  countries  and 
profit  by  their  costly  experiences.  Over  consid- 
erable time  such  schemes  have  been  found  in- 
effective and  unreliable  by  our  cousins  across  the 
sea.  Efficient  medical  service  can  only  he  ren- 
dered by  physicians  unhampered  by  regimentation 
to  jiatients  who  are  free  to  select  their  own  per- 
.sonal  phy.sician  and  a healthy  doctor-patient  re- 
lationship maintained  and  encouraged. 

While  the  three  proposed  measures  bear  many 
jioints  in  common  they  are  not  intenlependent. 
Success  is  jiractically  a>sured  the  plan  dealing 


with  the  licensing  of  specialists.  The  bill  regu- 
lating the  sale  of  foods,  drugs  and  cosmetics,  has 
been  passed  by  the  House  and  will  without  doubt 
be  called  for  vote  before  the  Senate  at  this  session 
of  Congress.  As  yet  a socialized  plan  of  medical 
]>ractice  remains  an  ominous  threat,  but  those  in 
a position  to  know  advise  that  unless  active  coun- 
ter-measures are  vigorously  pressed  by  the  med- 
ical profession,  a plan  for  the  socialization  of 
medicine  will  surely  become  a reality.  We  as 
physicians  have  accepted  the  role  as  custodians 
of  the  public  health,  and  it  therefore  behooves  us 
not  to  fail  this  trust  in  these  vitally  important 
matters. 


OUTSIDE  THE  LECTURE  HALL  AT  THE 
A.  M.  A.  CONVENTION 

•Several  decades  ago  Kansas  City  made  front 
jiage  news  when  a municipal  auditorium  was  com- 
pleted. It  was  an  imposing  structure,  and  the 
Kan.sas  Citians  were  proud  of  it.  They  showed 
it  to  their  visitors  with  pardonable  boasting.  Di- 
rectly across  the  street  from  this  old  auditorium 
today  stands  the  newly  erected  Municipal  Audi- 
torium of  Kansas  City.  This  magnificent  struc- 
ture, one  of  the  largest  of  its  kind,  makes  the 
old  building  look  insignificant  and  shedlike  bv 
comparison.  It  was  in  this  grand  new  ^Municipal 
Auditorium  that  the  American  iMedical  Associa- 
tion convention  was  held  this  year,  and  even  this 
enormous  structure  was  filled  to  overflowing  by 
the  convention.  One  cannot  help  but  be  impressed 
by  the  striking  similarity  in  *develo])ment  which 
the  past  two  or  three  decades  have  produced  : on 
the  one  hand  the  small  unassuming  auditorium  of 
thirty  years  ago  which  has  been  replaced  bv  the 
majestic  edifice  of  today,  and  on  the  other  hand 
the  modest  unpretentious  gathering  of  physicians 
which  has  gradually  acquired  nationwide  recogni- 
tion, until  now  the  annual  meeting  of  the  Ameri- 
can Medical  As.sociation  is  conceded  to  be  the 
most  outstanding  convention,  from  the  standpoint 
of  ini])ortance  and  attendance,  in  the  medical 
world  today. 

One's  first  impression  concerning  the  conven- 
tion was  of  its  .size.  The  activities  of  the  con- 
vention not  only  filled  the  great  Municipal  Au- 
ditorium. but  also  taxed  the  facilities  of  every 
available  hotel,  and  Kansas  City  is  well  supplied 
with  hotels.  It  filled  the  apartment  hou.ses  and 
even  overflowed  into  the  residential  districts.  The 
whole  city  was  humming  with  the  activities  of 
nearly  seven  thousand  members  of  the  associa- 
tion whose  proceedings  included  lectures,  ad- 
dresses. and  scientific  exhibits  for  serious  studv, 
and  dinner  parties,  smokers,  and  a variety  of  social 
conferences  for  relaxation. 


316 


Journal  of  Iowa  State  ]\Iedical  Society 


June,  1936 


With  all  this  bustling  activity  a striking  char- 
acteristic of  the  convention  was  the  studious  at- 
titude and  the  gentlemanly  conduct  of  the  dele- 
gates, which  existed  everywhere.  Whether  at  the 
cocktail  bar  or  at  the  installation  of  officers : 
whether  on  the  golf  links  or  in  the  House  of 
Delegates,  good  manners  and  good  feeling  pre- 
vailed. Kan-sas  City  must  realize  that  to  the 
physicians  a conr-ention  means  an  opportunity  for 
study  and  advancement  as  well  as  for  refined 
levity  and  relaxation,  and  Kansas  City  will  re- 
spect the  profession  more  because  of  this  atti- 
tude. 

That  part  of  the  convention  which  was  ojien  to 
the  public,  consisted  only  of  one  evening  when 
the  medical  profession  was  given  the  keys  to  the 
city,  when  governors  and  candidates  for  the  U.  S. 
Senate  spoke,  when  dignitaries  of  our  own  ^iro- 
fession  “strutted  their  stuff’’ ; in  other  words,  it 
was  an  evening  given  over  to  stuffed  shirt  per- 
formances, where  workers  were  conspicuous  by 
their  absence.  In  the  House  of  Delegates  where 
the  business  of  the  organization  is  transacted  and 
its  policies  are  molded,  politics  had  its  fling.  Here 
votes  were  traded,  those  with  ambitions  jockied 
for  positions  of  importance,  and  resolutions  were 
passed  amid  much  moving  and  seconding.  Busi- 
ness was  done,  as  the  records  show,  and  one 
views  the  proceedings  of  the  House  of  Delegates 
not  only  with  justifiable  pride  of  accomplish- 
ment, but  also  with  pride  in  the  high  ideals  of  the 
profession  and  the  commendable  humanitarian 
principles  which  are  sponsored. 

Frivolity  may  be  countenanced,  politics  mav  be 
condoned,  and  fraternity  may  be  commended,  but 
after  all  the  lasting  and  worthwhile  labors  of 
tbe  convention  arc  those  which  add  to  the  value 
of  the  phvsician’s  service  to  mankind.  This  is 
the  measure  of  real  accomplishment  of  every  con- 
vention. The  question  is  only  “was  the  advance 
this  year  greater  or  less  than  that  of  the  year  be- 
fore?" and  in  this  it  is  hard  to  judge.  This 
power  of  evaluation  comes  to  us  only  in  retro- 
spect. Practicallv  every  imaginable  jihase  of  med- 
icine and  surgery  pre.sented  their  achievement 
either  in  the  form  of  lectures,  talks,  or  scientific 
exhibits.  This  much,  however,  must  be  said:  the 
enormous  number  of  enthusiastic  activities  and 
the  marvelous  scientific  exhibits  lead  one  to  be- 
lieve that  this  year's  scientific  achievement  was 
certainly  not  less  than  during  any  other  previous 
year. 

In  addition  to  the  sections  of  the  American 
Medical  A,ssociation  proper,  numerous  special 
societies  of  physicians  met  at  this  time  in  Kan- 
sas City.  Here  ten  to  fifteen  minute  papers  were 
presented  from  morning  to  night,  and  constructive 


discussion  filled  the  meeting  rooms  in  every  hotel 
throughout  the  convention.  The  information  ob- 
tained and  the  inspiration  given  in  these  more  for- 
mal meetings  cannot  possibly  be  over-estimated. 

The  scientific  exhibits  have  been  the  pride  of 
American  doctors  for  many  years.  The  writer 
has  seen  a number  of  them,  and  each  year  has 
felt  that  they  were  most  worthwhile  and  could 
not  be  improved.  At  least  twelve  full  hours 
were  spent  in  viewing  this  year’s  exhibits,  and 
all  one  can  say  is  that  they  were  more  man-elous 
than  ever.  No  one  who  attends  a convention  can 
afford  to  miss  seeing  the  exhibits,  and  no  person 
once  having  seen  them  will  ever  attend  another 
convention  without  viewing  them  again.  Special 
mention  should  he  made  of  the  commercial  ex- 
hibits, which  each  year  are  taking  on  more  and 
more  of  the  character  of  the  scientific  exhibits, 
making  them  more  attractive  to  the  convention 
visitor. 

In  a word,  the  1936  national  convention  was  an 
eminent  success  and  a meeting  to  reflect  upon 
with  justifiable  pride. 


IOWA’S  IMMUNIZATION  PROGRAM 

(?)ne  of  the  most  important  features  of  Part  1, 
Title  V,  of  the  .Social  Security  Act,  is  that  which 
])rovides  for  immunization  of  children  against 
disease.  In  the  Iowa  plan,  which  has  been  ap- 
])i'oved  by  federal  authorities  at  Washington,  it 
has  been  necessary  to  confine  the  immunization 
program  to  diphtheria,  and  the  State  Department 
of  Health,  under  whose  dii'ection  this  part  of  the 
Act  is  being  administered,  has  wisely  still  further 
limited  the  expenditure  of  such  funds  as  will  be 
available  for  this  purpose,  to  children  between  the 
ages  of  nine  months  and  two  years.  It  is  neces- 
sary also  to  limit  the  program  to  the  rural  areas 
of  those  counties  of  Iowa  which  have  shown  the 
highest  mortality  rates  from  the  disease.  Twen- 
ty-nine counties  account  for  77  per  cent  of  all 
the  deaths  occurring  in  the  state.  It  is  in  these 
counties  that  the  attempt  will  be  made  to  increase 
the  number  of  protected  children. 

The  program  contemplated  will  immunize  as 
many  children  of  the  above  mentioned  age  group 
as  possible  each  year  for  a period  of  five  years, 
when  it  is  hoped  sufficient  impetus  will  have  been 
obtained  to  continue  the  project  without  the  need 
of  outside  assistance.  The  work  will  be  done  by 
the  physicians  of  the  local  county  medical  so- 
cieties in  their  offices,  and  remuneration  will  be 
made  from  federal  funds. 

On  May  25,  the  Committee  on  Child  Health 
and  Protection  of  the  Iowa  State  Medical  Society 
met  in  Des  Moines  with  the  director  of  the  Di- 
vision of  Child  Health  and  Health  Education  of 
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the  State  Department  of  Health.  Among  other 
things,  the  above  plan  was  presented  to  the  Com- 
mittee for  discussion.  The  Committee  unani- 
mously approved  it  because  of  several  features 
embodied  in  it  which  to  them  seemed  important. 
In  the  first  place  it  is  distinctly  educational,  and 
not  simply  a method  of  obtaining  free  immuniza- 
tion for  all  the  children  of  a community.  People 
should  be  taught  that  infancy  and  not  school  age, 
is  the  proj^er  age  to  have  a child  immunized 
against  diphtheria.  Mortality  statistics  show  that 
over  50  per  cent  of  all  deaths  from  diphtheria 
occur  in  the  preschool  age.  Hence  the  limiting 
of  this  plan  to  children  between  the  ages  of  nine 
months  and  two  years  should  be  of  value  in  em- 
phasizing this  point.  It  is  conceivable  also  that 
it  may  have  an  educational  value  for  some  phy- 
sicians, in  teaching  them  that  it  is  their  duty  to 
advise  and  urge  parents  about  the  proper  age  and 
the  importance  of  protection  against  diphtheria. 
Physicians,  as  guardians  of  the  health  of  a com- 
munity, should  assume  the  responsibility  for  pre- 
venting such  diseases  as  diphtheria  and  smallpox 
from  occurring  in  their  communities.  If  this 
ideal  prevailed  there  wmuld  be  no  occasion  for 
governmental  interference  in  what  ought  to  be 
a private  matter  between  patient  and  physician. 

The  actual  administering  of  the  preventive 
agent  by  local  private  practicing  physicians  in 
their  own  offices,  and  the  limiting  of  the  plan  to 
a five-year  period  for  any  one  community,  are  ad- 
ditional features  approved  by  the  Committee  as 
further  evidences  of  the  educational  nature  of  the 
program.  The  Committee  feels  that  the  members 
of  the  Iowa  State  Medical  Society  should  distin- 
guish clearly  between  the  significance  of  a dis- 
tinctly educational  ])rogram  of  the  sort  under 
discussion,  and  one  whose  aim  is  simply  to  pro- 
duce mass  results. 


REMARKS  AT  GOLDEN  ANNIVERSARY 
MEETING* 

Celebrating  Fifty  Years  of  Practice  for  William 
Jepson,  M.D.,  and  Frank  Murphy,  M.I). 

Mr.  Chairman: 

We  who  are  here  by  your  gracious  courtesy 
feel  it  is  one  of  life’s  privileges  to  join  with  the 
Woodbury  County  Medical  Society  in  doing  hom- 
age to  your  two  distinguished  members,  a pair  of 
X’ature’s  noblemen  and  worthy  disciples  of  our 
guild,  who  blazed  the  trail  of  modern  medicine 
in  this  community  and  far  beyond,  during  a half 
century  of  enduring  service.  It  is  for  each  of  us 
a hai)py  hour  to  add  by  our  ])resence  the  tribute 
of  affection  and  felicitation  to  Doctor  Je])Son  and 
Doctor  Murphy  on  this  memorable  occa.sion. 

*Pre«ented  by  Walter  L.  Kierrinjr.  M.I).,  of  Des  Moines,  at  meet* 
inK  held  May  26.  1936,  in  Sioux  City. 


Distinctive  as  it  is  in  commemorating  a record 
of  fifty  years  in  the  practice  of  our  profession,  it 
affords  a further  unique  example  of  a rare  and 
unfaltering  friendship  enduring  throughout  all 
these  years.  The  noble  attributes  of  each,  the 
Celt  and  the  Dane,  the  internist  and  the  surgeon, 
the  talents  of  the  one  serving  to  complement  the 
other,  adding  stature  to  both  as  man  and  as  phy- 
sician. 

It  is  possible  that  Dr.  Jepson  touched  the  lives 
of  some  of  us  a bit  more  closely,  and  I might 
even  presume  to  claim  a closer  kinship,  for  my 
grandfather,  born  in  1798  in  Horsens  Jutland, 
bore  the  name  of  Peter  Jepson  Bjerring  and  his 
son,  my  paternal  ancestor,  was  named  Jeppe  Peter- 
son Bjerring.  If  traditional  custom  had  been 
maintained  as  Jepjie’s  son,  Jepson  should  have 
been  a part  of  my  name. 

It  is  my  pleasure  to  bring  greetings  to  this  happy 
occasion  from  a classmate  of  Doctor  Jepson  at 
Jefferson  Medical  College,  Major  General  Mer- 
ritte  W.  Ireland,  former  Surgeon  General  of  the 
U.  S.  Army,  as  expressed  in  a letter  received  yes- 
terday, as  follows : 

Washington,  D.  C. 

May  22,  1936. 

Dear  Doctor  Bierring: 

I understand  a dinner  will  be  given  on  May  26  to 
Dr.  William  .Jepson,  to  celebrate  his  fifty  years  in 
medicine. 

If  Jepson  has  done  nothing  else  in  his  professional 
career  but  save  your  life  thirty  years  ago  by  his 
skill  and  courage,  his  name  should  be  written  in  the 
history  of  medicine.  But  he  has  done  more.  He  has 
spent  a long  life  in  honoring  our  profession. 

I first  met  Doctor  Jepson  during  the  winter  of 
1890-91,  when  we  were  doing  post  graduate  work 
in  Philadelphia.  He  was  then  known  as  a compe- 
tent physician  and  general  surgeon  in  his  home 
town,  and  surrounding  country. 

He  has  spent  his  life  caring  for  his  patients  in  a 
most  skillful  and  sympathetic  way.  The  human  ele- 
ment entered  into  his  practice.  That  is  the  reason 
his  patients  have  loved  him. 

All  glory  to  this  friend  and  great  physician.  I 
am  glad  to  join  his  friends  in  doing  honor  to  him. 

My  best  wishes  and  affection  to  him. 

Very  sincerely, 

M.  W.  Ireland. 

This  calls  forth  an  interesting  episode  in  the 
life  story  of  our  friend.  .After  graduating  in 
medicine  at  the  .State  University  of  Iowa  in  1886, 
he  S])ent  four  years  in  dcvclrqiing  a successful 
practice  in  this  community,  but  the  constant  urge 
for  further  knowledge  led  this  enthusiastic  stu- 
dent to  enroll  in  the  senior  medical  cla.ss  of  both 
the  University  of  Penn.sylvania  and  Jefferson 
Medical  Colleges.  I’hiladelphia,  in  the  fall  term 
of  1890.  Some  nine  months  later,  in  May,  1891. 


318 


Journal  of  Iowa  State  Medical  Socif:ty 


June,  1936  i 


he  thus  attended  two  coniniencement  exercises  on 
the  same  day,  ohtainino-  diplomas  conferring  the 
degree  of  Doctor  of  Medicine  from  two  of  Amer- 
ica’s famous  medical  institutions.  As  if  this 
were  not  enough  for  one  day’s  accomplishment, 
he  must  necessarily  stand  up  for  his  Jefferson 
College  classmate  Ireland,  who  was  ab.sent  in  New 
York  taking  the  Army  medical  examination,  re- 
quiring Jepson  to  answer  to  the  name  of  the  fu- 
ture Chief  Surgeon  of  the  A.  E.  F.  in  the  great- 
est war  in  history,  and  who  later  served  for 
nearly  thirteen  years  as  Surgeon  General  of  the 
U.  S."  Army. 

Six  years  later,  in  1897,  the  urge  again 
prompted  a trek  across  the  sea  to  the  E^niversity 
of  Edinburgh,  where  after  special  courses  of 
study,  he  was  able  to  sit  for  the  Triple  Qualifica- 
tion Board  of  Scotland,  placing  his  name  on  the 
British  practice  registry,  and  adding  two  more 
degrees  to  his  name,  L.R.C.P  and  M.R.C.S.  of 
Edinburgh.  Somewhere  about  this  time  he  gath- 
ered in  an  additional  degree  of  Master  of  Science 
from  the  Unir’ersity  of  South  Dakota. 

His  high  place  as  a teacher  and  practitioner  of 
surgery  was  now  well  established,  and  it  seemed 
only  natural  that  the  Board  of  Regents  of  the 
University  of  Iowa  should  look  to  this  brilliant 
young  surgeon  to  become  the  succes.sor  to  the 
beloved  IMiddleton,  as  professor  of  surgery  in  the 
College  of  iMedicine.  We  awaited  with  intere.st 
his  coming  into  the  University  Faculty  of  Med- 
icine in  the  fall  of  1902.  While  we  had  met  at 
the  state  medical  meetings,  and  been  distinctly 
impressed  with  the  high  order  of  his  publications, 
wc  were  little  prepared  for  that  marvelous  enthu- 
siasm for  work  and  concentration  of  energy  that 
fairly  took  us  off  our  feet.  It  was  necessary  lit- 
erally to  rewind  our  clocks.  He  soon  became  for 
each  of  us,  the  teacher  and  the  master,  for  he  was 
at  home  alike  in  anatomy,  physiology,  pathology 
and  medical  diagnosis,  as  well  as  in  his  chosen 
field. 

He  was  capable  of  an  incredible  volume  of 
work,  yet  ever  maintained  that  conservative  sur- 
gical judgment  that  formed  the  best  measure  of 
his  success  as  an  ojrerating  surgeon.  Prominent 
visiting  surgeons  were  always  extended  the  cour- 
tesy of  guest  in  the  operating  room,  yet  even  the 
tyro  on  the  benches  was  prone  to  make  compari- 
sons and  note  a difference. 

He  infused  a new  spirit  of  clinical  investiga- 
tion into  the  life  of  the  University  iMedical  School, 
and  easily  gained  the  affectionate  regard  of  col- 
leagues and  students  to  the  highest  degree.  We 
can  speak  with  propriety  of  a Jepson  epoch,  for 
he  left  the  impress  of  his  inspiring  personality 


and  scholarship  on  every  one  with  whom  he  came  i 
in  contact. 

Then  and  later  many  de.serving  honors  came  j 
to  him,  the  presidency  of  the  Iowa  State  Medical 
Society  in  1906,  when  he  selected  Doctor  iMurphy  i 
as  chairman  of  the  Section  on  Medicine,  leader- 
ship in  the  Western  Surgical  Association,  charter 
member  of  the  American  College  of  Surgeons, 
an  honorable  military  record  in  the  World’s  War, 
secretary  and  chairman  of  the  Iowa  State  Board  ; 
of  Medical  Examiners,  chairman  of  the  Iowa  i 
Cancer  Committee,  and  withal  a leadership  in  i 
civic  and  human  affairs  that  placed  him  among 
the  distinguished  and  honored  sons  of  Iowa. 

To  you.  Doctor  Jepson  and  Doctor  Murphy, 
we  bow  in  honor  of  your  achievements  in  advanc- 
ing the  ideals  of  the  science  and  art  of  medicine. 

In  your  lives  you  have  taught  a religion  of  charity, 
of  work  not  of  words,  and  extended  far  afield 
that  S])irit  of  enthusiasm  aptly  termed  by  Pas- 
teur— “un  Dieu  interieure,”  or  “the  God  within,” 
which  was  ever  the  motive  power  of  all  human 
effort.  You  have  been  privileged  to  travel  life’s 
pathway  with  many  of  the  best  men  of  your 
generation  in  this  Golden  Age  of  medical  prog- 
ress of  w’hich  you  have  been  a part  in  the  fullest 
measure.  While  we  leave  you  thus  on  those  se- 
rene heights  where  in  the  words  of  Whittier,  “the 
outlook  is  good  and  there  is  no  more  hill  climb- 
ing,” we  know  there  are  yet  many  honors  and 
opportunities  for  human  service  ahead,  but  we  beg 
to  voice  the  prayer  that  life  for  both  of  you  will 
continue  to  take  on  a new  tranquility  and  each  year 
bring  a fresh  fruition,  a better  understanding,  a 
broader  sympathy,  and  a deeper  aiipreciation  of 
truth  and  beauty. 


ATTENTION!  MEMBERSHIP  ROSTER 
The  attention  of  delinquent  members  and  county 
society  secretaries  is  called  to  the  fact  that  the  July 
issue  of  the  Journal  will  carry  a complete  roster 
of  the  membership  of  the  Iowa  State  Medical  So- 
ciety, as  of  June  15,  1936.  Delinquent  members  are 
urged  to  pay  their  current  dues  to  their  county  sec- 
retaries at  once  so  that  they  will  reach  the  central 
office  on  or  before  this  date,  and  thus  enable  their 
names  to  be  included  in  this  official  roster.  County 
medical  society  secretaries  are  asked  to  bring  this 
matter  to  the  attention  of  those  members  whose  dues 
are  now  in  arrears.  This  roster  is  to  be  published 
in  the  July  Journal  each  year  in  accordance  with 
the  action  of  the  House  of  Delegates  at  the  1936 
annual  session.  The  July  Journal  ah’eady  carries 
the  Transactions  of  the  House  of  Delegates  and 
it  was  thought  that  the  inclusion  of  a roster  of  the 
membership  would  make  this  issue  of  the  Journal 
a most  valuable  and  complete  reference  number  of 
the  activities  of  the  State  Society. 
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WOMAN’S  AUXILIARY  NEW! 

Edited  by  the  Press  and  Publicity  Committee 
Mrs.  Dean  W.  Harman,  Chairman,  Glenwood,  Iowa 


STATE  MEETING 

The  Woman’s  Auxiliary  to  the  Iowa  State  Medical 
Society  enjoyed  a very  profitable  and  well  attended 
three-day  meeting  April  29  to  May  1,  inclusive,  at 
the  Hotel  Fort  Des  Moines  in  Des  Moines,  with  a 
total  attendance  of  well  over  one  hundred  members 
and  many  guests.  Highlights  of  the  meeting  in- 
cluded a debate  on  socialized  medicine  by  debating 
teams  from  Iowa  State  College  and  Drake  Uni- 
versity, a talk  on  “Cancer  Control’’  by  Dr.  F.  L. 
Rector  of  Evanston,  Illinois,  representing  the 
American  Society  for  the  Control  of  Cancer,  and  a 
talk  on  “The  Social  Security  Act”  by  Dr.  Thomas 
A.  Burcham,  president  of  the  State  Society.  A tour 
of  the  Smouse  School  for  Handicapped  Children 
was  educational  as  well  as  very  enlightening  to 
many  who  had  no  conception  of  the  opportunities 
offered  to  the  handicapped  children  of  Des  Moines. 

Much  credit  is  due  the  Polk  County  Auxiliary  in 
arranging  the  delicious  luncheons,  dinners  and  en- 
tertainment for  the  visiting  members.  Twenty-one 
counties  were  reported  organized  and  several  more 
are  in  the  process  of  organization.  Many  very  in- 
teresting reports  of  the  year’s  work  were  given, 
and  practically  all  had  followed  the  state  program 
as  outlined  in  the  beginning  of  the  year  by  our 
very  capable  past  president,  Mrs.  M.  C.  Hennessy. 

At  the  close  of  the  sessions  Mrs.  Clyde  A.  Boice 
of  Washington,  newly  elected  president,  spoke 
words  of  encouragement  and  the  hopes  for  an  in- 
creased membership  for  the  coming  year. 


Polk  County 

Members  of  the  Woman’s  Auxiliary  to  the  Polk 
County  Medical  Society  held  their  May  meeting  at 
the  Hoyt  Sherman  Place  for  a one  o’clock  luncheon, 
with  Mrs.  T.  B.  Throckmorton  presiding.  Reports 
of  the  state  meeting  were  given  by  Mesdames  A.  E. 
Merkel  and  E.  R.  Posner. 

Misses  Frieda  Jones.  Betty  Beacon  and  Margaret 
Johnson,  Drake  University  Dormitory  Girls’  string 
trio  furnished  music,  and  a play  production  class 
from  Drake  presented  a Russian  farce. 

Dr.  J.  H.  Kinnaman  of  the  Iowa  State  Board  of 
Health  discussed  the  Social  Security  Act  as  it  re- 
lates to  maternal  health  and  child  welfare. 


Pottawattamie  County 

The  Woman’s  Auxiliary  to  the  Pottawattamie 
County  Medical  Society  met  April  20  for  a dinner 
followed  by  the  monthly  meeting.  Mrs.  S.  D.  Maiden, 
chairman  of  the  committee  on  Public  Relations,  re- 
ported that  arrangements  had  been  made  for  “Health 
Week”  in  the  schools,  a health  talk  to  be  given  in 
every  school  every  day  during  the  week  by  the  local 
doctors.  The  program  consisted  of  a debate  by  the 
high  school  debating  teams  on  “Socialized  Medicine.” 
A general  discussion  of  the  subject  followed. 


HYGEIA 

Log  I.  Clipper  Hygeia.  Longitude  West. 

Visibility  Good. 

Yo-ho!  Heave,  Ho!  The  good  Clipper  Hygeia,  in 
ballast  with  Health  and  Happiness,  sends  greetings 
from  the  Golden  West! 

Take-Off:  September,  1935.  Over  terra  firma, 

studded  with  high  pinnacles  of  obstructive  “cults”; 
plowing  her  wings  through  the  mists  of  “anti-vivi- 
sectionism”;  yet  onward  soared  the  Clipper,  zoom- 
ing and  gliding  over  the  eleven  western  states.  En- 
thusiastic appreciation  was  accorded  this  aerial  mes- 
senger of  health  in  Washington,  Utah , Oregon, 
Colorado,  Nebraska  and  California,  evidenced  by 
their  tonnage  of  goodly  SUBSCRIPTIONS.  Ari- 
zona, Idaho  and  Nevada  offered  only  “light  Sub- 
scription fuel.”  Onward  over  the  Dakotas  and 
Wyoming,  the  three  dormant  beauties,  searching  for 
“radio  beam  subscriptions.”  Signals  to  cheer  the 
Clipper  crew  toward  its  stratosphere  of  hopes  in  a 
crusade  for  bigger  and  better  minds,  100  per  cent 
P.  T.  A.  Landings. 

April  1,  193G:  Again  out  into  the  open  from  the 

hanger  “de  Los  Angeles”  flew  Clipper  and  Skipper 
with  a cargo  of  health  additions  for  Alaska,  Cuba, 
Hawaii,  the  land  of  Aloha,  and  “back  yonder”  to  the 
land  of  the  kangaroo,  the  Antipodes. 

“Hopping”  back  to  the  U.  S.  A.,  this  Marco  Polo 
of  Health  is  “standing  by,”  ready  and  waiting  for 
further  commands  from  Head(]uarters,  the  A.  M.  A., 
to  inoculate  the  land  and  sea  with  messages  of 
Health,  Happiness  and  Hygeia. 

Mff.  Mark  A.  Glaser,  Skipper  of  the  Clipper 
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SOCIETY  PROCEEDINGS 


Cerro  Gordo  County 

The  regular  monthly  meeting  of  the  Cerro  Gordo 
County  Medical  Society  was  held  at  the  Hotel  Han- 
ford in  Mason  City,  Tuesday,  May  5.  Bert  E.  Hemp- 
stead, M.D.,  of  The  Mayo  Clinic,  Rochester,  was  the 
visiting  speaker,  and  took  for  his  subject  Suppura- 
tion of  the  Petrous  Portion  of  the  Temporal  Bone. 
C.  E.  Dakin,  M.D.,  of  Mason  City,  presented  a paper 
on  Shock.  A most  interesting  informal  discussion 
followed  the  program. 

H.  W'.  Morgan,  M.D..  Secretary 

Clinton  County 

The  Clinton  County  Medical  Society  met  in  regu- 
lar session  Thursday,  May  7,  at  the  Lafayette  Hotel 
in  Clinton.  After  the  six  o’clock  dinner,  J.  Stuart 
McQuiston,  M.D.,  of  Cedar  Rapids,  spoke  on  Com- 
mon Neurologic  Conditions;  and  Morgan  J.  Foster, 
M.D,,  also  of  Cedar  Rapids,  read  a paper  on  Intra- 
cranial Birth  Injuries.  Following  the  talks,  motion 
pictures  were  shown  of  Novocain  Anesthesia  in  Ob- 
stetrics. 

G.  M.  Ellison.  Secretary 


Jasper  County 

S.  J.  Ritchey,  M.D.,  of  Colfax,  furnished  the 
scientific  program  for  the  Jasper  County  Medical 
Society  w'hen  that  organization  met  Tuesday,  May 
5,  at  the  Skiff  Memorial  Hospital  in  Newton.  Dr. 
Ritchey  spoke  on  Endometriosis. 

Linn  County 

At  the  meeting  of  the  Linn  County  Medical  So- 
ciety held  in  Cedar  Rapids,  Friday.  May  8,  Dr.  Jen- 
nings Crawford  was  installed  as  president.  Other 
officers  elected  are:  Dr.  A.  R.  Zuercher,  president- 
elect; Dr.  E.  F.  Ebersole,  of  Mt.  Vernon,  vice  presi- 
dent; Dr.  Robert  Y.  Netolicky,  secretary;  Dr.  F.  W. 
Mulsow,  treasurer;  and  Dr.  T.  F.  Hersch,  editor  of  the 
bulletin.  At  the  business  meeting  it  was  decided  to 
continue  the  same  plan  for  the  care  of  the  indigent 
sick.  Any  change  in  plans  must  be  made  by  the 
Board  of  Trustees.  Dr.  H.  M.  Ivins  is  the  medical 
director  of  the  medical  relief  work. 

T.  F.  Hersch,  M.D.,  Secretary 


Marshall  County 

The  annual  summer  clinic  sponsored  by  the  Mar- 
shall County  Medical  Society  was  held  Wednesday 
afternoon,  May  27,  at  the  Hotel  Tallcorn  in  Marshall- 
town. The  following  speakers  took  part  on  the  pro- 
gram: Ralph  Ghormley,  M.D.,  of  Rochester,  Some 
Derangements  of  the  Knee  Joint;  H.  C.  Habein,  M.D., 
also  of  Rochester,  Some  Phases  of  Renal  Function; 
and  A.  E.  Kanter,  M.D.,  of  Rush  Medical  College, 
Chicago,  Ectopic  Pregnancy;  Diagnosis  and  Man- 
agement. 


Pottawattamie  County 

A joint  meeting  of  the  Pottawattamie  County 
Medical  Society  and  the  Southwestern  Iowa  Post- 
graduate Medical  Association  was  held  in  Council 
Bluffs,  Monday,  May  25,  with  Walter  D.  Abbott, 
M.D.,  of  Des  Moines,  as  guest  speaker.  Dr.  Abbott 
addressed  the  group  on  Presacral  Neurectomy  in  the 
Treatment  of  Certain  Pelvic  Bladder  and  Bowel  Dis- 
orders. Case  reports  were  presented  by  Drs.  F.  Earl 
Bellinger,  Daniel  Hankey,  and  L.  G.  Howard,  all  of 
Council  Bluffs.  With  the  meeting  the  society  ad- 
journed for  its  summer  recess,  and  the  next  meet- 
ing will  be  held  Monday,  September  21. 

Fred  H.  Beaumont.  M.D..  Secretary 


Scott  County 

Harold  C.  Voris,  M.D.,  associate  professor  of  sur- 
gery at  Loyola  Univei’sity  School  of  Medicine,  Chi- 
cago, was  the  speaker  of  the  evening  when  the  Scott 
County  Medical  Society  met  in  Davenport,  Tues- 
day, May  5.  Dr.  Voris  spoke  on  Head  Injuries,  and 
a round  table  discussion  followed  the  formal  presen- 
tation. 


Woodbury  County 

The  Woodbury  County  Medical  Society  met  Tues- 
day, May  26,  at  the  West  Hotel  in  Sioux  City,  to 
celebrate  the  completion  of  fifty  years’  practice  by 
Dr.  William  Jepson  and  Dr.  Frank  Murphy,  both 
of  Sioux  City.  Kellogg  Speed,  M.D.,  clinical  pro- 
fessor of  surgery.  Rush  Medical  College,  Chicago, 
presented  the  scientific  address  of  the  evening,  dis- 
cussing Spinal  Injuries.  Tribute  was  paid  to  Drs. 
Jepson  and  Murphy  by  the  following  physicians: 
Dr.  W.  R.  Whiteis,  Iowa  City;  Dr.  P.  H.  Salter,  Nor- 
folk, Nebraska,  past  president  of  the  Nebraska  State 
Medical  Society;  Dr.  J.  C.  Olmacher,  Vermillion, 
South  Dakota,  dean  of  South  Dakota  State  Medical 
School;  Dr.  E.  M.  Myers,  Boone,  president-elect  of 
the  Iowa  State  Medical  Society;  Dr.  Howard  L.  Beye, 
Iowa  City,  professor  of  surgery.  University  of  Iowa, 
College  of  Medicine;  Dr.  E.  M.  MacEwen,  dean.  Uni- 
versity of  Iowa,  College  of  Medicine;  Dr.  Prince  E. 
Sawyer,  Sioux  City,  president,  Iowa  State  Medical 
Society;  and  Dr.  Walter  L.  Bierring,  Des  Moines, 
past  president  of  the  American  Medical  Association. 
The  full  text  of  Dr.  Bierring’s  remarks  will  be  found 
elsewhere  in  this  issue  of  the  Journal. 

Southwestern  Iowa  Postgraduate 
Medical  Society 

Members  of  the  Southwestern  Iowa  Postgraduate 
Medical  Society  met  at  the  Hotel  Delmonico  in 
Shenandoah,  Monday,  April  20,  to  hear  two  guest 
speakers  from  St.  Louis,  faculty  members  of  the 
Washington  University  School  of  Medicine,  present 
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papers  of  interest  to  the  medical  profession.  Dr. 
J.  F.  Aldrich,  president  of  the  Page  County  Medical 
Society,  introduced  Roland  M.  Klemme,  M.D.,  who 
spoke  on  Early  Diagnosis  of  Intracranial  Lesions, 
and  Louis  H.  Jorstad,  M.D.,  who  addressed  the  group 
on  Carcinoma  of  the  Lip  and  Tongue. 


State  Society  of  Iowa  Medical  Women 
Newly  elected  officers  of  the  State  Society  of  Iowa 
I Medical  Women,  named  at  the  recent  annual  meet- 
I ing  held  in  Des  Moines,  are:  Dr.  Alice  Humphrey 
I Hatch  of  Des  Moines,  president;  Dr.  Martha  M.  Link 
of  Dubuque,  vice  president;  Dr.  Rose  Butterfield  of 
Indianola,  secretary;  and  Dr.  Jeannette  Dean-Throck- 
morton  of  Des  Moines,  treasurer. 


Twin  Lakes  District  Medical  Society 
The  fourteenth  annual  assembly  of  the  Twin  Lakes 
District  Medical  Society  will  be  held  at  Burns’  Al- 
hambra Pavilion,  Twin  Lakes,  Rockwell  City,  Thurs- 
day, June  11.  Olin  West,  M.D.,  secretary  of  the 
American  Medical  Association,  heads  the  list  of  dis- 
tinguished speakers.  Diagnostic  clinics  in  general 
medicine,  eye  diseases,  general  surgery,  gynecology, 
and  pediatrics  will  be  presented  by  the  following 
guests:  Drs.  Robert  W.  Keeton,  professor  and  head 
of  the  department  of  medicine.  University  of  Illinois, 
College  of  Medicine,  Chicago;  Cecil  S.  O’Brien,  pro- 
fessor and  head  of  the  department  of  ophthalmology. 
State  University  of  Iowa,  College  of  Medicine,  Iowa 
City;  Claud  F,  Dixon  of  the  division  of  surgery, 
Mayo  Foundation,  Rochester,  Minnesota;  Ralph  A. 
Reis,  associate  in  obstetrics  and  gynecology.  North- 
western University  Medical  School,  Chicago;  and 
Willis  Stanley  Gibson,  associate  professor  of  pedi- 
atrics, Northwestern  University  Medical  School, 
Chicago. 


PERSONAL  MENTION 

Dr.  John  G.  Grant,  for  the  past  six  years  resident 
physician  and  assistant  professor  of  hygiene  at  the 
Iowa  State  College  Hospital  in  Ames,  has  been  pro- 
moted to  the  position  of  head  and  professor  of  the 
department  of  hygiene,  to  take  the  place  of  Dr.  J.  F. 
Edwards,  who  was  retired  from  the  position  because 
of  the  age  limit  ruling.  The  appointment  is  effec- 
tive July  1. 


Dr.  Fred  M.  Smith  of  Iowa  City  was  in  Minneapo- 
lis, Wednesday,  May  6,  to  speak  before  the  Eighty- 
third  Annual  Session  of  the  Minnesota  State  Med- 
ical Association.  Dr.  Smith’s  subject  was  “Con- 
cerning the  Prognosis  and  Certain  Aspects  of  the 
Treatment  of  Coronary  Artery  Disease.” 


I Dr.  Charles  B.  Taylor,  formerly  of  Ottumwa,  jour- 
neyed from  his  present  home  in  Upland,  California, 
to  attend  the  Eighty-fifth  Annual  Session  of  the  Iowa 
State  Medical  Society,  held  in  Des  Moines,  April  29 
i and  30,  and  May  1.  Dr.  Taylor  was  president  of 
j the  Iowa  State  Medical  Society  in  1934. 


Dr.  Paul  M.  Moore,  Jr.,  assistant  professor  in  the 
otolaryngology  department  of  the  University  of 
Iowa,  College  of  Medicine,  has  resigned  to  accept  a 
position  as  head  of  the  otolaryngology  department 
at  the  Cleveland  Clinic,  Cleveland,  Ohio. 


Dr.  H.  A.  Bolstad,  after  practicing  for  more  than 
twenty  years  at  Boyden,  has  moved  to  DeSoto,  Wis- 
consin, where  he  will  continue  in  the  practice  of 
medicine. 


Dr.  Harold  L.  Brereton  of  Emmetsburg  spoke  at 
a public  meeting,  beld  in  Emmetsburg,  Friday,  May 
15,  sponsored  by  the  Whittemore  Community  Club. 
Dr.  Brereton  addressed  the  gathering  on  “Medicine’s 
Obligation  to  the  Community.” 


Dr.  C.  V.  Morrison,  who  was  graduated  from  the 
State  University  of  Iowa,  College  of  Medicine  in 
1933,  has  located  in  Grinnell,  and  has  established 
his  offices  in  those  formerly  occupied  by  Dr.  O.  F. 
Parish.  Dr.  Morrison  served  his  interneship  in  De- 
troit, and  comes  to  Grinnell  from  Independence, 
where  he  has  been  serving  as  staff  surgeon  at  tbe 
state  hospital. 


Dr.  W.  H.  Gibbon  of  Sioux  City,  was  elected  presi- 
dent of  the  Iowa  X-Ray  Club,  at  the  recent  annual 
meeting  of  that  organization  held  in  Des  Moines. 


MARRIAGES 

The  marriage  of  Miss  Rita  Rose  Dougherty  of 
Manilla,  and  Dr.  H.  W.  Mathiasen  of  Persia,  took 
place  Monday,  May  25,  at  St.  Ambrose  Cathedral  in 
Des  Moines.  Following  a motor  trip  through  the  east- 
ern states,  the  young  couple  will  return  to  Persia, 
where  Dr.  Mathiasen  has  been  practicing  for  the 
past  thi’ee  years. 


At  Albany,  Missouri,  on  Friday,  May  15,  Miss 
Thelma  Mae  Austin  of  Albany,  became  the  bride  of 
Dr.  C.  D.  Oelrich  of  Sioux  Center,  Iowa.  Immedi- 
ately after  the  ceremony  which  took  place  at  the 
bride’s  home.  Dr.  and  Mrs.  Oelrich  left  for  Sioux 
Center,  where  they  will  make  their  home. 


Miss  Dorothy  Nafus  of  Nashua  and  Dr.  Carl  V. 
Morrison  of  Eagleville,  Missouri,  were  united  in  mar- 
riage at  the  First  Congregational  Church  in  Nashua, 
Saturday,  April  25.  After  a short  wedding  trip 
Dr.  and  Mrs.  Morrison  will  return  to  Grinnell,  where 
the  groom  has  just  entered  the  practice  of  medicine. 


DEATH  NOTICES 

Olson,  Oscar  Evald,  of  Red  Oak,  aged  forty-four, 
died  May  5,  in  a Council  Bluffs  hospital.  Immediate 
cause  of  death  was  scarlet  fever,  but  Dr.  Olson  had 
had  diabetes  for  some  time.  He  was  graduated  in 
1921  from  the  University  of  Nebraska  College  of 
Medicine,  and  at  the  time  of  his  death  was  a member 
of  the  Montgomery  County  Medical  Society. 

(Continued  on  page  327) 
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History  of  Drake  University  College  of  Medicine* 

Ferdinand  J.  Smith,  B.S.,  M.D.,  Milford,  Iowa 
(Continued  from  last  month) 


The  installation  program  continued  on  Novem- 
ber 24,  with  a medical  clinic  conducted  by  Dr. 
Arthur  R.  Edwards  of  Chicago  at  Mercy  Hospital 
and  a surgical  clinic  by  Dr.  John  B.  Deaver  of 
Philadelphia.  Portions  of  these  clinics  are  hereby 
reproduced. 

Medical  Clinic  by  Dr.  Arthur  R.  Edwards 

“The  patient  is  a housekeeper,  forty-four  years 
of  age,  who  has  had  ten  children,  all  but  one  still 
living.  Her  family  history  is  negative.  Two 
months  ago  the  patient  noticed  an  enlargement  of 
the  spleen.  On  October  16  the  spleen  was  en- 
larged nearly  to  the  umbilicus,  but  there  was  no 
enlargement  of  superficial  glands.  The  urine  is 
negative.  The  blood  count  shows  3,300,000  red 
cells,  the  hemoglobin  90  per  cent,  and  the  white 
corpuscles  total  160,000,  of  which  leukocytes,  the 
lymphocytes  total  99  per  cent,  and  most  of  them 
are  of  the  small  type. 

“The  patient  is  seen  to  be  fairly  well  nourished, 
and  without  even  making  a superficial  examina- 
tion, we  notice  at  once  she  has  an  enlargement  of 
the  abdomen.  You  see  that  the  patient,  as  the 
count  wmuld  indicate,  outside  of  the  possible  flush 
that  might  come  from  being  brought  here,  has  a 
fair  color  as  w'ell  as  fair  nutrition.  On  examina- 
tion first  what  appears  to  be  the  most  striking 
])oint,  both  in  her  history  and  on  inspection,  there 
is  seen  in  the  abdomen  a swelling  wdiich  occupies, 
as  vou  notice  chiefly  the  left  side  of  the  abdomen, 
and  probably  more  its  upper  than  its  lower  part. 
In  this  enlargement  there  is  noticed  a distinct 
jirominence,  you  might  almost  say  an  edge,  at  this 


point,  wdiich  enlargement  passes  downward  from 
the  respiratory  inflation.  On  the  right  side  we 
can  distinctly  feel — and  probably  also  it  will  be 
demonstrated  even  at  this  distance — the  edge  of 
the  liver.  As  the  patient  takes  a deep  breath,  you 
see  it  slide  distinctly  under  the  finger,  the  edge  of 
the  liver  being  somewhat  firm  and  by  deep  breath- 
ing can  be  pressed  over  to  this  point,  where  it 
disappears  beneath  the  edge  of  the  spleen.  And 
then  this  prominence,  which  is  clearly  noticed,  I 
think,  even  at  a distance,  can  by  pressure  of  deep 
inspiration  be  brought  up  so  as  to  show  clearly 
the  edge  of  the  organ,  in  which  there  is  felt  at 
this  point  a notch ; possibly  also  another  here,  al- 
though not  as  clearly  to  be  demonstrated  as  the 
one  at  the  epigastrium ; the  organ  is  fairly  firm, 
and  reaches  down  to  this  point,  w^here  its  edge 
disappears  behind  the  pelvis. 

“Clearly  then  from  its  inspection,  and  the  fact 
that  we  find  its  edge,  and  above  all,  the  crenac  or 
notches  in  the  spleen,  w^e  are  dealing  with  an  en- 
larged leukemic  spleen.  On  percussion  this  flat- 
tens, you  see,  almost  to  a level  with  the  normal 
location  of  the  apex,  and  there  is  flatness  dowm 
to  the  palpable  edge.  When  the  patient  takes  a 
long  breath,  this  flatness  is  shown  to  be  sub- 
phrenic,  because  it  moves  so  distinctly  wdth 
respiration. 

“The  record  shows  very  little  enlargement  of 
the  lymph  glands.  The  lymphadenoid  kernels  are 
barelv  palpable  behind  the  external  mastoid,  but 
probably  not  much  more  palpable  than  w^e  might 
frequently  feel  in  a normal  individual,  at  least, 
we  lay  no  stress  upon  their  enlargement : also 
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some  here  behind  the  clavicle,  although  they  can’t 
be  clearly  outlined. 

“Glands  are  barely  palpable  in  the  submaxillary 
region.  They  can  be  seen  as  they  are  held  in  the 
finger,  when  it  is  allowed  to  escape,  just  as  I felt 
the  edge  of  the  spleen  and  the  liver,  but  it  has 
been  a striking  point  in  this  case  that  the  glands 
have  not  been  enlarged  long,  nor  to  any  great 
extent.  When  the  patient  first  came,  as  I under- 
stand, under  Dr.  Priestley’s  observation,  the 
glands  were  barely  palpable  and  not  essentially 
enlarged.  Now  also  they  can  be  felt  in  the  groins, 
as  well  as  in  the  cervical  and  axillary  regions,  but 
are  not  to  be  felt  at  the  elbow.  An  examination 
of  the  throat  shows  that  both  tonsils  are  consid- 
erably enlarged,  more  particularly  the  right  tonsil. 
That  falls  in  with  the  case  of  which  Dr.  Bierring 
and  Dr.  Prentiss  were  speaking  last  night,  in 
which  a patient  with  leukemia  had,  as  the  sole 
obvious  evidence  of  the  disease,  an  enlargement 
of  the  cervical  glands,  but  with  a massive  hyper- 
trophy of  the  tonsils  and  an  enlargement  of  the 
cervical  glands.  There  is  in  these  tonsils  abso- 
lutely no  sign  of  necrosis  and  there  is  no  infiltra- 
tion of  the  gums. 

“She  has  a little  epigastric  tenderness.  There 
is  a distinct  tenderness  of  the  sternum,  as  is  often 
the  case ; no  tenderness,  apparently  of  the  shins. 
And  there  is  a tenderness,  apparently,  in  the  epi- 
gastrium and  a pain,  which  is  not  unnatural  from 
the  degree  of  enlargement,  both  of  the  liver,  but 
particularly  of  the  spleen,  where,  as  the  viscera 
enlarge,  the  capsule  is  rendered  tense,  and,  as  is 
ver>’  often  the  case,  there  develops  over  this  tense 
capsule,  which  often  later  is  seen  to  be  thickened, 
a certain  degree  of  either  perispleenitis  or  peri- 
hepatitis. The  apex  beat  appears  to  be  nearly  in 
the  normal  location,  despite  the  fact  that  you 
would  expect  to  find  a certain  degree  of  tilting 
outward,  as  we  might  in  pregnancy,  from  the  en- 
larged abdomen. 

“On  percussion  of  the  chest  we  find  a normal 
resonance,  and,  without  going  into  unessential 
points,  practically  the  normal  limitations  of  pul- 
monary and  cardiac  outlines.  There  is  heard  in 
the  neck  a venous  hum — what  we  might  well  take 
to  be  a functional — and  an  anemic  systolic  mur- 
mur over  the  base,  but  also  heard  with  somewhat 
diminishing  intensity  toward  the  right  side  of  the 
heart  and  toward  the  apex.  The  patient  has 
.shown  no  hemorrhages.  There  is  here  in  the  sub- 
cutaneous tissue  just  above  the  elbow  a distinct 
ecchymosis,  and  during  the  various  blood  counts 
that  were  taken  the  patient  showed  a tendency  to 
bleed  from  the  points  of  the  puncture.  The  lower 
extremities  show  nothing  except  the  varicosities 
and  the  flilatation  of  some  of  the  small  capillaries. 


This  whole  trouble  has  only  run  along  over  a 
couple  of  months,  according  to  Dr.  Priestley.  It 
would  probably  cover  a month  longer — -practically 
only  two  or  three  months  for  the  clinical  history. 

“We  have  here,  then,  the  findings  which  would 
go  with  the  history  indicated,  a lymphatic  leuke- 
mia, and  probably  more  of  the  chronic  than  the 
acute  type.  One  would  think  that,  first,  because 
of  the  general  condition  of  the  patient : and  al- 
though the  clinical  observations  cover  only  a cou- 
ple of  months  or  a little  over  that,  .still  the  general 
nutrition  of  the  patient,  the  lack  of  more  dissemi- 
nated, diffuse  hemorrhages,  especially  into  the 
mouth  or  into  the  skin,  the  absence  of  any  necrotic 
or  infiltrated  troubles  of  the  mouth,  (because  we 
know  that  the  acute  type  of  leukemia  is  very  apt 
to  produce  local  leukemic  infiltrations  of  the 
mouth,  and  especially  in  the  tonsils,  with  hemor- 
rhages and  subsequent  necrosis.) — all  these  points 
would  tend  to  make  one  feel  certain,  even  on  this 
superficial  examination,  that  this  was  a case  of 
chronic  rather  than  acute  lymphatic  leukemia.  In 
the  blood  count  the  striking  features  are  not  merely 
the  large  number  of  leukocytes,  which  number  in 
itself  is  not  so  remarkable  as  the  fact  that  of 
these  leukocytes  fully  99  per  cent  of  all  the  white 
cells,  are  of  the  lymphocyte  type. 

“The  next  point  in  which  this  case  rather  dif- 
fers from  the  usual  case  is  that  we  have  by  far 
more  enlargement  of  the  spleen  than  is  common  in 
the  lymphatic  leukemia  proper,  and  not  as  much 
enlargement  of  the  lymph  glands  as  is  common. 
If  ive  look  on  the  disease  as  one  of  the  blood  mak- 
ing organs,  there  are  several  points  that  might 
come  out  as  to  the  treatment  of  the  case  and  its 
prognosis.  In  the  first  place,  one  would  naturally 
ask  himself  how  it  is  that  in  these  leukemias  we 
have  enlargements  of  the  lymph  structures — both 
the  ordinary  lymph  structures  and  the  glands  of 
the  analogous  structure,  as  the  tonsils,  which  show 
clearly  hyperplasia:  and  how  we  explain,  next,  the 
enlargement  of  the  spleen.  We  have  here,  then,  a 
moderate  although  systematized  enlargement  of 
the  glands,  and  an  enlargement  of  the  spleen 
which  is  more  of  the  type  or  degree  that  we  would 
expect  to  meet  in  what  is  known  as  splenomedul- 
lary  leukemia,  in  which  the  lymphocytes  do  not 
prevail,  hut  certain  modifications  of  the  leukocytes, 
the  myelocytes  and  so  on.  Now  it  is  probable  that 
we  should  look  on  all  these  cases  of  leukemia  as 
a disease  whose  origin  is  not  so  much  different  in 
its  different  types,  although  the  clinical  picture 
differs:  yet  probably  most  of  the  leukemias,  both 
the  acute  and  the  chronic,  and  the  so-called  mvelo- 
genic,  are  diseases  of  the  bone  marrow  itself,  with 
wholly  secondary  ])articipation  of  other  organs. 

“In  this  case  the  query  has  arisen  as  to  whether 
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the  patient  should  be  treated  by  medical  means,  or 
whether,  on  account  of  the  rather  solitary  enlarge- 
ment of  the  spleen,  it  might  possibly  fall  witbin 
the  province  of  surgery.  If  we  look  on  all  these 
cases,  whether  acute  or  chronic,  myelogenic  or  of 
the  so-called  lymphatic  nature,  involving  the  ab- 
dominal region  and  the  lymph  glands,  or  whether 
we  look  on  this  case — which  is  of  course  excluded 
by  the  blood  picture,  as  of  the  myelogenic  type, 
yet  we  come  back  constantly  to  tbe  important 
pathologic  and  therefore  therapeutic,  origin  of  the 
lesions  in  the  bone  marrow.  Modern  investiga- 
tions into  leukemia  rather  favors  this  view,  al- 
though of  course  the  subject  is  extremely  com- 
plicated. as  to  the  origin  of  the  cells  and  their 
function  and  the  functions  of  the  bone  marrow. 
The  view  must  be  favored,  however,  that  the  dis- 
ease is  one  of  the  bone  marrow,  and  that  the  other 
organs  are  affected  by  metastases,  we  might  say ; 
if  we  have  the  overproduction  of  this  or  that  type 
of  lymphocyte,  these  cells  infiltrate  various  organs, 
for  example,  the  liver;  or  we  here  find  enlarged 
lymph  glands,  the  liver,  tonsil,  the  spleen.  And 
while  surgery  might  be  considered,  and  some 
would  advocate  tbe  removal  of  the  spleen  in  this 
condition,  yet  if  we  look  on  this  patient  as  exhib- 
iting a blood  disease,  and  therefore  with  the  promi- 
nent, possibly  the  sole  etiologic  condition  in  the 
bone  marrow,  it  could  hardly  be  considered  as 
coming  under  this  head.  Therefore  I would  feel, 
although  knowing  that  others  could  easily  take  a 
different  opinion,  that  it  would  be  better  in  this 
case  to  treat  the  patient  by  arsenic,  which  some- 
times is  of  value,  and  to  treat  both  the  enlarged 
glands  and  the  bones,  where  they  are  exposed 
close  to  the  skin,  like  the  sternum,  the  tibia,  and 
so  on,  with  the  x-ray,  and  also  treat  the  enlarged 
spleen  by  that  means,  rather  than  invoking  sur- 
gical extirpation  of  what  is,  after  all,  merely  a 
metastatic  involvement.” 

“The  next  patient  was  that  of  a man,  thirty 
years  of  age,  who  had  been  ill,  first  with  tonsillitis, 
which  was  followed  within  six  days  by  pneumonia. 
The  pneumonia  lasted  nine  days.  Following  the 
pneumonia  there  developed  two  abscesses,  one  on 
each  side  of  the  hip.  That  was  two  weeks  after, 
and  in  another  week  an  abscess  developed  on  the 
back.  After  two  more  weeks  the  patient  devel- 
oped an  empyema,  which  was  opened  and  drained 
for  two  months.  This  was  in  September.  On 
November  17  he  developed  an  abscess  in  the  left 
thigh  which  is  his  trouble  at  this  time.  A surgical 
operation  was  recommended.” 

“The  third  patient  was  expectorating  much  pus 
and  on  occasion  it  had  a very  putrid  odor.  Exami- 
nation showed  that  he  had  an  abscess  cavity  in 
the  lower  lobe  of  the  right  lung.” 


“The  fourth  case  was  that  of  a youth  seventeen 
years  of  age,  who  had  scarlatina,  which  was  fol- 
lowed by  a nephritis,  from  which  he  is  now  suf- 
fering. He  is  passing  numerous  casts,  and  has 
plenty  of  albumin  in  the  urine.  He  was  ordered 
to  bed,  and  to  remain  there  until  there  were  no 
more  casts,  nor  any  more  albumin  in  the  urine. 

He  also  was  given  an  appropriate  medicinal  treat- 
ment, and  a proper  diet.” 

Surgical  Clinic  by  Dr.  John  B.  Deaver 

“It  is  with  very  great  pleasure  indeed  that  I am 
here  this  morning  and  greet  my  friends  in  Iowa. 

I had  the  pleasure  of  appearing  last  night  before  ir 
an  Iowa  audience  in  my  dress  clothes,  but  now  I ‘ 
am  in  my  working  clothes,  and  I think  I feel  a ; 
little  more  comfortable  here  than  I did  last  night. 

It  is,  of  course,  only  embarrassment  to  operate 
before  such  a large  number. 

“I  will  not  speak  of  this  case  other  than  from 
the  operative  standpoint.  You  have  heard  so  much 
this  morning  and  so  well  by  our  colleague  from  ■ 
Chicago  that  I would  hesitate  to  speak  of  the  ^ 
symptomatology,  particularly  in  his  presence.  I j 
am  sure  that  we  are  in  accord.  There  was  a time,  I 
as  you  well  know,  when  medical  men  and  surgeons  el 
were  far  apart  in  connection  with  the  subject  of  i 
appendicitis,  but  today  they  are  together,  and  the 
consequence  is,  they  know  as  much  about  the  diag-  ■ 
nosis  and  the  advisability  of  operative  interference  : 
as  the  surgeon;  therefore  my  remarks  will  be  con- 
fined to  the  surgical  side  of  it,  and  more  particu- 
larly to  the  mechanical  side. 

“I  do  not  know  anything  about  the  history  of 
this  patient  except  what  Dr.  McCarthy  told  me  a 
moment  or  two  ago.  There  is  no  doubt  about  the 
patient  having  trouble  in  bis  abdominal  cavity. 

I will  discuss  tbe  various  operations  done  for  this 
condition.  The  operation  which  I personally  pre- 
fer in  the  majority  of  the  cases,  not  that  it  is  feas- 
ible in  every  case,  is  the  McBurney  operation. 

I like  to  call  it  the  McBurney  operation,  not  only 
because  it  was  originated  by  McBurney,  but  be- 
cause it  has  been  my  pleasure  to  know  him  for  a 
number  of  years,  and  I have  regarded  him  as  one 
of  the  master  surgeons  of  the  age.  I saw,  by  the 
way,  McBurney’s  surgical  drawings  before  his 
article  appeared,  and  it  was  my  pleasure  to  go  over 
the  drawings  with  him  from  the  anatomical  stand- 
point, and  I was  struck  with  the  admirable  quali- 
ties of  the  operation  mapped  out  by  him,  and 
which  has  stood  so  well  for  these  many  years.  I 
believe  where  the  case  is  such  that  it  is  feasible 
to  do  this  operation,  and  the  patient  gets  a better 
abdominal  wall,  other  things  being  equal,  than  by 
any  other  operation.  I do  think,  however,  it  is 
not  an  operation  for  the  novice ; I think  he  should 
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have  some  experience  in  this  line  of  work  before 
he  attempts  the  McBurney  operation,  as  there  are 
more  difficulties  in  operating  through  that  incision 
than  through  the  ordinary  perpendicular  incision. 
Furthermore,  it  is  very  much  easier  to  enlarge 
your  incision  for  one  who  does  not  do  many  ab- 
dominal operations.  For  those  of  us  who  do  many, 
it  is  just  as  simple  to  enlarge  by  this  route  as 
through  the  rectus.  I do  nearly  all  my  acute  cases 
through  the  IMcBurney  incision.  I do  not  do  it 
in  the  presence  of  students,  but  in  the  presence  of 
doctors.  I have  long  since  learned  that  it  is  not  a 
good  thing  to  do  complicated  operations  in  the 
presence  of  medical  students,  but  in  the  presence 
of  doctors  it  is  a different  thing  altogether.  The 
McBurney  incision  is  very  readily  enlarged,  in  the 
majority  of  instances,  sufficient  to  give  you  access 
by  pulling  over  the  rectus  muscle  and  dividing  the 
posterior  sheath.  Where  you  want  more  room,  it 
is  an  easy  matter  to  throw  aside  the  rectangular 
flap,  and  you  can  get  all  the  room  that  is  neces- 
sary.” 

Following  this  first  operation  there  were  two 
appendectomies  performed  for  chronic  appendi- 
citis. one  for  a pelvic  abscess,  one  for  a pyosalpinx, 
and  one  for  a double  pyosalpinx,  and  finally  a 
goiter  operation. 

On  November  25  Dr.  Van  Buren  Knott  con- 
ducted a surgical  clinic  at  Mercy  Hospital.  The 
first  operation  was  an  appendectomy’.  This  was 
followed  by  an  operation  for  the  relief  of  uterine 
retrover.sion,  by  the  Alexander  procedure.  The 
same  patient  had  also  a repair  of  a laceration  of 
the  uterus.  The  last  case  was  one  of  scrotal  vari- 
cocele : the  veins  concerned  were  ligated. 

Dr.  R.  A.  Gifford,  of  Omaha,  conducted  an  eye 
clinic  at  Mercy  Hospital.  The  first  case  was  one 
of  long  standing  trachoma  with  ectropion.  The 
next  case  was  a bad  corneal  burn,  due  to  a splash 
of  molten  iron.  In  a case  of  convergent  strabis- 
mus a double  tenotomy  was  made  for  its  relief. 
The  final  case  was  one  of  pterigium,  which  was 
immediately  operated  upon  in  the  usual  way. 

The  faculty  of  the  junior  medical  college  de- 
sired to  improve,  as  much  as  possible,  the  instruc- 
tion given  the  students  in  the  basic  science  years. 
To  further  this  objective  an  entirely  new  schedule 
of  studies  was  devised  and  tried  out  during  the 
.school  year  1909  and  1910.  The  new  venture  was 
so  satisfactory  to  the  students  and  teachers  ali’-- 
that  it  continued  in  force  throughout  the  remain- 
der of  the  life  of  the  school. 

The  periods  of  instruction  were  for  four  hours, 
in  the  forenoon  and  again  in  the  afternoon, 
throughout  the  entire  .school  year.  For  freshmen, 
histology  and  embryology  came  every  forenoon  in 


the  first  half  year,  followed  by  a course  in  biologic 
chemistry  the  second  half  year.  Through  the  en- 
tire first  year  anatomy  was  taken  every  afternoon. 
One  hour  of  preparatory  didactic  instruction  was 
followed  by  three  hours  of  laboratory  work. 
Every  afternoon  during  the  entire  second,  or 
sophomore  year,  was  devoted  to  bacteriology  and 
pathology,  except  in  the  second  semester,  when 
there  was  a fifty  hour  course  in  physical  diagnosis 
from  four  to  five  o’clock  on  Mondays,  Wednes- 
day's and  Fridays,  and  a course  in  minor  surgerv 
at  the  same  hour  every  Tuesday  for  twelve  hours. 
The  forenoons  of  the  second  year,  until  January, 
were  devoted  to  physiology,  in  January  there  were 
courses  in  practical  pharmacy  and  toxicology,  and 
physiology  was  continued  during  February  and 
March,  and  followed  by  a course  in  pharmaco- 
dynamics lasting  until  the  end  of  the  term. 

Drs.  Mendenhall  and  Begg,  who  were  sponsors 
of  this  modification  in  teaching  the  basic  sciences, 
and  who  are  at  this  time  teachers  in  Boston  Uni- 
versity Medical  College,  say  that  a similar  method 
is  pursued  in  both  Harvard  and  Boston  Medical 
Colleges. 

In  the  spring  of  1910  President  Hill  M.  Bell 
called  a meeting  of  the  medical  faculty  and  an- 
nounced to  them  that  at  the  close  of  the  school 
year  the  medical  college  would  have  to  be  discon- 
tinued, since  the  university  could  no  longer  finance 
it.  This  was  very  bad  news  for  the  medical  fac- 
ulty, just  at  a time  when  the  medical  department 
was  really  able  to  look  forward  to  a bright  future  : 
but  it  was  the  student  body  who  took  it  the  hard- 
est. They  waited  on  the  Dean  of  the  Junior  Col- 
lege bright  and  early  the  next  day,  to  see  if  some- 
thing could  be  done  to  insure  a continuance  of  the 
college.  They  offered  to  help  in  every  way  they 
were  able.  As  most  of  these  young  men  and 
women  were  w'^orking  their  way  through  college, 
having  part  time  jobs  during  the  school  year  and 
full  time  jobs  the  rest  of  the  year,  something 
which  it  was  practically  impossible  for  them  t^ 
obtain  on  short  notice  anywhere  else,  it  threat- 
ened the  end  of  their  medical  career. 

The  Junior  Dean  suggested  to  these  students 
that  if  a campaign  to  raise  funds  for  the  use  of 
the  medical  department  were  put  into  action,  ob- 
taining first  the  cooperation  of  the  Des  Moines 
newspapers,  then  of  the  business  men,  manufac- 
turers and  others,  it  might  be  accomplished.  The 
campaigners  might  carry  banners  with  the  slogan 
“Save  the  Medics!”  It  would  be  neces.sarv  for 
them  to  enlist  the  help  of  the  college  band  and  the 
students  of  the  other  departments.  In  any  case, 
it  could  do  no  harm,  and  it  might  lead  to  their 
goal.  'I'he  students  were  more  than  willing  to  do 
this.  The  Junior  Dean  took  this  matter  up  with 
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President  Bell,  who  would  not  hear  of  it,  and 
forbade  the  enterprise. 

This  information  was  brought  back  to  the  stu- 
dents, who  were  much  disappointed.  However, 
Dr.  Smith  told  them  to  go  ahead  without  the 
president’s  consent. 

By  about  ten  o’clock  the  Drake  University  band 
and  practically  every  student  of  the  university 
were  in  the  parade  and  on  the  way  to  the  business 
district.  Their  committees  met  the  editors  and 
proprietors  of  the  newspapers  and  received  from 
them  promises  of  cooperation.  They  also  visited 
many  of  the  business  men  of  the  town  and  others 
concerned  and  were  much  encouraged  by  the 
responses. 

All  the  newspapers  carried  articles  calling  upon 
the  people  to  support  the  Medical  College  and  the 
University,  a committee  recruited  from  the  busi- 
ness men,  the  faculty,  with  President  Bell  himself, 
and  many  others  put  on  a flying  campaign,  and  in 
a very  short  time  the  battle  was  won.  The  then 
sophomore  class  deserves  much  praise  and  credit 
for  this.  They  had  made  up  their  minds  to  turn 
defeat  into  victorv,  and  it  was  victory  which  re- 
sulted from  their  efforts.  The  campaign  resulted 
in  the  pledging  of  $150,000.00,  to  be  available  in 
five  yearlv  installments. 

Through  the  efforts  of  Dr.  Bierring,  the  College 
was  fortunate  enough  to  secure  the  .services  of 
Dr.  .-Mexander  P.  Robertson,  a Canadian  and  a 
graduate  of  IMcGill  Univeivsity  College  of  Medi- 
cine, to  head  the  department  of  bacteriology  and 
pathology.  He  remained  with  the  college  for  one 
vear,  thereafter  accepting  a position  with  the  Med- 
ical College  in  Vancouver,  B.  C.  At  the  present 
time  he  is  engaged  in  private  practice  in  Seattle, 
Wa.shington. 

With  the  funds  now  available  President  Bell 
decided  to  enlarge  immediately  the  senior  medical 
college  building.  The  enlargement  would  provide 
for  the  departments  of  anatomy,  physiology,  bio- 
logic chemistry,  histology  and  embryology,  and 
bacteriology  and  pathology.  Each  of  these  depart- 
ments consisted  of  a student  laboratory,  a private 
laboratory,  a store  room,  and  a private  office  for 
the  head  of  the  department.  A greatly  increased 
space  was  made  available  for  the  use  of  the  dis- 
pensary service.  The  library  space  was  also  much 
enlarged.  A room  was  also  made  available  where 
microphotographic  work  as  well  as  natural  color 
photography  could  be  performed.  It  was  equipped 
with  the  latest  and  best  appliances. 

Before  the  “Save  the  Medics’’  campaign  the 
institution  already  possessed  a very  good  working 
library,  but  after  the  campaign  this  received  con- 
siderable additions.  Additional  books  were  pur- 
chased for  use  of  the  teachers  and  students  hav- 


ing to  do  with  the  fundamental  sciences,  with  i 
handbooks  and  encyclopedic  works  of  reference. 

Dr.  E.  E.  Door  presented  his  large  and  well  se- 
lected and  up-to-date  library  of  over  twelve  hun- 
dred volumes  to  the  College  Librar}'.  Standard 
European  and  American  medical  journals,  bound 
and  unbound,  were  on  file  in  the  library.  Dr.  Jean 
Mendenhall  became  the  librarian.  The  students 
also  had  free  use  of  the  University  Librarv,  the 
City  Library  and  the  State  Library. 

Owing  to  the  additional  quarters  available  for 
the  dispensary  work,  the  service  w^as  greatlv  ex- 
tended and  improved  and  much  modern  equipment 
was  in.stalled.  Being  near  the  heart  of  the  citv 
and  easily  accessible  was  also  a valuable  asset  for 
the  dispensary.  Examination  and  treatment 
rooms  were  provided  for  medical,  neurological, 
pediatric,  dermatologic,  general  sur<rical,  ortho- 
pedic, genito-urinary,  gynecologic,  ob.stetric,  eve, 
ear,  nose  and  throat  patients.  To  facilitate  the 
making  of  chemical  and  microscopic  examinations, 
a clinical  laboratorv  was  located  on  the  same  floor 
as  these  rooms.  The  dispensarv  pharmacv  was 
placed  under  the  care  of  a regi.stered  pharmaci.st. 

A small  ward  of  five  beds  was  connected  with  the 
service  in  which  operative  surgical  treatments 
were  carried  out,  especially  de.signed  for  emerg- 
ency cases.  The  daily  attendance  at  the  dispen-  j 
-sary  at  that  time  averaged  fiftv  cases.  Sessions  i 
were  held  from  one  to  three  o’clock  on  six  davs  of  ) 
the  week.  During  the  year  ending  April  1,  1912,  , 

the  total  number  of  visits  at  the  dispensarv  was  i ■ 
10,309. 

On  March  1,  1911,  a tuberculosis  dispensary  t 
was  established,  the  sessions  being  held  on  Tues-  1 
dav  and  Eriday  forenoons  at  eleven  o’clock.  , - 
Ridge  Camp  Sanatorium  for  advanced  cases  was  • 
then  under  the  supervision  of  the  College  of  Medi- 
cine and  oflfered  additional  advantages  for  the 
study  of  tuberculosis.  On  the  second  floor  two 
rooms  had  been  completely  equipped  with  x-ray 
and  other  electric  appliances  of  the  latest  and 
most  approved  patterns.  In  which  all  forms  of 
examinations  and  treatments  pertaining  to  this 
branch  could  be  properly  conducted.  The  dispen- 
sary afforded  unusual  opportunities  to  both  the  i 
third  and  fourth  year  students  for  the  study  of 
ambulant  patients.  Dr.  John  H.  Peck  was  the 
director  of  the  dispensary. 

The  facilities  for  teachine  clinical  medicine  for 
the  school  year  1912  and  1913  were  unusually 
good.  By  special  arrangements  the  College  of 
Medicine  then  controlled  for  clinical  purposes  five 
hundred  beds  in  the  hospitals  of  Des  Moines.  Of 
these  the  Iowa  Methodist  and  Mercy  Hospitals 
furnished  one  hundred  and  fifty  ward  beds:  the 
Salvation  Army  Rescue  Home  from  five  to  ten 


J 


VoL.  XXVI,  No.  6] 


Journal  of  Iowa  State  Medical  Society 


327 


cases  of  obstetrics  each  month;  the  Children’s 
Home  had  a capacity  of  forty  beds;  the  Detention 
Home,  fifty  beds,  and  the  Polk  County  Hospital 
had  constantly  two  hundred  and  twenty-five  or 
more  patients,  for  the  most  part  with  mental  and 
other  chronic  diseases.  At  the  first  two  hospitals 
mentioned  clinical  laboratories  and  lecture  rooms 
were  provided  for  teaching  purposes.  In  each  the 
operative  department  and  the  equipment  for  the 
treatment  of  diseases  by  means  of  electricity, 
x-ray,  hydrotherapy,  orthopedic  and  other  physical 
measures  was  of  the  most  modern  type. 

It  was  necessary  to  fill  immediately  the  vacan- 
cies caused  by  the  resignations  of  Drs.  Robertson 
and  Hoeve.  Dr.  Paul  Lineback,  who  was  at  the 
time  taking  postgraduate  work  in  anatomy  at  Har- 
vard, applied  for  the  position  vacated  by  Dr. 
Hoeve.  He  was  engaged  as  professor  of  anatomy 
and  head  of  the  department.  Dr.  Daniel  J.  Glom- 
set  was  engaged  to  fill  Dr.  Robertson’s  position  in 
the  pathology  and  bacteriology  department.  He 
came  to  the  college  from  the  University  of  Chi- 
cago and  Rush  Medical  College.  Dr.  Begg  was 
made  head  of  the  department  of  histology  and 
embryology. 

(To  be  continued) 


LYON  LECTURESHIP  ESTABLISHED 
A the  close  of  the  present  academic  year.  Dr.  E.  P. 
Lyon,  Dean  of  the  Medical  School,  retires  from  ac- 
tive service  at  the  University  of  Minnesota.  During 
his  administration,  covering  a period  of  twenty-three 
years,  the  medical  school  has  exhibited  steady  and 
continued  growth.  As  a fitting  tribute  to  his  stimu- 
lating leadership,  the  alumni  and  faculty  of  the 
medical  school  propose  to  establish  in  his  honor  the 
Elias  Potter  Lyon  Medical  Lectureship  at  the  Uni- 
versity of  Minnesota.  The  fund  for  this  purpose 
is  to  be  raised  through  subscriptions  by  alumni, 
faculty,  students,  and  friends.  Contributions  to  the 
Lyon  Lectureship  fund  may  be  sent  to  Mr.  William 
T.  Middlebrook,  Comptroller,  University  of  Minne- 
sota, Minneapolis. 


RESOLUTIONS 

With  the  death  of  Dr.  C.  H.  Stange  of  Ames,  Iowa, 
which  occurred  on  the  morning  of  April  26,  1936, 
there  passed  from  the  fellowship  of  our  allied  pro- 
fession a loyal  and  faithful  co-worker.  His  life  was 
one  of  service  to  his  fellowmen.  Ethical  and  unselfish 
and  wholly  devoted  to  his  work  he  attained  an  envi- 
able position  in  life. 

Therefore  be  it  resolved  that  the  membership  of  the 
Iowa  State  Medical  Society  extend  to  his  wife  and 
two  daughters  our  sincere  sympathy  in  their  bereave- 
ment, recognizing  the  deep  sorrow  attending  the  loss 
I of  a faithful  husband  and  father. 

, Furthermore,  that  in  the  death  of  Dr.  Stange  the 
Iowa  State  College  lost  one  of  its  ablest  and  most 


widely  known  educators,  and  the  Iowa  Veterinary 
Medical  Association  a prominent  and  nationally  rec- 
ognized member. 

Be  it  further  resolved  that  a copy  of  these  resolu- 
tions be  made  a part  of  the  permanent  records  of  the 
Iowa  State  Medical  Society;  that  a copy  be  presented 
to  the  Iowa  Veterinary  Medical  Association;  that  a 
copy  be  presented  to  the  family,  and  that  a copy  be 
sent  to  the  Journal  of  the  Iowa  State  Medical 
Society  for  publication. 

COMMITTEE : 

F.  M.  Roberts.  M.D. 

E.  J.  Watson,  M.D. 


DEATH  NOTICES 
(Continued  from  page  321) 

Cadwallader,  Joseph  Maxwell,  of  Sheffield,  aged 
fifty-two,  died  May  23,  following  an  extended  illness. 
He  was  graduated  in  1907  from  the  State  University 
of  Iowa,  College  of  Medicine,  and  at  the  time  of  his 
death  was  a member  of  the  Franklin  County  Medical 
Society. 


Coldren,  Cassius  Mentor,  of  Milford,  aged  seventy- 
five,  died  May  10,  after  a two  year  illness.  He  was 
graduated  in  1889  from  the  University  of  Michigan 
Medical  School,  and  had  long  been  a member  of  the 
Dickinson  County  Medical  Society. 


Stoner,  Alva  Porter,  of  Des  Moines,  aged  sixty- 
eight,  died  May  31,  of  pneumonia.  He  was  graduated 
in  1891  from  the  St.  Louis  College  of  Physicians  and 
Surgeons,  and  at  the  time  of  his  death  was  a member 
of  the  Polk  County  Medical  Society. 


DR.  CAMPBELL  HOWARD  DIES  IN 
CALIFORNIA 

The  many  friends  and  associates  which  Dr.  Camp- 
bell Howard  of  Montreal,  had  in  Iowa,  will  be  shocked 
and  saddened  by  the  news  of  his  death,  which  comes 
as  the  Journal  goes  to  press.  Death  occurred  sud- 
denly in  California,  where  Dr.  Howard  was  a guest 
speaker  on  the  pi’ogram  for  the  California  State 
Medical  Association,  and  where  he  was  being  enter- 
tained by  his  Iowa  colleague.  Dr.  Charles  J.  Rowan. 

Dr.  Howard,  who  was  professor  of  medicine  at 
McGill  University  Faculty  of  Medicine,  Montreal, 
came  to  the  State  University  of  Iowa,  College  of 
Medicine,  in  September,  1910,  filling  the  position  of 
professor  of  medicine  and  head  of  the  department. 
Dr.  Rowan  at  this  time  was  professor  of  surgery. 
Dr.  Howard  remained  in  Iowa  until  he  enlisted  for 
service  in  the  World  War,  and  returned  for  a short 
time  afterward.  He  was  the  guest  speaker  for  the 
Eightieth  Annual  Session  of  the  Iowa  State  Medical 
Society,  held  in  Des  Moines  in  1931,  and  had  been 
selected  as  the  choice  of  the  section  on  medicine  for 
next  year’s  annual  meeting  to  be  held  in  Sioux  City. 

The  medical  profession  in  general  has  suffered  a 
distinct  loss,  and  there  are  many  physicians  in  Iowa 
who  will  look  upon  Dr.  Howard’s  death  as  a personal 
loss. 
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THE  JOURNAL  BOOK  SHELF 


BOOKS  RECEIVED 


abortion,  spontaneous  and  induced,  medical  and 

SOCIAL  aspects — By  Frederick  J.  Taussig,  M.D.,  professor 
of  clinical  obstetrics  and  clinical  gynecology,  Washington 
University  School  of  Medicine,  St.  Louis.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1936.  Price,  $7.50. 

BASAL  METABOLISM  IN  HEALTH  AND  DISEASE— By  Eugene 
F.  DuBois,  M.D.,  medical  director,  Russell  Sage  Institute  of 
Pathology.  Third  edition,  thoroughly  revised,  illustrated 
with  98  engravings.  Lea  and  Febiger,  Philadelphia,  1936. 
Price.  $5.00. 

BEWILDERED  PATIENT— By  Marian  S.  Newcomer,  M.D.  Hale, 
Cushman  & Flint,  Boston  and  New  York,  1936.  Price,  $1.75. 

DENTAL  INFECTION  AND  SYSTEMIC  DISEASE— By  Russell 
L.  Haden,  M.D.,  chief  of  the  medical  division,  Cleveland  Clinic, 
Cleveland.  Second  edition.  Illustrated  with  63  engravings. 
Lea  and  Febiger,  Philadelphia,  1936.  Price,  $2.50. 

EXAMINATION  OF  THE  PATIENT  AND  SYMPTOMATIC 
DIAGNOSIS — By  John  Watts  Murray,  M.D.  With  274  illus- 
trations. Second  edition.  C.  V.  Mosby  Company,  St.  Louis, 
1936.  Price.  $10.00. 

AN  INDEX  OF  DIFFERENTIAL  DIAGNOSIS  OF  MAIN 
SY'MPTOMS — Edited  by  Herbert  French.  M.D.,  consulting 
physician  to  Guy’s  Hospital,  London.  Fifth  edition,  with  742 
illustrations.  196  in  color.  William  Wood  and  Company, 
Baltimore,  1936.  Price,  $16.00. 


MEDICAL  MYCOLOGY.  FUNGOUS  DISEASES  OF  MEN  AND 
OTHER  MAMMALS — By  Carroll  William  Dodge,  Ph.D.,  my- 
cologist, Missouri  Botanical  Garden.  Illustrated.  C.  V. 
Mosby  Company,  St.  Louis,  1936.  Price,  $10.00. 

MEDICAL  PAPERS — Dedicated  to  Henry  Asbury  Christian,  from  v 
his  present  and  past  associates  and  house  officers  at  the  Peter  « 
Bent  Brigham  Hospital,  Boston,  Massachusetts.  The  Waverly 
Press,  Baltimore,  1936. 

PEDIATRIC  NURSING — By  John  Zahorsky,  M.D.,  professor  of  « 
pediatrics,  St.  Louis  University  School  of  Medicine.  With  b 
144  illustrations  and  seven  color  plates.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1936.  Price,  $3.00. 

PHYSIOLOGY  OF  LOVE — By  Professor  Paolo  Mantegazza. 

Eugenics  Publishing  Company,  New  York,  1936.  Price,  $3.00.  i 
PSYCHOLOGY  OF  SEX — A Manual  for  Students  by  Havelock 
Ellis.  Emerson  Books,  Inc.,  New  York,  1935.  Price,  $3.00.  i 
SYNOPSIS  OF  CLINICAL  LABORATORY  METHODS— By  W.  ' 
E.  Bray,  M.D.,  professor  of  clinical  pathology.  University  of  t 
Virginia.  Thirty-two  text  illustrations,  eleven  color  plates. 

C.  V.  Mosby  Company,  St.  Louis,  1936.  Price,  $3.75. 

A TEXTBOOK  OF  SURGERY — By  American  authors,  edited  by 
Frederick  Christopher,  M.D.,  associate  professor  of  surgery  at 
Northwestern  University  M^ical  School.  With  1349  illustra- 
tions. W.  B.  Saunders  Company,  Philadelphia  and  London, 
1936.  Price,  $10.00. 


BOOK  REVIEWS 


ALLERGY  OF  THE  NOSE  AND 
PARANASAL  SINUSES 

By  French  K.  Hansel,  M.D.,  assistant  pro- 
fessor of  clinical  otolaryngology,  Washing- 
ton University  School  of  Medicine.  With 
fifty-eight  text  illustrations,  and  three  color 
plates.  C.  V.  Mosby  Company,  St.  Louis, 

1936.  Price,  $10.00. 

Because  of  the  tremendous  volume  of  information 
acquired  through  recent  researches  on  the  subject 
of  allergy  only  a few  individuals  have  been  per- 
mitted to  keep  abreast  of  the  subject.  Inasmuch 
as  the  most  frequent  site  for  the  production  of  symp- 
toms in  clinical  allergy  is  the  upper  respiratory 
system,  it  is  timely  that  a comprehensive  monograph 
on  the  subject  should  be  prepared  by  an  authority 
well  fitted  for  the  task. 

To  introduce  the  subject  Dr.  Hansell  reviews  the 
basic  discoveries  and  observations  which  have  guided 
research  and  by  which  the  phenomenon  of  allergy  is 
explained.  This  is  followed  by  a careful  discussion 
of  the  methods  of  testing,  history  taking  and  ob- 
servation of  the  patient  to  determine  the  offending 
agent  or  agents.  He  then  discusses  the  manifesta- 
tions of  allergy  as  they  are  observed  in  the  upper 
respiratory  tract,  giving  in  detail  the  special  meth- 
ods of  examination  required  in  these  cases.  He  next 
presents  the  treatment  of  allergy  including  the  com- 
mon forms  of  seasonal  hay  fever  from  the  grasses 
and  weeds  stressing  particularly  the  common  rag- 
weed variety. 

Comprehensive  bibliographic  citations  are  fur- 
nished for  the  aid  of  the  advanced  student  in  this 


subject.  This  monograph  is  strikingly  complete 
easily  the  most  useful  work  of  its  sort  which 
come  to  our  attention. 


EXAMINATION  OF  THE  PATIENT  AND 
SYMPTOMATIC  DIAGNOSIS 

By  John  Watts  Murray,  M.D.  Second 
edition,  with  274  illustrations.  C.  V.  Mosby 
Company,  St.  Louis,  1936.  Price,  $10.00. 

In  the  preface  to  the  first  edition  of  this  work,’  f 
which  appeared  in  1926,  the  author  expresses  the  i 
belief  that  the  failure  of  a physician  to  make  a prop-  j 
er  diagnosis  is  usually  due  first,  to  an  incomplete|i 
or  carelessly  analyzed  history;  second,  to  his  lackjl 
of  a comprehensive  technic  in  physical  diagnosis;|j 
and  third,  to  his  inability  to  trace  the  symptom  pic-ji 
ture  through  texts  which  might  assist  him  in  arriv-j'i 
ing  at  a diagnosis.  To  overcome  these  difficulties/li 
the  author  prepared  this  work,  which  stresses  history} 
taking  and  offers  schemes  for  not  only  obtaining  a'  ^ 
complete  medical  history  but,  also,  methods  of  an-T  p 
alysis  which  will  establish  proper  values  from  the . 
material  obtained. 

In  a second  section  of  the  book,  he  describes  meth- 
ods of  physical  diagnosis  applicable  both  to  the  gen- 
eral examination  of  a patient  and,  also,  special 
methods  which  may  be  required  for  the  detection 
of  involvement  of  the  special  organs.  He  then 
presents  a scheme  of  differential  diagnosis  based 
upon  symptoms  which  should  serve  to  remind  the 
physician  of  the  various  possibilities  in  each  case 
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and,  also,  to  assist  him  in  eliminating  many  of  the 
several  conditions  considered. 

The  text  contains  274  illustrations.  Many  of  the 
photographic  illustrations  are  taken  from  the  older 
literature  and  appear  to  have  suffered  from  the 
loss  of  clearness  and  detail  in  their  reproduction. 
On  the  whole,  the  work  should  prove  useful  to  the 
physician  who  will  familiarize  himself  with  its  pos- 
sibilities and  carefully  follow  the  suggestions  made 
by  the  author. 


ANNUAL  REPORT  OF  THE  SURGEON  GEN- 
ERAL OF  THE  PUBLIC  HEALTH  SERVICE 
OF  THE  UNITED  STATES 

For  the  fiscal  year  1935.  United  States 
Government  Printing  Office,  1935.  For  sale 
by  the  Superintendent  of  Documents,  Wash- 
ington, D.  C.  Price,  seventy-five  cents. 

This  report  is  introduced  by  a section  on  world 
health  conditions  inasmuch  as  these  conditions  are  re- 
flected in  the  United  States.  The  report  indicates  the 
agencies  and  methods  employed  in  the  inspection  of 
health  conditions,  the  findings  of  these  various  agen- 
cies, and  the  recommendations  which  seem  appro- 
priate for  the  correction  of  the  unfavorable  health 
conditions  reported. 

Each  of  the  various  divisions  of  the  service  reports 
on  the  scientific  work  performed  by  the  division  with 
insight  into  the  nature  of  the  research  work  being 
undertaken  in  this  connection.  The  National  Insti- 
tute of  Health  indicates  by  its  report  the  valuable 
activity  of  this  newly  created  division.  The  rehabili- 
tation studies  being  conducted  at  the  recently  opened 
(May  25,  1935)  narcotic  farm  at  Lexington,  Ken- 
tucky, constitute  a very  interesting  and  informing 
discussion  of  this  new  venture  on  the  part  of  the 
federal  government. 

— 

INFANT  NUTRITION 

By  Williams  McKin  Marriott,  M.D.,  pro- 
fessor of  pediatrics,  Washington  University 
School  of  Medicine,  St.  Louis.  Second  edi- 
tion. C.  V.  Mosby  Company,  St.  Louis,  1935. 
Price,  .$4.50. 

The  author  of  this  volume  is  eminently  equipped 
by  virtue  of  his  excellent  clinical  facilities  to  pre- 
pare a treatise  on  this  subject,  and  the  enthusiastic 
reception  accorded  the  first  edition  of  this  work  in- 
dicates the  usefulness  of  the  volume  as  a clinical 
?uide  in  infant  nutrition. 

In  the  opening  chapters  of  the  book,  the  author 
liscusses  proteins,  carbohydrates  and  fat  metab- 
ilism,  and  in  an  entirely  rewritten  chapter  advances 
>ur  newer  knowledge  concei  ning  vitamins.  He  then 
oroceeds  to  a discussion  of  the  special  food  require- 
Tients  of  infants,  considering  both  breast  feeding 
ind  artificial  feeding  in  normal  infants.  In  the 
•losing  chapters  the  author  emphasizes  the  food  re- 


quirements of  infants  in  diseased  conditions  and 
under  each  heading,  describes  in  detail  proved  recipes 
and  formulas  suitable  in  the  specific  conditions.  The 
final  chapter  deals  with  laboratory  tests  and  technic, 
particularly  those  of  value  in  pediatric  pi'actice. 


KEY  TO  SYMPTOMATOLOGY,  BOOK  VI, 
GYNECOLOGIC  DISEASES 

By  D.  D.  Stonecypher,  Nebraska  City,  Ne- 
braska. Key  System,  Publishers,  Nebraska 
City,  Nebraska.  Price  $10.00  a volume. 

This  book  follows  the  general  plan  of  those  pre- 
viously released  in  that  it  provides  a handy  and  quick 
reference  to  the  probable  diagnosis  by  the  use  of  key 
cards  of  leading  symptoms.  A master  card  is  so 
made  that  the  possible  diagnosis  is  revealed  when 
the  symptom  card  is  superimposed  on  it.  Where 
several  symptoms  are  I’evealed  the  diagnosis  becomes 
more  limited  due  to  the  blocking  of  certain  windows 
in  the  symptom  card  previously  employed. 

While  the  system  has  been  devised  with  careful 
reference  to  current  gynecologic  and  obstetric  litera- 
ture, it  is  not  intended  in  any  sense  to  replace  the 
physician’s  knowledge  of  these  subjects  or  his  skill 
in  the  observation  of  his  patient.  It  is  intended 
rather  to  bring  to  his  attention  all  possible  diagnoses 
and  thereby  suggest  the  procedures  required  to  estab- 
lish a complete  and  accurate  diagnosis  in  a given 
case. 

Provision  has  been  made  for  the  revision  of  the 
system  from  time  to  time  as  our  knowledge  of  these 
subjects  is  extended,  and  we  are  advised  that  the 
publishers  contemplate  this  revision  at  a very  nom- 
inal cost.  The  system  appears  entirely  satisfactory 
for  the  pui'pose  for  which  it  has  been  prepared. 


THE  SPECIAL  PROCEDURES  IN  DIAGNOSIS 
AND  TREATMENT 

By  Don  Carlos  Hines,  M.D.,  clinical  in- 
structor in  medicine,  Stanford  University. 
Published  by  the  Stanford  University  Press. 

This  small  book  has  been  prepared  for  the  guidance 
of  house  physicians  and  fourth  year  medical  students 
at  Stanford  University  School  of  Medicine.  It  is 
based  upon  the  experience  of  the  medical  staff  of  the 
University  Hospital  and  succeeding  generations  of 
house  officers  in  the  pursuit  of  their  duties  in  this 
institution.  It  is  intended  solely  as  a brief  guide  in 
procedures  necessary  to  careful  and  efficient  ward 
work. 

The  author  covers  such  subjects  as  the  general 
hygienic  methods  of  a hospitalized  case,  subcutan- 
eous medication,  the  use  of  stomach  tubes,  local 
methods  of  counterirritation,  thoracentesis,  abdom- 
inal paracentesis,  ijaricardial  paracentesis,  etc.  After 
having  reviewed  sevei’al  outlines  devised  for  the 
guidance  of  senior  students  and  internes,  we  are  im- 
pressed with  the  unusual  merit  of  this  pocket  size 
outline,  and  heartily  commend  it  for  the  ])urposes 
intended. 
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THE  1936  YEAR  BOOK  OF  DERMATOLOGY 
AND  SYPHILOLOGY 
Edited  by  Fred  Wise,  M.D.,  professor  of 
clinical  dermatology  and  syphilology,  New 
York  Postgraduate  Medical  School;  and 
Marion  B.  Sulzberger,  M.D.,  assistant  pro- 
fessor of  clinical  dermatology  and  syphil- 
ology, New  York  Postgraduate  Medical 
School.  The  Year  Book  Publishers,  Chica- 
go, 1936.  Price,  $3.00. 

In  the  introduction  to  this  volume,  the  authors  pre- 
sent a discussion  of  the  modern  treatment  of  eczema 
as  a guide  for  the  general  practitioner,  which  in 
itself  is  well  worth  the  price  of  the  volume.  The 
authors  feel  that  the  physician  should  become  inti- 
mately familiar  with  the  indications  for  and  the  uses 
of  a number  of  the  drugs  used  in  skin  therapy,  and 
with  this  knowledge  and  a careful  observation  of 
lesions,  the  general  practitioner  should  achieve  suc- 
cess with  the  average  case  of  eczema  which  may  come 
to  his  attention. 

While  the  past  year  has  not  been  marked  by  any 
outstanding  discoveries  in  the  field  of  dermatology 
and  syphilology,  many  original  observations  have 
contributed  to  the  exactness  of  these  sciences.  In 
the  700  pages  of  this  volume,  the  authors  epitomize 
the  outstanding  contributions  of  tbe  year  with  va- 
rious pertinent  editorial  comments. ' At  the  close 
of  each  section  is  a comprehensive  bibliography  of 
important  literature  in  the  particular  field.  The 
volume  is  fully  illustrated  and  indexed. 


PARENTERAL  THERAPY 

By  Walter  Forest  Dutton,  M.D.,  director. 
Medical  Research  Laboratories,  Amarillo, 
Texas;  and  George  Burt  Lake,  M.D.,  editor, 
Clinical  Medicine  and  Surgery.  Illustrated 
with  90  halftones  and  line  engravings. 
Charles  C.  Thomas  Publishing  Company, 
Springfield,  Illinois,  1936.  Price,  $7.50. 

Therapy  today  employs  “parenteral”  therapy  far 
more  extensively  than  at  any  time  in  its  written 
history.  This  is  so  strikingly  true  that  we  observe 
the  physician  today  equipped  with  a well  filled  hypo- 
dermic case,  a few  local  applications  and  his  instru- 
ments for  examination  almost  completely  replacing 
the  picture  of  a generation  ago  when  the  physician’s 
bag  was  a miniature  apothecary  shop,  with  row  on 
row  of  bottles  of  tablets,  pellets  and  liquids  for  oral 
administration.  In  recognition  of  these  facts  and 
to  bring  the  subject  matter  into  small  compass  for 
ready  reference,  the  authors  have  compiled  this  very 
complete  and  convenient  reference  volume. 

As  used  by  these  authors,  the  term  “parenteral” 
designates  all  forms  of  medication  except  those  in- 
troduced through  the  alimentary  canal.  They  pre- 
sent methods  of  performing  all  of  the  usual  and 
most  of  the  less  common  procedures  employed  in 
the  therapeutic  withdrawal  of  materials  from  the 
body  or  the  introduction  of  drugs  into  the  body  by 
means  other  than  the  mouth.  They  discuss  the 


methods  of  blood  transfusion,  the  technic  for  the 
puncture  of  the  pericardium,  the  pleura,  the  cavities 
of  the  brain  and  spinal  cord,  including  the  technic 
of  intraspinous  anesthesia.  In  the  closing  chapters 
of  the  first  part  of  this  work  the  authors  discuss  the 
injection  treatment  of  hemorrhoids,  of  hernia,  and 
of  hydrocele. 

Part  two  lists  under  common  headings  the  con- 
ditions responding  to  this  form  of  therapy  with  sug- 
gestions of  the  form  of  therapy  commonly  employed. 
Part  three  of  the  text  presents  an  alphabetically 
arranged  listing  of  the  more  useful  drugs  for  paren- 
ternal  therapy.  These  sections  furnish  a quick  and 
practical  section  of  reference  for  use  by  the  busy 
physician  during  the  course  of  his  daily  routine. 

To  add  further  to  the  usefulness  of  the  volume 
an  index  of  subjects  with  a cross  index  by  names 
to  the  first  part  of  the  volume  is  given.  To  our 
knowledge  the  volume  is  entirely  unique,  compre- 
hensive, accurate  and  invaluable  to  the  busy  prac- 
titioner of  medicine. 


PASSIVE  VASCULAR  EXERCISES  AND  THE 
CONSERVATIVE  MANAGEMENT  OF 
OBLITERATIVE  ARTERIAL  DIS- 
EASES OF  THE  EXTREMITIES 
By  Louis  G.  Herrmann,  M.D.,  assistant 
professor  of  surgery.  College  of  Medicine  of 
the  University  of  Cincinnati.  Illustrated 
with  80  engravings  and  four  colored  plates. 

J.  B.  Lippincott  Company,  Philadelphia  and 
London,  1936.  Price,  $4.00. 

During  the  past  few  years  there  has  been  an  ever 
increasing  interest  shown  in  the  subject  of  passive 
vascular  exercise  therapy  in  peripheral  vascular 
disease.  In  his  introduction  to  the  Year  Book  of 
General  Surgery  for  1935,  Evarts  Graham  states: 
“One  of  the  most  striking  features  of  the  surgical 
literature  of  the  last  year  is  the  increasing  number 
of  articles  which  appear  on  the  subject  of  peripheral 
vascular  disease.” 

It  seems  particularly  fitting  and  timely,  then,  that 
the  originator  of  a satisfactory  method  for  treat- 
ing these  conditions  should  prepare  a text  giving 
a complete  review  of  the  subject  from  its  earliest 
conception  to  its  most  recent  perfection.  Dr.  Herr- 
mann describes  his  method  for  the  treatment  of 
peripheral  vascular  disease  as  an  apparatus  which 
produces  in  sequence  the  gradual  rise  and  fall  of 
air  pressure  about  the  human  extremities  and  in- 
dicates that  he  has  not  discovered  but  rather  re- 
discovered this  method  of  therapy.  In  appropriate 
chapters  he  discusses  the  historical  development  of 
our  knowledge  in  this  field,  the  anatomy  and  physi- 
ology of  the  peripheral  vessels,  the  diagnosis  of  or- 
ganic arterial  disease,  and  then  at  much  detail  re- 
views his  work  and  observations  in  the  treatment 
of  these  conditions  by  passive  vascular  exercise. 

This  work  is  easily  the  most  outstanding  con- 
tribution to  our  knowledge  on  this  subject  and 
should  be  carefully  reviewed  by  the  physician  who 
would  successfully  employ  this  method  of  therapy. 


The  JOURNAL 

of  the 

Iowa  State  Medical  Society 


VoL.  XXVI 


De.s  Moines,  Iowa,  July,  1936 


No.  7 
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' PRESIDENT’S  ADDRESS* 

Thomas  A.  Burcham,  M.D.,  Des  Moines 

I would  indeed  be  ungrateful  if  I did  not  ex- 
press my  appreciation  of  the  honor  you  bestowed 
upon  me  in  giving  me  an  opportunity  to  serve  you 
as  your  president  during  the  past  year.  I have 
had  the  pleasure  of  contacting  many  members  of 
the  society  during  my  visits  to  the  different  district 
and  county  meetings ; I have  heard  you  discuss 
your  problems ; and  have  been  keenly  interested 
, in  the  methods  you  employed  in  solving  them.  I 
am  convinced  that  never  in  the  history  of  the  Iowa 
State  Medical  Society  has  so  much  interest  been 
evinced  in  striving  for  the  proper  solution  of  our 
1 1 problems ; and  I am  certain  that  a continuance 
'l  of  this  manifest  concern  will  serve  to  produce  a 
I stronger  society  and  a more  united  profession. 

] If  my  efforts  have  helped  in  the  slightest  degree 
in  bringing  about  a solidarity  within  the  profes- 
I sion,  I am  grateful.  The  pleasure  I have  had  in 
j serving  you  will  always  remain  a cherished 
memory. 

^ 1 In  the  course  of  the  past  few  years,  the  ]>eople 
t of  America  have  witnessed  a great  political  and 
f social  upheaval.  Schemes  have  been  advocated 
I to  provide  for  social  security,  a more  abundant 
life,  redistribution  of  wealth,  pensions,  ])ublic 
' health  measures,  and  relief  from  indebtedness  and 
unem[)loyment.  .Some  of  these  experiments  really 
create  a new  deal  for  the  American  peoi)le.  What 
has  been  the  effect  of  these  new  methods  and 
exjieriments  on  the  medical  profession?  What 
changes  have  taken  jilace  in  the  actual  care  of  the 
sick.-'  What  influence  will  these  proposed  changes 
have  on  the  future  practice  of  medicine? 

Before  the.se  (juestions  can  be  answered,  or  an 
oj)inion  expressed,  it  is  necessary  to  analyze  tbe 
IKjsition  which  we,  as  a ])rofe.ssion,  now  occui)y 
and  to  realize  how  we  attained  this  position.  Less 
than  a century  ago  (and  that  is  a short  time  in  the 
history  of  any  nation)  the  practice  of  medicine 
was  confined  entirely  to  the  individual  family  doc- 

*Presented  before  the  EiKhty-fifth  Annual  Se»«ion.  Iowa  State 
Metlical  Society.  De»<  Moine**.  April  29  and  30.  and  May  1.  1936. 


tor,  inadecpiately  educated  and  trained,  whose 
equipment  was  very  limited.  lie  went  his  daily 
rounds,  ministering  to  the  sick,  whose  ailments 
were  either  organic  or  imaginary,  but  he  did  pos- 
sess the  art  of  practicing  medicine  and  he  fulfilled 
his  duty  as  a jihysician  in  a very  creditable  manner. 
I would  not  belittle  him.  or  minimize  his  import- 
ance to  the  community,  Init  I would  like  to  con- 
trast his  knowledge  and  equipment  with  that  of 
the  present  day  physician,  referring  particularly 
to  the  methods  used  in  the  care  of  the  sick. 

Great  advances  have  taken  place  since  then, 
both  in  knowledge  of  disease  and  in  equipment ; 
knowledge  gained  only  after  years  of  study  and 
application  in  one  of  our  great  educational  insti- 
tutions; knowledge  gleaned  by  clinical  experience 
in  actual  contact  with  the  sick.  Increasing  re- 
quirements for  a medical  degree  have  materially 
added  to  the  expense  of  a medical  education ; and 
to  the  time  required  in  preparing  for  a medical 
career.  Equipment  is  expensive  both  as  apjilied 
to  a physician’s  private  office,  and  to  the  large 
hospitals  and  sanitaria;  these  institutions  also 
have  huge  administrative  costs  as  well  as  the  sal- 
aries of  the  numerous  technicians  and  nunses. 
All  of  these  additional  educational  and  equiimient 
requirements  have  become  a part  of  the  cost  of 
being  sick.  However,  the  equipment  and  person- 
nel are  necessary  to  carry  out  the  advanced 
methods  of  diagnosis  and  treatment,  which  have 
resulted  from  the  progress  made  in  medical 
science. 

This  .scientific  advance  has  not  been  confined  to 
medicine  alone,  but  a like  advancement  may  be 
noted  along  all  lines  of  scientific  endeavor,  in- 
cluding better  hoiusing,  modern  .sanitation,  im- 
])roved  transjKirtation,  and  new  methcKls  of  com- 
munication. Our  economic  .structure  bas  not  kept 
pace  with  these  scientific  advances;  the  individual 
has  not  progres.sed  in  increasing  his  income  and 
savings  to  the  point  where  he  can  purchase  the 
material  necessary  to  the  high  standard  of  living 
that  is  so  desirable.  'I'he  unrest  so  jirevalent  today 
is  more  or  less  tbe  result  of  tbe  experiments,  now 
being  made,  to  j)crmit  our  economic  .structure  to 
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catch  up  with  the  scientific ; in  other  words, 
methods  are  being  sought  to  permit  all  of  the 
people  to  enjoy  the  benefits  of  our  advanced  scien- 
tific knowledge.  To  the  medical  profession  the 
paramount  question  at  this  time  is,  “What  method 
should  be  employed  in  bringing  the  benefits  of 
this  scientific  progress  to  all  the  people?”  I can- 
not answer  that  question.  Whether  some  of  the 
experiments  now  being  tried  will  bring  an  answer, 
time  alone  will  tell.  We  must  await  the  verdict 
of  history  to  reveal  the  success  or  failure  of  these 
plans. 

The  increased  knowledge  and  the  advancement 
in  medical  science  have  been  accomplished  by  re- 
search and  the  application  of  this  acquired  infor- 
mation with  a definite  goal  always  in  mind,  i.e., 
the  search  for  the  cause  and  cure  of  disease ; and 
the  prolongation  of  life.  These  objects  have  been 
accomplished  by  men  whose  individual  initiative 
had  not  been  crushed  by  lay  organizations  con- 
trolled by  politicians  whose  interests  would  have 
been  primarily  in  a scheme  to  perpetuate  them- 
selves in  office.  Is  our  profession  to  be  destroyed 
because  of  these  very  advances  in  scientific  knowl- 
edge? Is  it  to  be  sacrificed  through  the  efforts 
of  a minority  group  who  would  benefit  from  the 
passage  of  measures  changing  the  entire  system 
for  the  care  of  the  sick? 

The  people,  who  most  ardently  desire  these 
changes,  have  failed  to  provide  for  themselves 
through  their  own  thrift  and  independent  effort. 
These  issues  have  been  freely  debated  during  the 
past  year,  and  I feel  confident  the  people  will 
decide  in  favor  of  the  present  system.  Every 
country,  that  has  attempted  to  inaugurate  a plan 
of  compulsory  health  and  sickness  insurance  under 
the  control  of  lay  persons,  has  disintegrated. 
Changes  have  taken  place,  and  science  has  ad- 
vanced in  this  country  until  today  America  leads 
in  scientific  achievements  and  has  progressed  far 
beyond  the  attainments  of  any  European  country. 
No  other  country  in  the  world  can  compare  with 
America  in  lowered  mortality  and  morbidity  rates  ; 
or  in  public  health  measures  so  essential  in  the 
prevention  of  disease. 

The  Speakers  Bureau  of  the  Iowa  State  Med- 
ical Society  has  endeavored  throughout  the  year 
to  educate  the  lay  people  and  the  physicians  to  the 
value  of  scientific  medicine.  Speakers  have  been 
furnished  to  lay  groups  throughout  the  state  and 
a study  of  the  report  of  the  Speakers  Bureau 
shows  the  extent  to  which  this  educational  pro- 
gram has  been  carried  out.  A continuation  of  this 
system  will,  in  my  opinion,  prove  one  of  the  great- 
est factors  in  the  prevention  of  state  medicine. 
Once  the  people  realize  that  any  system,  other 
than  the  one  now  in  operation,  is  conducive  to 
domination  of  the  individual  physician  and  less- 


ened efficiency,  I feel  confident  they  will  not  seek 
immediate  changes.  The  education  of  the  people 
is  essential,  because  they  are  the  ones  who  pay 
the  bills,  and  in  the  end,  they  will  be  the  sole 
judges  in  choosing  the  method  they  prefer.  In  r 
the  process  of  deciding,  there  is  a possibility  they 
may  fix  upon  the  wrong  plan  because  of  undue  in-  n 
fluence  exerted  by  persons  not  competent  to  pass  | 
judgment  upon  scientific  matters.  Only  qualified  I 
members  of  the  medical  profession  are  in  a posi- 
tion to  direct  such  measures ; and  through  con-  I 
tinned  education  we  hope  to  control  the  situation.  I 
Once  the  people  realize  the  superior  service  ob-  * 
tained  under  proper  medical  supervision  and  guid-  ■ 
ance,  they  themselves  will  demand  professional  i i 
control.  I 

SOCIAL  SECURITY  ACT 

Upon  the  passage  of  the  Social  Security  Act,  III 
the  medical  profession  was  immediately  con-  . 
fronted  with  certain  phases  of  the  act  which  have 
a direct  bearing  on  the  profession,  particularly  in  , 
the  cariying  out  of  some  provisions  of  the  act.  ■ 
Other  portions  have  only  an  indirect  relation  to  ; 
the  profession,  except  as  they  pertain  to  us  as  ■; 
citizens  and  taxpayers  and  should  be  carefully  | 
studied  from  that  standpoint.  Perhaps  the  med- 
ical  profession  has  been  unjustly  criticized  because  < 
of  its  attitude  toward  certain  provisions  of  the  . 
act,  while  in  reality  our  opposition  has  been  di-  ; 
rected  at  the  method  of  application,  rather  than 
against  the  plan  itself.  This  is  particularly  true 
in  regard  to  the  Old  Age  Pension;  Aid  to  the  ’ 
Blind;  Aid  to  Dependent  Children;  and  the  like.  ' 

OLD  AGE  PENSIONS 

No  member  of  the  profession  questions  the  ob- 
jectives sought  in  this  measure ; no  one  objects  to 
an  old  age  pension  to  take  care  of  destitute  citi- 
zens past  sixty  years  of  age,  provided  the  sum 
allotted  is  within  the  limits  of  the  taxpayers’ 
ability  to  pay.  As  taxpayers  we  are  apprehensive 
when  the  sum  proposed  reaches  such  proportions 
that  it  not  only  provides  for  the  necessities  of  life, 
but  also  for  luxuries  which,  in  many  instances, 
were  never  before  enjoyed  by  the  recipients.  I ; 
have  in  mind  the  so-called  Townsend  Plan  now 
being  agitated,  and  the  theory  advocated  by  the 
late  Senator  Huey  P.  Long,  “Every  Man  a King.” 

CRIPPLED  CHILDREN 

The  definition  of  a crippled  child,  according  to 
the  Social  Security  Act,  is  any  person  under 
twenty-one  years  of  age,  with  a physical  disability. 
Funds  appropriated  for  services  for  crippled  chil-  i 
dren  are  to  be  used  as  outlined  in  Section  511  of  ■ 
the  Social  Security  Act,*  which  reads  as  follows:  i 

*H.  R.  7260,  74th  Congress,  Social  Security  Act. 
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“For  the  purpose  of  enabling  each  state  to  ex- 
tend and  improve  (especially  in  rural  areas  and 
in  areas  suffering  from  severe  economic  distress), 
as  far  as  practicable  under  the  conditions  in  such 
state,  services  for  locating  crippled  children,  and 
for  providing  medical,  surgical,  corrective,  and 
other  services  and  care,  and  facilities  for  diag- 
nosis, hospitalization,  and  aftercare,  for  children 
who  are  crippled  or  whO’  are  suffering  from  con- 
ditions which  lead  to  crippling.” 

According  to  an  estimate  made  by  the  Commis- 
sioner of  Health  of  Iowa,  there  are  approximately 
15,000  individuals  in  this  state  who  will  come 
under  the  provisions  of'  this  act.  If  the  number 
of  crippled  children  approaches  this  figure,  it  will 
be  impossible  to  set  up  a system  in  the  state  where- 
by this  number  can  be  centralized  at  the  Uni- 
versity Hospital  for  either  observation  or  treat- 
ment. A system  should  be  established  whereby 
the  services  of  the  physicians  of  the  entire  state 
could  be  utilized.  The  facilities  of  the  University 
Hospital  should  be  available  for  the  unusual  and 
interesting  cases,  always  considering  the  good  of 
the  patient,  and  providing  the  best  clinical  material 
for  the  medical  students.  Under  the  Perkins, 
Haskell-Klaus  law  the  facilities  of  the  University 
Hospital  have  been  taxed  to  the  limit,  and  although 
the  waiting  list  of  persons  committed  has  been 
eliminated  through  the  quota  plan,  it  does  not  fol- 
low that  all  of  the  people  needing  service  have 
been  receiving  it.  Prior  to  the  establishment  of 
the  quota  plan,  there  were  approximately  5,000 
persons  on  the  waiting  list,  all  legally  committed. 
If,  under  the  Social  Security  Act,  an  additional 
15,000  people  were  to  be  hospitalized  for  obser- 
vation and  diagnosis  alone,  the  facilities  of  the 
University  Hospital  would  have  to  be  materially 
increased.  Even  if  the  facilities  could  be  arranged 
to  care  for  this  great  influx  of  patients,  the  cost 
of  their  care  would  be  greatly  increased  because 
of  transportation  charges  to  and  from  Iowa  City. 
A statewide  system  should  be  set  up  under  what- 
ever state  agency  is  to  be  made  responsible  by 
law  for  the  administration  of  this  act,  in  coopera- 
tion with  the  University  Hospital,  providing  for 
local  care  and  follow-up  treatment  for  those  cases 
neces-sarily  hospitalized  at  the  University  Hos- 
pital.* Provisions  should  be  made  for  local  hos- 
pitalization and  treatment  whenever  feasible,  with 
the  cost  to  be  paid  by  the  state  and  federal  govern- 
ments. In  matching  federal  funds  with  state 
funds  (both  your,  the  taxpayers’  money)  plans 
should  be  in  the  making  for  carrying  out  the  pro- 
visions of  the  act,  with  a view  to  rendering  service 

to  the  greatest  number  and  assuring  local  hos- 


•Since  thw  wm  written,  the  federal  Rovernment  has  desiRnate<l 
the  Hoard  of  Education  as  the  state  agency  to  administer  this  por- 
tion of  the  Act. 


pitals  and  physicians  compensation  for  services 
rendered. 

UNEMPLOYMENT  INSURANCE 

Unemployment  insurance  is  a method  of  com- 
pulsory saving  advocated  by  the  federal  govern- 
ment. Theoretically,  it  is  ideal,  providing  the  cost 
of  administering  the  act  does  not  become  exorbi- 
tant, and  that  the  money  paid  by  employees  and 
employers  is  really  returned  to  the  workmen  dur- 
ing periods  of  actual  unemployment.  Figures  are 
available  from  Germany  showing  that  during  the 
period  of  extended  unemployment  the  fund  was 
exhausted  because  of  the  increased  overhead  and 
administrative  costs.  Figures  are  also  available  to 
prove  that  the  same  amount  of  money  taken  from 
the  workmen  would  purchase  more  insurance  in  a 
private  company  and  would  be  under  the  control 
of  the  individual  workman,  but  because  of  the 
individual’s  failure  to  provide  this  protection,  the 
federal  government  is  seeking  a means  of  making 
the  saving  compulsory. 

PUBLIC  HEALTH  MEASURES 

Public  health  measures,  which  are  so  important 
to  the  welfare  of  our  citizens,  are  included  in  the 
Social  Security  Act.  Provisions  for  carrying  out 
these  enactments  are  now  being  considered  as  to 
what  methods  shall  be  employed  in  protecting  the 
people,  through  the  prevention  of  disease,  in  the 
counties  and  townships  throughout  the  state.  To 
accomplish  the  objectives  of  preventive  medicine, 
and  to  reach  the  greatest  number  of  people,  will 
necessitate  changes  in  our  public  health  laws. 
Under  our  present  laws,  it  is  impossible,  except 
in  times  of  military  occupation,  or  the  chaos  fol- 
lowing floods,  storms  or  fire,  to  compel  the  people 
to  submit  to  measures  which  have  proved  100  per 
cent  effective  in  the  prevention  of  disease.  The 
irony  of  the  situation  lies  in  the  fact  that  when  an 
individual  becomes  a victim  of  a contagious  di- 
sease, he  is  immediately  subject  to  strict  quaran- 
tine, and  no  one  questions  the  justice  of  his  con- 
finement. Flowever,  as  long  as  our  laws  do  not 
compel  submission  to  methoils  of  preventive  medi- 
cine, the  duty  of  the  federal  government  should 
be  to  educate  the  lay  population  to  the  value  of 
these  measures,  while  leaving  to  the  individual 
physician  the  actual  work  of  inoculation,  vaccina- 
tion and  so  on.  The  individual  physician  must 
also  do  his  share  in  popularizing  and  emphasizing 
the  importance  of  these  preventive  measures.  The 
general  phases  of  public  health  work  must  be 
recognized  as  a public  responsibility,  while  it  is 
of  equal  importance  to  emphasize  that  the  indi- 
vidual, as  a patient,  is  the  personal  responsibility 
of  the  private  physician. 
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MEDICAL  RELIEF  IN  IOWA 

Concerning  the  medical  relief  situation  in  Iowa, 
you  are  all  familiar  with  the  plan  set  up  after 
weeks  of  consultation  between  the  officers  and 
members  of  certain  committees  of  the  Iowa  State 
Medical  Society,  and  the  Iowa  Emergency  Relief 
Administration.  The  plan  embraces  an  agree- 
ment between  the  local  county  medical  society  and 
the  county  emergency  relief  administration  where- 
by the  members  of  the  medical  society  agree  to 
take  care  of  the  medical  needs  of  the  unemployed 
in  the  community  at  a fee  schedule  approximating 
50  per  cent  of  the  minimum  fee  ordinarily  in 
force.  The  plan  has  not  been  universally  success- 
ful, and  I am  giving  you  herewith  some  of  the 
complaints  that  have  been  voiced  against  it,  be- 
cause this  matter  is  not  covered  in  any  committee 
report. 

First  of  all,  the  State  Emergency  Relief  Admin- 
istration endeavored  to  anticipate  the  needs  of  a 
community,  basing  their  estimates  on  percentages 
only  aiiplicable  to  much  larger  groups,  with  the 
result  that  many  of  the  bills  presented  by  the 
])hysicians  have  been  materially  reduced  in  order 
to  keep  the  medical  relief  cost  within  the  anlici- 
]>ated  budget.  Another  complaint  has  been  that 
the  bills  for  medical  relief,  and  tbe  budget,  are 
figured  on  a monthly  basis,  and  if  the  medical  bills 
for  one  month  are  more  than  the  allotted  sum  it 
becomes  necessary  to  make  a proportionate  cut 
in  the  bills.  On  the  other  hand,  during  the  months 
when  only  a small  amount  of  medical  work  is  done, 
it  is  not  jiermissible  to  build  up  a surplus : any 
sum  left  in  the  budget  is  turned  back  to  the  state. 
In  other  words,  it  is  impossible  to  accumulate  a 
sum  to  be  used  to  take  care  of  medical  relief  when 
sickness  is  more  prevalent  and  bills  are  uniformly 
higher.  In  some  instances,  there  has  been  a lack 
of  cooperation  between  the  relief  workers  and  the 
medical  profession.  This  is  partly  due  to  a mis- 
understanding as  to  the  type  of  medical  service 
to  be  rendered  under  the  plan.  One  thing  should 
be  understood  and  that  is,  that  unnecessary  medi- 
cal and  surgical  work  should  not  be  considei'ed 
because  the  plan  is  a strictly  emergency  measure. 
Some  relief  workers  feel  that  rehabilitation  can 
be  carried  out  under  this  plan,  and  when  this  idea 
exists  in  the  minds  of  the  relief  workers  and  the 
physicians,  medical  and  surgical  bills  are  out  of 
proportion.  If  rehabilitation  is  to  be  undertaken, 
tbe  system  of  furnishing  funds  is  inadequate,  and 
in  the  last  analysis,  the  work  will  be  done  at  the 
expense  of  the  physicians. 

Criticism  has  been  directed  at  the  plan  because 
of  the  impossibility  of  carrying  out  continued 
medical  treatment  of  specific  infections,  but  this 
is  unfair  inasmuch  as  the  failure  to  carry  on  this 


work  is  not  due  to  an  arbitrary  ruling  of  the 
State  Emergency  Relief  Administration,  but 
rather  to  lack  of  funds.  The  foregoing  remarks 
apply  to  the  system  in  operation  at  the  jiresent 
time  with  the  state  financing  the  medical  relief, 
as  well  as  to  the  system  in  effect  while  the  federal 
government  furnished  the  funds.  The  princijial 
reason  for  my  mentioning  the  criticisms  directed 
against  the  statewide  plan  is  that  we  may  profit  by 
these  errors  and  avoid  these  pitfalls  in  the  future. 

A decentralized  plan  in  effect  in  many  counties  of 
the  state,  including  an  agreement  between  the  ‘ 
county  medical  society  and  the  board  of  siqier- 
visors,  is  apparently  more  satisfactory. 

I feel  certain  that  no  system  will  succeed  unless 
there  is  a definite  understanding  on  the  part  of 
the  relief  workers  and  the  members  of  the  med- 
ical society  that  the  plan  is  to  take  care  of  an  emer-  ^ 
gency  situation  and  that  the  work  must  be  cut  to 
the  minimum  with  rehabilitation  being  undertaken 
in  no  instance.  If  medical  relief  for  the  unem- 
ployed is  continued,  by  either  the  state  or  federal  ■ 
governments,  sufficient  funds  should  be  provided  ■ 
to  carry  on  the  work;  and  if  the  money  is  not  i 
available,  the  work  should  not  be  done  at  the  ex-  : 
pense  of  the  medical  profession.  Under  any  plan,  • 
the  res]ionsibility  for  adequate  medical  attention 
should  be  placed  on  the  state  and  federal  govern-  ' 
ments,  and  they  should  assume  that  responsibility. 

GROUP  HOSPITALIZATION 

Another  problem  confronting  the  medical  ]iro- 
fession  today  is  the  so-called  group  hospitalization,  ■ 
or  organization  looking  to  the  prepayment  of  hos- 
jiital  fees.  The  practice  has  been  sjireading  dur- 
ing the  last  few  years  as  an  effort  on  the  part  of 
the  hospitals  to  collect  from  persons  in  the  low 
income  group : the  effort  has  been  a necessity  be- 
cause during  the  period  of  depression  there  ha\e 
been  so  many  persons  unable  to  pay  their  hos];)itaI 
bills  : and  during  the  same  period,  the  income  from 
endowment  funds  and  public  contributions  has 
been  materially  decreased.  This  whole  plan  is 
an  effort  at  self  preservation  on  the  part  of  the 
hospitals  and  exists  on  an  almost  national  scale  at  a 
this  time,  with  the  American  Hospital  Association  < 
and  various  state  hospital  associations  actively  pro-  i 
moting  it.  Some  communities  in  Iowa  have  tried  : 
this  plan  with  apparent  success  and  mutual  satis- 
faction. It  is  not  our  prerogative  to  question  the 
financial  or  economic  soundness  of  such  a scheme, 
because  it  already  exists  and  we  do  not  care  to 
enter  the  field  of  hospital  administration.  W'e 
must  concern  ourselves  w’ith  the  problem  of  ex- 
cluding medical  service  from  the  hospital  accom- 
modations sold  to  the  interested  groups.  We  must 
be  sure  that  medical  care  is  not  included  either  in 
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the  initial  jilans,  or  in  later  proposals  brought 
forth  bv  sales  efforts  on  the  part  of  the  different 
organizations  in  securing  members.  At  the  jires- 
ent  time,  various  hospitals  are  invading  the  field 
of  the  practice  of  medicine,  usually  against,  but 
sometimes  with  the  consent  and  approbation  of 
members  of  our  profession.  This  is  a good  time 
to  make  sure  that  the  doctor  of  medicine  does  not 
become  the  servant  of  the  hospital.  Our  estab- 
lished ethics  are  adequate  to  take  care  of  the  situa- 
tion, and  the  cooperation  of  the  Council  on  Med- 
ical Education  and  Hospitals  will  be  invaluable. 
The  task  is  not  an  impossible  one,  but  it  will  re- 
quire local  and  national  professional  interest 
behind  it.  A definite  stand  should  be  taken 
against  individual  physicians,  who,  on  personal 
grounds,  do  not  object  to  the  subjugation  of  the 
profession  and  the  growing  domination  of  hos- 
pital organizations. 


There  are  memliers  of  the  profession  who  agree 
with  the  sociologists  that  a change  in  the  care  of 
the  sick  is  desirable ; and  that  this  is  the  beginning 
of  a universal  social  readjustment  including  medi- 
cine. If  this  be  so,  what  can  we  do  to  adjust  our- 
selves to  the  changes ; or  to  prevent  changes  that 
we  know  will  not  be  to  the  best  interest  of  the 
profession  or  the  people  as  a whole?  Can  we. 
ourselves,  adopt  changes  that  will  meet  the  med- 
ical needs  of  the  people  and  bring  scientific  med- 
ical service  to  all,  regardless  of  their  ability  to 
pay  ? 

This  seems  to  be  the  issue  in  the  minds  of  those 
advocating  some  change ; it  is  also  the  thought 
back  of  the  statement  that  a large  percentage  of 
the  people  are  not  receiving  proper  medical  care 
at  this  time.  The  fact  that  charges  for  medical 
services  have  always  been  based  on  the  patient’s 
ability  to  ])ay  seems  to  have  been  ignored.  I know 
of  no  locality  in  Iowa,  where  any  person  is  denied 
medical  or  hospital  care  because  of  his  inability 
to  pay  for  such  service.  Sufficient  laws  are  in 
existence  to  provide  funds  for  the  care  of  the 
indigent  and  the  unemjdoyed.  'I'he  jihysicians 
themselves  tend  many  of  these  unfortunate  ])er- 
sons  as  a part  of  their  contribution  to  charity. 
The  sociologists  have  interested  them.selves  in  the 
low  income  grouj)  and  are  now  seeking  means  to 
bring  this  grouj)  under  some  plan  whereby  they 
will  receive  medical  and  hos])ital  service  at  less- 
ened cost.  Certainly  the  medical  profession  does 
not  want  this  low  income  grou]>  to  come  within 
the  province  <»f  a federal  or  stale  i)lan,  controlled 
by  a centralized  bureaucratic  lay  organization 
that  wfyiild  decide  what  service  should  be  ren- 


dered, and  what  the  cost  of  that  service  to  the 
individual  should  be.  The  greatest  force  and 
argument  against  such  lay  control  would  be  the 
establishment,  within  the  profession,  of  plans  for 
caring  for  the  low  income  group  by  the  organiza- 
tion in  each  county  of  a system  through  which 
this  class  of  persons  may  be  given  medical  service 
at  a prearranged  cost,  with  extension  of  payments. 
This  entire  set-up  should  be  outlined  by  trained 
social  service  workers,  with  the  charges  based  on 
the  patient’s  ability  to  pay.  Every  physician  in 
the  county  should  particijiate  in  such  a ])lan  in 
order  to  assure  its  success.  .Several  counties  in 
the  state  have  a system  of  this  type  in  operation 
at  the  present  time,  and  it  works  satisfactorily. 
The  patient  retains  the  physician  of  his  choice; 
the  physician  retains  his  patient ; and  most  im- 
portant. the  patient  is  not  placed  in  the  position 
of  receiving  relief,  but  retains  his  pride  in  his 
ability  to  pay  his  way. 

As  a result  of  the  changes  now  being  tried,  is  it 
j)ossible  to  assure  social  and  economic  security  to 
all  the  people?  Are  they  not  being  influenced  to 
assume  that  economic  security  means  financial 
security?  In  my  opinion,  a definite  distinction 
should  be  drawn  between  the  two — financial  se- 
curity can  be  attained  only  through  the  ajiplication 
of  the  theories  of  economy ; while  social  or  eco- 
nomic security  in  a broad  .sense  embraces  an  op- 
portunity for  self  management,  careful  adminis- 
tration and  prevention  of  waste.  It  also  afifords 
individual  independence,  the  promotion  of  self- 
security through  prudent  spending  and  judicious 
thriftiness,  without  interference  by  the  govern- 
ment. 

With  the  exception  of  properly  administered 
old  age  pensions,  care  of  dependent  children,  and 
public  health  measures,  social  security,  in  any 
form  of  health  insurance,  sickness  insurance,  or 
unemployment  insurance,  is  conducive  to  the  loss 
of  the  individual  physician’s  initiative.  It  also 
tends  toward  the  establishment  of  a central  and 
bureaucratic  control  of  medical  affairs;  and  to  the 
regimentation  of  the  medical  profession.  As  a 
profession,  we  are  not  dealing  with  the  unknown 
as  regards  the  cause  and  treatment  of  disease, 
when  we  adhere  to  the  scientific  facts  and  prin- 
ciples of  ethical  practice,  established  after  years 
of  research  and  application.  However,  faced  with 
such  radical  changes  as  are  now  being  ])romul- 
gated,  we  are  apprehensive  and  fearful  of  the 
system  under  which  we  are  to  render  service. 
Only  through  organized  medicine  and  a united 
front  can  we  hope  to  have  an  active  ]>art  in  the 
final  solution  of  the  (jnestion  of  medical  ])ractice 
in  the  face  of  changing  conditions. 
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THE  CHANGING  TIMES* 

Prince  E.  Sawyer,  M.D.,  Sioux  City 

It  gives  me  great  pleasure  to  have  the  oppor- 
tunity of  saying  a few  words,  at  this  which  may  go 
down  in  history  as  one  of  the  memorable  meet- 
ings of  the  Iowa  State  Medical  Society,  and 
I say  memorable  because  the  times  are  rap- 
idly changing,  and  whether  or  not  these  chang- 
ing times  are  the  forerunners  of  any  marked 
change  in  the  practice  of  medicine,  only  time  will 
tell.  Medicine  and  civilization  have  advanced 
from  the  dark  ages,  hand  in  hand.  We  have  had 
many  eras  of  a high  type  of  civilization  and  during 
these  periods  the  sick  and  injured  were  cared  for 
along  more  rational  lines,  and  scientific  medicine 
advanced  to  new  heights.  Probably  the  two  most 
distinct,  outstanding  eras  of  civilization,  together 
with  the  advancement  of  medicine  were,  first — 
the  Roman  period  embracing  several  centuries 
from  about  400  B.  C.,  down  to  the  fall  of  the 
Empire  in  about  100  A.  D.,  and  second,  the  pres- 
ent period  which  really  started  some  time  in  the 
sixteenth  century. 

The  treatment  of  man  in  the  period  when  he 
roamed  the  fields  like  a wild  beast  could  be  de- 
scribed as  a more  or  less  crude  form  of  psycho- 
therapy. In  other  words,  the  medicine  man  tried 
to  drive  out  diseases  by  resorting  to  many  mys- 
terious and  magical  methods  which  worked  very 
well  as  long  as  the  patient  had  confidence  in  the 
medicine  man.  This  was  back  in  the  Egj-’ptian 
period  about  4,000  B.  C.,  when  medicine  was  a 
mixture  of  what  you  might  call  superstition  and 
religion,  but  even  in  that  early  period,  the  medi- 
cine man  had  developed  some  potions  from  herbs 
which  he  had  collected,  that  had  some  virtue. 
They  even  splinted  broken  limbs  and  according 
to  inscriptions  which  have  come  down  through  the 
ages,  performed  some  crude  surgical  operations. 

Civilization  gradually  began  to  show  a little 
light  on  the  horizon  and  as  this  light  in  the  east 
became  more  pronounced,  the  treatment  of  the 
ills  of  the  human  family  became  more  definite 
along  the  lines  of  science  and  medicine,  although 
it  was  still  not  entirely  out  of  the  realm  of  mys- 
tery. We  then  come  to  the  time  of  Aesculapius, 
the  deified  Grecian  hero  of  medicine.  This  was 
the  beginning  of  the  Greek  civilization,  which  as 
the  centuries  rolled  by,  grew  and  developed  to  the 
highest  type,  and  with  the  development  of  this 
civilization,  medicine  began  to  expand  along  scien- 
tific lines,  and  the  care  of  the  sick  became  a 
rational  procedure. 

About  400  B.  C.  Hippocrates  was  born,  and 
with  his  coming  the  responsibility  for  the  treat- 

•  President  Elect’s  address.  Presented  before  the  Eighty-fifth 
Annual  Session,  Iowa  State  Medical  Society,  Des  Moines,  April  29 
and  30,  and  May  1,  1936. 
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ment  and  cure  of  disease  was  removed  from  the  I* 
realm  of  mystery  and  the  goodness  of  the  gods,  \ 
and  placed  upon  the  shoulders  of  the  doctor.  His 
method  of  diagnosis  was  founded  more  upon  clin- 
ical observations  at  the  bedside  than  upon  ana- 
tomic knowledge.  His  description  of  disease  was 
based  upon  keen  and  careful  bedside  observation. 
Having  recorded  the  symptoms  of  his  patient,  he 
was  able  to  define  and  classify  disease.  As  long 
as  scientific  medicine  survives,  the  teachings  of 
Hippocrates  will  remain  as  models  of  the  treat- 
ment of  ills  to  which  the  human  flesh  is  heir. 
Hippocrates  made  this  statement ; “Only  the  high- 
est type  of  men  have  the  intelligence,  the  inde- 
pendence, the  integrity,  and  the  courage  to  admit 
their  errors,  and  seek  without  bias  after  the  truth. 
It  is  such  as  they  who  have  given  us  scientific 
medicine.” 

During  this  time  the  Roman  Empire  had  been 
developing  very  rapidly,  and  gradually  the  civili- 
zation of  Greece,  together  with  the  teachings  of 
Hippocrates  were  taken  over  by  the  rulers  of 
Rome.  As  the  Roman  Empire  grew  and  de- 
veloped the  high  state  of  civilization  which  was  in 
evidence  at  that  time,  so  also  medicine  advanced 
under  the  great  Galen.  The  treatment  of  the  sick 
and  injured  was  advanced  along  rational  lines,  and 
due  to  his  investigations,  medicine  occupied  prob- 
ably tbe  highest  plane  it  had  reached  up  to  that 
time. 

Galen  lived  about  500  years  after  Hippocrates, 
and  during  that  period  Rome  had  developed  a very 
advanced  state  of  civilization,  especially  along  the 
lines  of  sanitation.  The  sanitary  conditions  in  the 
Roman  Empire  were  most  excellent ; the  streets 
of  Rome  were  paved ; sewers  and  aqueducts  were 
built  through  the  different  cities  in  the  nation ; 
sewage  disposal  and  pure  water  had  their  first 
practical  application  at  this  time.  Gradually  the 
Roman  Empire  ceased  to  grow  and  develop.  Dis- 
sention  and  high  taxes  appeared  on  the  scene,  and 
in  another  century  the  Empire  had  gone  into  decay 
— the  times  were  changing.  The  ruins  of  a great 
civilization  were  in  evidence  on  every  hand,  and 
along  with  this  decay  and  fall  of  a great  civiliza- 
tion, also  went  scientific  medicine,  giving  us  the 
first  illustration  that  with  the  rise  and  advance- 
ment of  civilization,  scientific  medicine  was  bom, 
grew,  and  developed,  but  with  the  fall  of  that 
same  civilization  scientific  medicine  went  down 
with  it,  and  nothing  but  quackery,  mystery,  and 
magic  were  left. 

During  the  centuries  following  the  fall  of  this 
great  empire,  sporadic  attempts  along  the  lines 
of  science  and  medicine  were  made,  but  civiliza 
tion  was  slow  in  regaining  its  ascendancy  over  the 
human  beings  who  peopled  this  earth.  Likewise 
medicine  also  was  slow  in  regaining  the  place  it 
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had  held  in  the  past.  It  was  not  until  the  sixteenth 
century  that  light  again  appeared  in  the  east  and 
once  more  the  times  began  to  change  for  the 
j better  and  civilization  started  its  long  climb  up 
t i|the  mountainside.  It  did  not  gain  much  impetus 
1^  until  the  beginning  of  the  nineteenth  century  and 
|W  then  suddenly  like  a rocket,  it  started  up  the  in- 
9 dine.  The  development  of  industry,  science,  and 
II  medicine  was  so  rapid  it  was  almost  impossible 
to  follow.  Our  first  railroad  train  was  operated 
in  1803 ; the  first  steamboat  was  operated  on  the 
'-^'  Hudson  River  in  1806;  the  first  airplane  was 
r flown  in  1896;  and  electricity  was  developed  in 
1879 ; all  spelled  the  future  of  a great  culture  and 
civilization,  and  hand  in  hand  with  this  rapid  ad- 
vancement of  industry  and  culture,  went  scientific 
medicine.  Ether  was  developed  by  Morton  of 
Boston  in  1846;  chloroform  in  1847  by  Simpson 
of  Edinburgh ; and  Wells  of  Hartford  used 
nitrous  oxide  in  1844.  Some  years  later  Joseph 
Lister  conducted  his  great  work  along  the  lines  of 
antisepsis  and  our  modern  surgery  dates  from  that 
period.  The  discovery  of  antisepsis  made  it  pos- 
sible for  the  surgeon  to  enter  the  abdominal  cavity, 
do  his  work,  and  get  out  without  the  danger  of  a 
resulting  infection.  This  was  an  age  of  wonderful 
discoveries.  Equaling  and  perhaps  surpassing  the 
development  along  the  line  of  antisepsis  by  Joseph 
Lister,  were  the  teachings  of  Louis  Pasteur  and 
Koch  which  were  handed  down  about  this  time. 
Thus  the  nineteenth  century  ended  in  a blaze  of 
glory  and  it  was  up  to  the  twentieth  century  to 
take  advantage  of  this  advanced  state  of  culture, 
industry,  civilization,  and  scientific  medicine,  and 
develop  it  further  along  the  lines  which  would  be 
most  beneficial  to  the  people  among  whom  we  live. 

In  1903  at  the  Eifty-second  Annual  Session  of 
this  society  in  Sioux  City,  a new  constitution  and 
by-laws,  framed  along  the  ideas  of  the  American 
Medical  Association,  were  presented  to  the  con- 
vention, and  after  some  discussion,  adopted  unani- 
mously. This  was  the  beginning  of  organized 
medicine  in  this  state.  At  that  time  the  member- 
ship of  the  Society  was  about  eight  hundred  and 
this  from  a possible  membership  of  over  four 
thousand  physicians  who  were  practicing  in  the 
state.  In  other  words  about  20  per  cent  of  the 
medical  practitioners  in  the  state  were  members 
of  the  State  Society.  The  membership  of  the 
American  Medical  Association  at  this  time,  I 
think,  was  about  10,000. 

.A,gain  after  such  an  auspicious  beginning  of  the 
twentieth  century,  times  began  to  change  rapidly 
and  this  time  it  was  due  to  an  Austrian  count  who 
stopjied  a Servian  bullet.  The  result  of  this 
e.scapade  was  the  beginning  of  the  greatest  war  in 
all  history,  a war  in  which  practically  all  nations 
became  involved  in  one  way  or  another.  Here  as 


in  all  scourges  and  pestilences,  which  have  over- 
taken this  country,  the  doctor  was  one  of  the  first 
to  offer  his  service  to  his  country,  and  he  did  it  in 
no  meager  manner.  Approximately  36,000  doc- 
tors abandoned  the  peaceful  practice  of  medicine 
in  their  different  localities  and  gave  themselves  to 
the  services  of  their  country  for  the  period  of  the 
war.  One-fourth  of  all  the  doctors  in  the  United 
States  were  in  uniform  and  the  rest  were  anxious 
to  go,  but  were  persuaded  by  the  government, 
national  and  state,  that  they  must  stay  at  home 
and  administer  to  the  sick  and  injured  whose  job 
it  was  to  provide  food  and  clothing  for  those  who 
went  away.  The  war  ended ; the  men  came  back. 
Times  changed  so  very  rapidly  that  those  who 
lived  during  the  past  two  decades  have  lived  a 
dozen  decades  of  ordinary  peaceful  times.  Then, 
this  great  depression  struck  us;  it  was  another 
war,  but  this  war  was  at  home  and  every  doctor 
was  in  uniform. 

With  these  rapidly  changing  times  we  come 
down  to  the  present  and  the  question  in  everyone’s 
mind  is — -“What  is  going  to  happen  next?”  Organ- 
ized medicine  during  this  depression  has  never  re- 
fused to  take  care  of  anyone  who  was  sick  or  in- 
jured, whether  he  was  well-to-do,  or  belonged  to 
the  poor  and  underprivileged  class.  When  he 
asked  for  medical  attention  he  was  always  given 
it  without  any  question,  and  he  always  will  be. 
The  true  disciple  of  Aesculapius  is  never  happier 
or  more  in  his  element  than  when  he  is  alleviating 
the  suffering  and  the  pain  of  some  poor  human 
being.  It  is  the  work  for  which  he  spent  all  the 
years  of  his  younger  life  fitting  himself,  and  like 
the  minister  or  the  priest,  it  is  his  life  work,  and 
nothing  shall  come  between  him  and  suffering  man- 
kind to  interfere  with  this  great  work.  Organized 
medicine  was  never  stronger  than  it  is  today,  and 
by  strength  I am  not  referring  to  any  physical  or 
political  strength,  but  I am  referring  to  its  ability 
to  care  for  the  sick  and  injured  in  the  most  satis- 
factory manner  ever  known  up  to  the  present  time. 

Entering  the  realm  of  politics  for  just  a moment, 
there  has  been  some  little  talk  along  the  line  of 
socialized  medicine.  Times  are  changing  and 
changing  rapidly.  Industry  and  culture  are  de- 
veloping so  rapidly  that  one  does  not  know  today 
what  is  going  to  happen  tomorrow.  Benjamin 
Franklin,  at  the  signing  of  the  Declaration  of  In- 
dependence, made  the  statement,  “We  must  all 
hang  together,  or  we  will  all  hang  separately.” 
.Abraham  Lincoln  in  his  debate  with  Stephen  A. 
Douglas  said,  “United  we  stand,  divided  we  fall.” 
While  I do  not  believe  that  we  will  ever  have  to 
show  our  strength  as  an  organization  in  the  pro- 
tection of  the  needs  of  the  people,  nevertheless  I 
do  believe  that  we  should  cherish  our  county,  state, 
and  national  societies  as  we  never  cherished  them 
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lief  ore,  so  that  if  some  group  trying  to  advance 
its  power  for  some  selfish  purpose  would  endeavor 
to  plan  a course  of  action  which  would  be  inimical 
to  the  well  being  of  the  jieople  from  the  standpoint 
of  their  health,  we  would  be  in  a position  to  go 
before  the  jieople  and  explain  to  them  honestly 
what  socialized  medicine  means  to  them.  T am 
sure  that  they  would  serve  notice  on  this  gronji 
that,  “Not  one  foot  further  in  that  direction  shall 
you  go,”  and  that  would  he  the  end  of  that.  So, 
while  the  times  are  changing  and  changing  rapidly. 
I believe  we  can  all  be  safe  in  saying  they  are 
changing  for  the  better.  Culture,  civilization,  and 
industrv  are  onlv  in  their  infancy  today,  hut  under 
the  leadership  and  governing  power  of  the  young 
members  of  this  society,  and  society  in  general,  the 
growth  and  development  of  these  elements  which 
go  to  make  up  the  foundation  of  good  government 
will  continue  to  grow  and  develop  regardless  of 
any  cliipie  or  political  party  which  has  socialized 
tendencies.  When  we  hear  the  political  orator 
talking  about  this  country  being  at  the  crossroads, 
or  saving  that  a revolution  is  just  around  the 
corner,  we  can  safely  push  him  aside  because  there 
are  no  crossroads,  and  there  will  be  no  revolutions. 
There  is  just  one  broad  avenue  leading  up  the 
mountainside  to  a greater  prosperity,  a greater 
and  more  bountiful  era  of  civilization,  and  in 
thinking  of  the  men  who  have  helped  build  this 
avenue  leading  to  a more  abundant  life  for  all.  I 
am  reminded  of  a poem,  author  unknown,  entitled 
"Bridge  Builder.” 

“An  old  man,  going  a long  highway. 

Came  at  the  evening,  cold  and  grey 
To  a chasm  vast  and  deep  and  wide. 

The  old  man  crossed  in  the  twilight  dim. 

The  sullen  stream  had  no  fear  for  him  ; 

But  he  turned  when  safe  on  the  other  side 
And  built  a bridge  to  span  the  tide. 

“ ‘Old  Man,’  said  a fellow-pilgrim  near, 

‘You  are  wasting  your  strength  with  building  here  : 
Your  journey  will  end  with  the  ending  day. 

You  never  again  will  jiass  this  way : 

You’ve  crossed  this  chasm  deep  and  wide. 

Why  build  this  bridge  at  eventide?’ 

“The  builder  lifted  his  old  grey  head — 

‘Good  friend,  in  the  path  I have  come,’  he  said. 
There  followeth  after  me  today 
A Youth,  whose  feet  must  pass  this  way. 

This  chasm,  that  has  been  naught  to  me. 

To  that  fair-haired  youth  may  a pitfall  be  ; 

He,  too,  must  cross  in  the  twilight  dim — 

“Good  friend,  I am  building  this  bridge  for  him.’  ” 


And  so  we,  who  have  crossed  the  crest  of  the 
mountain  and  are  going  down  the  western  slojie 
into  the  setting  sun,  let  us  so  build  this  road  lead- 
ing to  a better  civilization,  and  a more  abundant 
life  that  those  of  the  younger  generation,  as  they 
travel  over  that  road  will  say — “those  who  went 
before  us — they  certainly  builded  well.  Let  us  so 
emulate  their  example  and  build  even  better  than 
they  did  for  the  generations  which  are  to  follow 
us.” 


THE  USE  OE  BARBITAL  PRODUCTS* 
Erank  Garm  Norbury,  M.D.,  E.A.C.P. 

Associate  Physician,  The  Norbury  Sanatorium 
Jacksonville,  Illinois 

Synthetic  organic  chemistry  is  responsible  for 
much  of  the  advance  in  knowledge  of  the  action  of 
drugs  and  for  many  medicinal  preparations  which 
are  of  value  in  the  jiractice  of  medicine.  These 
jireparations  have  rejilaced  many  of  the  herbs  and 
other  vegetable  products  that  were  formerly  used. 
We  shall  continue,  however,  to  depend  upon  the 
well  established  effects  of  the  digitalis,  belladonna, 
opium  and  cinchona  groups  as  well  as  other  alka- 
loids. It  is  in  the  field  of  analgesics,  antipyretics, 
specific  chemotherapeutic  agents,  local  anesthetics 
and  sedatives  that  the  organic  chemist  has  added 
most  to  our  armamentarinm.  Graduate  study  in 
organic  chemistry,  clinical  observations  on  the 
effect  of  some  of  the  latter  group,  and  the  newer 
work  on  cerebral  localization  have  combined  to 
make  me  choose  this  subject  for  this  evening. 
There  is  some  justification  I think  for  the  attitude 
that  it  is  worthwhile  to  know  why  one  uses  this 
drug  for  this  condition  and  that  drug  for  another, 
rather  than  taking  the  statements  of  advertise- 
ments or  house  organs  or  detail  men  that  “X-onal” 
is  better  than  “Y-onal.” 

The  members  of  the  barbital  group  are  all  of 
synthetic  origin.  Trade  names  have  been  ajiplied 
to  most  of  them  as  different  manufacturers  have 
sought  to  apply  the  results  of  the  work  of  their 
research  chemists  to  commercial  production. 
These  results  are  the  outgrowth  of  the  use  of  some 
well  established  prineijiles  of  organic  chemistry, 
the  high  degree  of  technical  skill,  the  carefully 
controlled  animal  experiments,  the  transfer  of 
these  to  clinical  cases,  and  good  collaboration 
among  chemists,  pharmacologists  and  clinicians. 
The  competition  is  keen  ; the  race  for  business 
advantage  is  strenuous ; yet  it  must  be  said  that 
although  high  pressure  advertising  methods  are 
often  used  we  have,  thanks  to  the  standards  im- 
posed by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association,  acceptable 

♦Read  before  the  Lee  County  Medical  Society.  Keokuk.  March 
19,  1936. 
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products  available  for  our  needs.  The  1935  edi- 
tion of  New  and  Nonofficial  Remedies  of  the 
.American  Medical  Association  lists  fourteen  prod- 
ucts of  the  barbital  group.  These  are  in  addition 
to  the  two  in  the  latest  United  States  Pharma- 
copeia. 

According  to  Wagner^  barbital  and  its  deriva- 
tives can  be  divided  into  two  groups.  The  division 
for  the  ones  most  commonly  used  includes  in  the 
shorter  acting  group,  pentobarbital  sodium,  amytal 
and  nostal ; and  in  the  longer  acting  group  pheno- 
barbital.  neonal,  ipral,  allonal,  dial  and  barbital. 
Barlow-  bas  worked  out  the  toxicity  of  some  prep- 
arations. From  high  to  low  degree  of  toxicity  is 
as  follows:  barbital,  phenobarbital,  amytal,  neonal, 
allonal,  dial  and  pentobarbital  sodium. 

The  original  product  is  barbital  introduced  as 
veronal  in  1903.  Emil  Fischer  the  great  German 
chemist  and  von  Mering  a clinician  brought  it 
out.'^  It  is  the  parent  substance  or  basic  portion 
of  the  others,  some  of  which  are  directly  related  to 
it  while  others  are  mixtures  of  barbital  derivatives 
and  other  drugs.  Since  it  is  the  basis  of  these 
other  products  a brief  consideration  of  its  chem- 
istry will  be  given.  It  was  known  for  a long  time 
that  urea  products  had  a sedative  effect.  E^re- 
thane  is  an  anesthetic  much  used  in  animal  experi- 
ments. A combination  of  urea  and  an  organic 
acid  known  as  malonic  acid  made  malonyl  urea 
or  barbituric  acid.  The  structural  formula  for 
this  combination  is: 


Alalonic  acid  Grea 


which  when  written  leaving  out  the  valence  signs 
gives : 


GO— Nil 


C 


H 


/ \ 


CO— N 


CO  Barbituric  acid. 


riie  urea  part  of  this  molecule  contains  the 
active  NIU  or  amine  radical  which  contributes  to 
the  chemical  activity.  Ehrlich  found  that  the  ethyl 
radical  CT  11.-,  had  a hypnotic  effect  as  in  ethyl 
alcf)hol  CT  II.-,  f^II.  h'ischer  figured  that  if  he 
could  combine  ethyl  radicals  with  a molecule  con- 
taining a urea  base,  an  adecpiate  hypnotic  result 
would  be  secured.  That  is  what  he  did  by  the 


chemical  process  of  substitution  and  named  it 
veronal. 


Dieth}  lbarbituric  acid 
( Barl)ital,  Veronal) 


The  relationship  between  this  early  product  and 
the  later  ones  is  shown  in  Table  U giving  the 
structural  formulas  of  the  more  widely  used  ones. 
The  dosage  varies  according  to  the  radicals  sub- 
stituted. In  general  it  may  be  said  that  pharma- 
cologically a substance  containing  higher  members 
of  the  paraffin  base  series  is  more  active  than  the 
lower  ones,  hence  the  smaller  dose  for  these.  Also 
the  benzene  ring  gives  gi-eater  activity,  hence 
lower  dosage  for  phenobarbital.  Furthermore  the 
substitution  of  a heavy  metal  in  place  of  a hydro- 
gen atom  giving  a metallic  salt  does  several  things. 
It  increases  the  solubility,  thereby  increasing  the 
rate  and  amount  of  absorption.  This  makes  pos- 
sible lower  dosage,  or  with  the  same  do.sage  greater 
effect  without  greatly  increasing  toxicity.  The 
solubility  also  makes  it  possible  to  use  the  product 
by  syringe  as  with  luminal  sodium  or  sodium 
amytal. 

The  pharmacologic  action  of  barbital  is  a gen- 
eral lessening  of  activity  of  the  cerebral  cortex 
thereby  inducing  sleep.  There  is  also  some  evi- 
dence that  it  acts  on  the  thalamic  centers  as  well. 
It  is  in  spite  of  all  the  newer  preparations  still  the 
best  hypnotic  in  our  experience.  GrabfiekF  ran 
a series  of  tests  on  various  hypnotics.  He  reports 
from  the  Peter  Bent  Brigham  Hospital  that  barbi- 
tal is  the  most  efficient  and  cheapest  of  all  the 
barbital  series.  It  is  safe  in  ordinary  dosage.  The 
margin  between  therapeutic  and  toxic  dose  is  ade- 
quate. It  is  not  often  accomjxanied  by  dizziness 
when  used  iu  dosages  of  five  to  seven  and  one-half 
grains  at  bed  time.  Unsteadiness  and  a “hang- 
over” feeling  is  more  likely  to  be  found  when  bar- 
bital is  u.sed  as  a hy])notic  in  addition  to  a bromide 
or  bromide  and  chloral  combination  given  during 
the  day  as  a sedative.  It  is  particularly  satisfac- 
torv  in  long  standing  agitated  mental  disorders. 
Some  physicians,  some  relatives,  some  patients 
become  ap])rehensive  at  times  about  habit  forma- 
tion. .An  answer  to  this  is  that  in  cases  that  have 
cleared  uj)  there  has  been  no  difficulty  in  cutting 
from  seven  and  one-half  grains  to  five,  and  then 
to  two  and  one-half  grains,  adding  sodium  bicar- 
bonate if  necessary  to  make  up  bulk  and  then  get- 
ting away  from  it  altogether. 

Phenobarbital  introduced  in  Germany  in  1912 
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under  the  trade  name  luminal  early  found  favor 
as  a hypnotic.  We  owe  to  the  late  Dr.  Julius 
Grinker®  of  Chicago  the  first  published  observa- 
tions in  this  country  of  its  value  in  epilepsy.  It 
is  now  the  standard  drug  treatment  for  this  con- 
dition. Roy  Grinker'^  in  1929  and  again  in  his 
textbook  in  1934®  laid  down  certain  principles 
which  when  followed  may  bring  success  in  control- 
ling convulsive  attacks  which  hitherto  have  not 
responded  to  treatment.  These  are  individualiza- 
tion of  the  patient  as  “each  patient  is  an  individual 
therapeutic  problem  and  must  be  treated  in  order 
that  the  proper  dosage  should  be  given  at  the 
proper  time.”  The  dosage  must  be  enough  to 
cover  the  convulsive  threshold.  It  will  vary  at 
different  times  particularly  in  the  premenstrual, 
menstrual  and  postmenstrual  seizures  of  women. 
While  it  cannot  be  definitely  stated  that  phenobar- 
bital  acts  more  on  one  part  of  the  brain  than  an- 
other its  ability  to  control  convulsive  seizures  sug- 
gests that  it  has  some  greater  effect  on  the  cells 
of  excitation  of  motor  impulses.  The  cells  of 
primary  excitation  are  in  the  motor  area  just  an- 
terior to  the  Rolandic  fissure  and  lie  in  the  pre- 
central gyrus.  When  convulsions  are  nocturnal 
the  drug  should  be  given  on  retiring.  When  diur- 
nal, administration  should  precede  the  expected 
time  of  attack  by  three  or  four  hours.  The  at- 
tacks of  essential  epilepsy  are  better  controlled 
than  those  having  an  organic  basis.  It  is  interest- 


ing to  note  that  epileptic  patients  can  tolerate 
larger  doses  than  persons  to  whom  phenobarbital 
is  given  for  some  other  condition.  In  the  Asile 
de  Saint  Anne  in  Paris  I saw  epileptic  patients  up 
and  around  while  taking  three  to  five  grains  of 
galenal  (the  French  preparation)  three  times 
daily.  In  another  ward  where  the  physician  used 
it  for  controlling  alcoholic  excitement  three  grains 
three  times  daily  kept  the  patients  soundly  asleep. 

Phenobarbital  is  reported  to  have  more  effect  on 
the  blood  pressure  than  other  members  of  this 
series.  Consequently  it  has  been  recommended  in 
cases  of  hypertension.  It  has  been  our  experience 
that  it  is  of  more  value  in  so-called  essential  hy- 
pertension wherein  the  emotional  element  is  a 
factor  in  keeping  the  blood  pressure  elevated 
than  in  malignant  hypertension  or  in  chronic  neph- 
ritis with  hypertension.  Its  use  in  combination 
with  one  of  the  xanthine  bases  like  theobromine  is 
associated  with  the  former  condition.  Lessened 
nervous  tension  by  reason  of  the  sedative  effect  is 
perhaps  the  source  of  its  usefulness  in  angiospasm 
and  coronary  spasm.  Dizziness  may  often  follow 
its  use  in  the  organic  cases.  As  it  is  one  of  the 
drugs  with  more  prolonged  action  it  does,  how- 
ever, have  value  in  small  dosage  over  a continued 
period  in  this  type.  When  used  in  combination 
with  iodides  in  such  situations  good  results  are 
secured. 

As  will  be  seen  from  the  chemical  formulas 
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' shown  there  are  several  other  preparations  that 
are  rather  closely  related.  Amytal,  neonal,  nostal, 
ipral,  alurate,  and  proponal  are  the  most  widely 
' known  and  publicized  of  these.  Allonal  is  a loose 
combination  of  alurate  and  amidopyrine.  Another 
j such  combination  made  by  a different  firm  is  amy- 
I tal  compound.  Most  of  the  drug  houses  now  man- 
1 ufacture  such  preparations  in  which  the  analgesic 
' effect  of  amidopyrine  is  used  to  lessen  pain  while 
I the  sedative  effect  of  one  of  the  barbiturates  helps 
produce  rest.  Dial  was  found  to  have  in  addition 
to  its  hypnotic  effect  the  ability  to  control  chorea 
j and  other  spasmodic  states. 

I As  indicated  previously  the  use  of  one  of  the 
heavy  metal  salts  of  these  weak  organic  acids  in- 
creases solubility,  enhances  rapidity  of  absorption 
and  makes  solutions  available  for  introduction  un- 
; der  the  skin  or  into  a vein.  Sodium  is  the  base  most 
frequently  used,  though  a calcium  salt  mak  js  ipral. 
i\  Barbital  sodium  and  luminal  sodium  are  the  solu- 
ble salts  of  the  two  earlier  preparations.  Clinical 
experience  in  general  has  not  shown  these  to  have 
t any  greater  applicability  than  the  parent  prepara- 
tions. Ortal  sodium  is  another  product  that  falls 
in  this  group. 

The  case  is  somewhat  different  in  the  case  of 
sodium  amytal  and  pentobarbital  sodium,  as  both 
: of  these  have  had  rather  wide  application  in  fields 
other  than  essentially  neuropsychiatric.  However, 
it  must  be  remembered  that  their  action  is  on  the 
central  nervous  system  no  matter  whether  they 
are  used  for  preoperative  preparation  or  in  obstet- 
rics or  in  the  treatment  of  poisoning.  My  experi- 
ence has  been  largely  with  sodium  amytal  in 
neuropsychiatric  conditions.  Opportunity  has  been 
presented,  however,  through  the  kindness  of  col- 
leagues to  observe  its  effect  and  that  of  nembutal 
in  surgery  and  obstetrics.  Sodium  amytal  was  in- 
troduced for  general  anesthesia  by  Zerias,  Mc- 
I Callum  and  their  associates  in  1928.®  They  also 
I observed  its  effect  in  controlling  convulsions. 

Robbins^®  reported  in  1929  its  value  in  controlling 
; eclamptic  convulsions.  Probably  its  most  striking 
effect  is  in  the  treatment  of  strychnine  poisoning. 
I Stalberg  and  Davidson^^  state  “The  chapter  on 
the  treatment  of  strychnine  poisoning  must  be 
entirely  rewritten.”  Haggard  and  Greenberg’^® 
found  experimentally  that  sodium  amytal  or  pheno- 
barbital  sodium  and  strychnine  are  mutually  an- 
I tagonistic ; in  other  words  that  each  might  be 
considered  an  antidote  for  the  other. 

The  early  preparations  of  sodium  amytal  were 
made  for  intravenous  use.  Then  the  capsules  ap- 
peared. At  first  the  three  grain  capsules  were  the 
only  size ; now  they  are  also  available  in  one  grain 
doses.  I have  found  the  small  dosage  to  be  very 
useful  in  excitomotor  phenomena  of  which  I shall 
speak  later.  For  preoperative  preparation  three 


to  nine  grains  are  given.  Surgeons  have  devel- 
oped their  own  technic  for  administration.  Three 
to  six  grains  will  work  adequately,  as  a hypnotic. 
We  had  one  patient  in  the  sanatorium  who  had 
taken  twelve  three  grain  capsules,  thirty-six  grains 
in  all,  and  slept  thirty-six  hours,  an  hour  for  a 
grain.  Treatment  given  was  gastric  lavage,  caf- 
feine and  strychnine.  He  recovered  from  this  and 
eventually  recovered  from  the  involution  melan- 
cholia which  prompted  such  an  attempt.  He  pre- 
sented the  classical  effects  described  by  Lundy  as 
to  the  hypnotic  and  sedative  effect  being  on  the 
thalamic  centers.  Other  work  suggests  an  effect 
on  the  hypothalamic  region.  Sodium  amytal,  nem- 
butal, dial  and  other  members  of  the  group  have 
been  used  extensively  for  prolonged  narcosis  in 
the  treatment  of  psychotic  cases.  They  make  the 
patient  more  accessible  and  quiet  agitated  cases. 
Many  patients  speak  of  a feeling  of  lowered  ten- 
sion when  partially  under  the  influence  of  these 
drugs. 

Physiology  of  movement  and  the  maintenance 
of  postural  reflexes  have  been  subjects  of  consid- 
erable interest  to  me  for  some  time.  I said  a few 
years  ago  in  a previous  paper^®  “Excitomotor 
phenomena  are  significant  in  the  study  of  the 
physiology  of  the  nervous  system.  Complicated 
movements  are  normally  performed  often  without 
conscious  effort.  Muscle  tonus,  reflex  activity, 
coordination  of  impulses  from  within  and  without 
through  the  lower  centers  of  the  brain,  stimulated 
or  inhibited  to  the  proper  degree  by  higher  areas, 
take  care  of  this.  When,  as  a result  of  disease, 
something  happens  to  the  lower  or  the  higher  cen- 
ters many  things  may  occur.  There  may  be  abrupt 
and  violent  discharge  of  energy  accompanied  by 
loss  of  consciousness,  i.  e.,  convulsions.  There 
may  be  loss  of  volitional  control,  i.  e.,  paralysis. 
There  may  be  a wish  to  perform  the  movement 
but  misdirected  effort,  i.  e.,  athetoid  movements. 
There  may  be  an  impelling  need,  an  overstimula- 
tion from  above  and  absence  of  coordination,  i.  e., 
choreiform  motions.  Impulses  may  arise  calling 
forth  regular  slow  or  rapid  muscular  contractions 
often  rhythmic  in  character  and  which  the  individ- 
ual knows  he  is  performing,  yet  is  incapable  of 
controlling,  i.  e.,  myoclonic  movements.” 

The  occasion  for  that  particular  paper  was  the 
study  of  a case  of  encephalitis  in  which  sodium 
amytal  was  used  to  control  severe  choreiform  and 
myoclonic  movements.  It  was  felt  at  the  time  that 
there  was  something  more  in  the  action  of  sodium 
amytal  in  that  and  similar  situations  than  the 
sleep  producing  effect.  It  was  my  conclusion  from 
clinical  observation  that  in  hyperkinetic  situations 
sodium  amytal  appears  to  act  on  those  areas  of 
the  brain  having  to  do  with  excitomotor  phe- 
nomena. This  product  has  been  used  in  other 
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cases  since  that  paper  was  written  and  has  been 
employed  in  myoclinic  states  and  choreas  with 
quite  satisfactory  results. 

The  problem  of  cerebral  localization  has  been 
studied  for  years  dating  back  to  the  time  when 
phrenology  was  taken  seriously.  The  progress 
was  at  first  by  anatomic  and  pathologic  methods 
in  which  gross  changes  were  observed.  'Fhen  more 
exact  histologic  technic  led  to  further  study. 
Physiologic  methods  using  stimulation  by  electric 
means  brought  more  knowledge.  The  work  of 
neurosurgeons  such  as  Cushing,  Sir  Victor  Hors- 
ley and  others,  made  the  brain  accessible  to  sur- 
gery. Study  of  the  brains  of  higher  apes  by  a 
combination  of  surgical,  physiologic  and  jiharma- 
cologic  technic  gave  further  information.  Foer- 
ster  maiiped  out  the  areas  of  the  brain  and  gave 
us  the  numerical  classification  for  localization 
which  is  being  more  and  more  generally  used. 
Fulton  and  his  associates  in  this  country  have  car- 
ried out  experimental  investigations  which  have 
ojiened  up  new  ideas.  They  have  shown  that 
there  is  an  area  in  front  of  the  main  motor  area 
which  is  extremely  important  in  relation  to  asso- 
ciated movements.  It  is  part  of  the  extrapyra- 
midal  system  as  diflferentiated  from  the  pyramidal 
system  which  has  its  origin  in  the  motor  area. 
It  is  called  the  premotor  area. 

Fulton,  Liddell  and  RioclP’*  found  that  dial 
and  sodium  amvtal  impaired  the  excitability  of 
this  premotor  area  to  a much  greater  extent  than 
that  of  the  motor  area.  Fulton  in  his  recent  Lud- 
wig llektoen  Lecture  states  further,^''’  “As  the 
exlrapyramidal  systems  of  area  6 (the  premotor 
area ) were  thus  depressed  it  is  reasonable  to  sup- 
])ose  that  those  from  area  4 (the  motor  area)  w'ere 
similarly  impaired,  since  they  also  dejiend  upon 
subcortical  connections  which  are  specifically  af- 
fected by  drugs  such  as  sodium  amytal  and  dial 
(Ciba).’’  These  statements  give  an  anatomic  basis 
for  the  clinical  observations  reported  on  the  eflfect 
of  sodium  amytal  in  controlling  some  types  of 
excitomotor  phenomena. 

Swanson  and  Shonle^*’  developed  the  jiroduct 
sodium-iso-amytal  which  has  the  same  molecular 
weight  as  sodium  amytal  hut  has  a rearrangement 
of  the  amyl  radical.  They  found  that  it  is  about 
twice  as  powerful  but  also  twice  as  toxic  as  sodium 
amytal.  Lhider  the  names  nembutal  and  pentobar- 
bital sodium  it  has  been  widely  used  in  surgery 
and  obstetrics.  Irving^"  and  his  associates  at  the 
Boston  Lying  In  Hospital  have  develojied  a very 
satisfactory  technic  for  its  use  during  labor.  They 
give  an  initial  dose  of  four  and  one-half  to  six 
grains,  depending  upon  the  weight  of  the  patient. 
This  is  repeated  three  to  four  hours  later  in  two 
to  three  grain  doses  if  indicated.  Forty-five  min- 


utes after  the  initial  dose  one  one-hundreth  or 
one  one-hundreth  and  fiftieth  grain  of  scopola- 
mine was  given  subcutaneously  and  was  repeated 
later  as  soon  as  the  patient  began  to  complain  of 
jiain.  Eighty-six  per  cent  of  their  patients  remem- 
bered nothing  of  their  labor  and  fourteen  per  cent 
recalled  only  isolated  incidents.  Sixty-three  per 
cent  of  the  children  breathed  immediately  at  birth. 
Seventeen  per  cent  of  the  mothers  were  sufficiently  ' 
restless  to  require  restraint.  They  set  down  these 
rules  for  use  of  any  of  these  preparations.  “No 
patient  in  labor  who  is  given  any  hypnotic  drug  ji 
should  ever  be  left,  even  momentarily,  without  con-  n 
stant,  competent  nursing  supervision.  No  such  '■ 
medication  should  be  administered  when  labor  is  ■ 
conducted  in  the  patient’s  home.  It  is  an  affair  'i 
for  a hospital  alone,  and  all  relatives  and  friends  1 
must  be  excluded  from  the  room.  No  patient,  at  ' . 
completion  of  labor,  should  be  left  alone  until  she  ' 
is  thoroughly  awake  and  able  to  answer  questions  ,• 
intelligently.’’ 

I have  had  very  little  exjierience  with  nembutal.  || 
Occasionally  a patient  enters  the  sanatorium  who  i| 
had  had  it  prescribed  by  his  physician.  We  usually  1 
continue  its  use  for  a day  or  two  by  which  time  4 
enough  knowledge  has  been  gained  of  the  condi-  ii 
tion  to  decide  what  drug  of  the  ones  in  use  is  most  < 
suitable.  Then  the  shift  is  made. 

The  matter  of  addiction  to  barbital  or  its  related 
substances  has  been  purposely  omitted  from  this  i 
discussion.  It  pre.sents  problems  of  its  own.  The  i 
personality  of  the  individual  who  resorts  to  any  i 
drug  w'hether  alcohol,  opium,  chloral,  barbital  i 
jiroducts  or  other  things  is  the  leading  factor. 
Another  one  of  importance  is  that  of  keeping  the 
administration  of  any  medication  under  the  physi-  ■ 
cian’s  control.  Purchase  over  the  counter  of  bar-  ■ 
bital  products  or  other  substances  is  permitted  in  ■ 
many  states.  The  doctor  is  the  only  one  who  • 
knows  the  indications  and  the  dangers  of  these  i 
drugs. 

I have  not  attempted  to  set  up  in  this  paper  any  i 
rigid  specifications.  All  of  us  find  that  certain  I 
preparations  work  better  in  our  hands  as  we  gain  ( 
in  knowledge  and  experience.  I have  tried  to  out-  I 
line  some  of  the  chemical  principles  and  some  of  the  'i 
clinical  effects  and  to  suggest  some  of  the  neuro- 
logic mechanisms  involved  in  the  use  of  barbital 
products.  They  are  active  preparations : conse- 
(piently  the  more  we  know  of  their  properties  the 
better  able  we  shall  be  to  use  them  for  the  best 
interests  of  our  patients. 
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[ FEEDING  CASES* 

Philip  C.  Jeans,  M.D.,  Iowa  City 
From  the  Department  of  Pediatrics,  College  of 
Medicine,  State  University  of  Iowa 

Formerly  the  term  “feeding  cases”  was  used 
extensively  and  was  applied  to  any  infant  having 
nutritional  difficulty,  the  cause  of  which  was  not 
obvious.  The  difficulties  were  usually  attributed 
i to  the  type  of  food  and  consequently  dietary 
I changes  were  frequent  in  an  endeavor  to  find  some 
I food  combination  which  agreed.  Infant  feeding 
' was  on  an  empirical  basis  to  a far  greater  extent 
than  at  present.  It  is  customary  at  present  to  con- 
1 sider  these  feeding  cases  on  a dififerent  basis. 
1 When  a baby  is  encountered  who  has  nutritional  or 
! gastro-intestinal  difficulties  while  receiving  a nor- 
( mal  formula  suitable  for  the  average  infant,  the 
J food  is  not  necessarily  changed.  The  cause  of 
the  difficulty  is  more  likely  to  be  found  in  the  in- 
' fant  than  in  the  food. 

Certain  of  the  formulas  which  have  been  recom- 
mended are  not  entirely  suitable  for  the  young 
infant.  Some  of  these  formulas  lead  definitely  to 
overfeeding  with  its  attendant  gastro-intestinal 
symptoms.  One  such  recommended  formula  con- 
sists of  equal  volumes  of  evaporated  milk  and 
'water  with  si.x  per  cent  or  more  of  added  sugar. 
Fvay)orated  milk  has  had  more  than  half  of  its 
water  removed  and  a one  to  one  dilution  results 
bn  a product  of  greater  concentration  than  the 

•F|resented  before  the  Eiprhty-fifth  Annual  Session,  Iowa  State 
Medical  Society.  Dea  Moines.  April  29  and  30.  and  May  1,  1936. 


original  milk.  While  infants  over  three  months 
of  age  may  be  expected  to  have  no  difficulty  with 
this  concentrated  feeding,  those  of  less  than  this 
age  usually  do.  For  the  young  infant  evaporated 
milk  should  be  diluted  at  least  to  its  original  vol- 
ume and  preferably  a little  more.  Dilution  to  the 
original  volume  means  a dilution  of  1 :1.2  instead 
of  1 :1.  The  usual  tall  can  of  evaporated  milk 
contains  thirteen  fluid  ounces  (fourteen  and  one- 
half  ounces  avoirdupois).  This  is  equivalent  to 
nearly  twenty-nine  fluid  ounces  of  whole  milk. 

It  is  generally  accepted  that  the  young  infant 
can  readily  digest  undiluted  acidified  fresh  milk 
with  added  sugar,  but  this  seems  to  be  true  only 
when  the  milk  is  not  rich  and  the  sugar  addition 
does  not  greatly  exceed  six  per  cent.  A ten  per 
cent  sugar  addition  to  undiluted  acidified  milk  will 
usually  cause  diarrhea  in  the  infant  under  two 
or  three  months  of  age  when  the  customary  vol- 
ume of  food  is  taken. 

The  examples  which  have  been  cited  concern 
overfeeding.  However,  it  is  to  be  recognized  that 
many  more  bahies  are  underfed  than  are  overfed. 
Underfeeding  leads  to  a poor  nutritional  status 
even  though  gastro-intestinal  disturbances  may 
be  absent.  Sometimes  underfeeding  is  induced  by 
what  would  appear  to  be  trivial  causes.  Many  a 
mother  does  not  have  a correct  idea  of  the  proper 
size  of  the  hole  in  a rubber  nipple.  Frequently 
it  is  found  that  the  hole  is  very  small,  the  milk  is 
obtained  with  difficulty  and  the  baby  stops  nursing 
before  the  food  is  taken  and  before  he  has  had 
enough. 

Underfeeding  occasionally  leads  to  vomiting 
and  because  of  the  vomiting  the  food  is  further 
reduced  by  the  parent  in  an  attempt  at  correction. 
Vomiting  in  association  with  underfeeding  is  most 
often  caused  by  swallowed  air.  .4.11  babies  swal- 
low some  air,  but  large  quantities  are  more  likely 
to  be  swallowed  by  the  baby  who  is  hungry  or  who 
obtains  his  food  with  difficulty.  If  in  any  instance 
vomiting  is  caused  by  underfeeding,  it  can  usually 
be  corrected  by  giving  an  appropriate  amount  of 
food  and  causing  swallowed  air  to  be  expelled. 

Both  overfeeding  and  underfeeding  are  readily 
avoided  when  appropriate  attention  is  given  to  the 
formula.  The  energy  content  of  any  formula  is 
easily  estimated.  For  the  young  infant  fifty  to 
fifty-five  calories  each  twenty-four  hours  for  each 
[lound  of  body  weight  is  necessary  for  good 
growth:  for  the  older  infant  the  requirement  is 
forty-five  to  fifty  calories  for  each  pound.  It  is 
understood,  of  course,  that  these  reouirements  are 
based  on  what  the  infant  should  weigh  rather  than 
the  actual  weight.  .4  little  more  than  the  amounts 
stated  is  preferable  to  less  than  the.se  amounts. 
Many  of  the  milk  dilution  formulas  frequcntlv 
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employed  do  not  readily  supply  this  amount  of 
energy.  So  often  the  recommendation  for  the 
young  infant  is  one  and  one-half  ounces  of  milk  a 
day  for  each  pound  of  body  weight.  It  is  probable 
that  the  young  infant  will  have  his  needs  met  more 
adequately  by  one  and  three-quarter  ounces  or 
even  slightly  more. 

W^e  now  concern  ourselves  with  infants  who 
have  difficulties  when  the  formula  is  presumably 
of  the  proper  quality  and  quantity.  Babies  with 
certain  types  of  congenital  malformations  are  pe- 
culiarly susceptible  to  nutritional  disturbances. 
This  applies  particularly  to  those  conditions  in 
which  there  is  interference  with  aeration  of  the 
blood.  Babies  with  marked  cardiac  malformation 
mav  he  expected  to  utilize  food  less  efficiently  and 
to  have  digestive  disturbances  more  readilv  than 
those  with  good  circulation.  Similarly  babies  with 
congenital  stridor  often  have  the  same  tyjie  of 
difficulty  if  the  obstruction  is  sufficient  to  limit 
pulmonarv  ventilation.  Babies  are  encountered 
occasionally  who  have  a receding  lower  jaw  to  the 
extent  that  when  the  infant  is  lying  on  the  back 
the  tongue  falls  hack  enough  to  obstruct  resoira- 
tion  and  to  cause  choking  and  vomiting  when  food 
is  given.  In  all  of  these  conditions  poor  nutrition 
is  common.  Some  of  them  are  amenable  to  appro- 
priate management  with  consequent  correction  of 
the  nutritional  difficulties.  However,  some  of  the 
babies  with  congenital  malformation  of  the  heart 
may  have  more  or  less  interference  with  growth 
despite  good  nutritional  management. 

Certain  other  relatively  infrequent  conditions 
affecting  nutrition  may  be  mentioned  brieflv. 
Allergy  in  infancy  is  not  often  a cause  of  nutri- 
tional disturbance,  though  in  a few  instances  it 
may  be  the  underlving  factor  in  vomiting  or  diar- 
rhea. Autonomic  imbalance  giving  rise  to  gastro- 
enterospasm  mav  recpiire  certain  departures  from 
the  customary  diet : the  appropriate  diet  in  these 
cases  is  one  which  gives  a minimal  stimulus  to 
peristalsis,  viz.,  one  low  in  fat  and  relatively  high 
in  protein  and  with  a sugar  of  low  fermentative 
value. 

Even  in  the  first  half  year  of  life  babies  may 
show  evidence  of  a functional  neurosis  which 
manifests  itself  in  voluntary  vomiting  and  in  food 
refusal.  In  some  of  these  babies  the  vomiting  is 
classified  under  the  term  rumination.  Certain  of 
the  infants  seem  to  have  had  their  vomiting  origi- 
nated by  the  forced  feeding  methods  of  an  over- 
•solicitous  mother.  The  vomiting  and  food  refusal 
of  these  infants  are  often  sufficient  to  affect  nutri- 
tion seriously.  Correction  is  to  be  attained  by  the 
method  of  management  rather  than  by  changes  in 
the  food. 


Babies  with  pyloric  stenosis  may  sometimes  be 
considered  as  feeding  cases  until  the  true  diagno- 
sis is  made.  It  has  become  obvious  that  a better 
recognition  of  this  condition  exists  now  than  ob- 
tained a few  years  ago.  At  the  present  time  rela- 
tively few  infants  with  pyloric  steno.sis  are  re- 
ferred to  the  surgeon  after  having  been  weaned 
because  the  mother’s  milk  did  not  agree.  Most  of 
them  are  still  at  the  breast. 

Infections  in  the  alimentarv  tract  were  for- 
merly frecpient  causes  of  vomiting  and  diarrhea 
and  consequent  malnutrition.  Because  of  greater 
care  of  the  milk  supply  and  the  almost  universal 
practice  of  boiling  milk  for  infant  feeding,  dysen- 
tery has  almost  disappeared.  It  is  well  recog- 
nized, of  course,  that  infections  with  the  typhoid 
group  of  organisms  produce  a relatively  mild  dis- 
ease in  infancy  and  that  the  symptoms  usually  con- 
sist chiefly  of  diarrhea  with  perhaps  some  vomit- 
ing and  food  refusal.  It  is  important  to  identify 
these  specific  infections  when  they  occur  and  to 
ap])ly  the  apiiropriate  methods  of  management. 
However,  this  group  of  diseases  does  not  com-  i 
monly  contribute  to  the  abnormal  states  which  are  i 
considered  under  the  designation  of  “feeding  [ 
case.” 

From  a statistical  ])oint  of  view  the  most  im-  I 
portant  cause  of  nutritional  disturbances  and  pro-  i 
ducer  of  “feeding  cases”  is  infection  elsewhere  | 
than  in  the  gastro-intestinal  tract.  It  has  long  ii 
been  known  that  otitis  media  and  upper  respira- 
tory infections  produce  gastro-intestinal  symp- 
toms and  that  the  diarrhea  and  vomiting  which 
result  are  only  partially  amenable  to  dietary  man-  i 
agement.  Not  so  frequently  recognized  is  the  fact  ^ 
that  chronic  low  grade  infections  in  these  same  c 
areas  tend  to  produce  subacute  gastro-intestinal  !j 
symptoms.  The  chronic  infection  may  be  over- 
looked or  disregarded  and  all  of  the  therapeutic  I 
attention  given  to  the  alimentary  tract.  Though  j 
certain  modifications  of  the  usual  diet  may  have  | 
some  degree  of  usefulness,  they  do  not  cause  a 
correction  of  the  difficulties.  It  is  this  group  of  ■> 
patients  more  than  any  other  which  constitutes  j 
the  majority  of  the  infants  commonly  classified  ”1 
under  the  term  of  “feeding  case.” 

It  frequently  happens  that  the  infant  with 
chronic  upper  respiratory  infection  and  con.se-  • 
quentlv  gastro-intestinal  symptoms  is  grossly  ' 
underfed  in  the  effort  at  control.  At  the  present  ' 
time  this  therapeutic  underfeeding  is  probably  the 
most  frequent  cause  of  extreme  malnutrition  in 
infants.  Because  of  the  vomiting,  food  refusal  • 
and  moderate  diarrhea,  frequent  changes  may  be 
made  in  the  food  and  too  often  these  changes  are 
in  the  direction  of  lessened  energy  intake.  If  the 
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I condition  is  recognized  for  what  it  actually  is, 
appropriate  food  may  be  given  in  sufficient  quan- 
! titv  to  permit  good  gains  in  weight  despite  the  per- 
I sistence  of  gastro-intestinal  symptoms. 

A baby  with  chronic  infection  is  likely  to  have 
poor  gastric  motility  and  tonicity : the  gastric  se- 
cretion tends  to  he  diminished.  Under  these  cir- 
cumstances gastric  stasis  occurs  and  is  a potent 
cause  of  vomiting.  In  a young  infant  the  vomit- 
ing has  been  mistaken  for  that  of  pyloric  stenosis 
and  this  latter  diagnosis  has  been  made  to  appear 
probable  by  the  relative  failure  of  a barium  meal 
to  pass  on  in  a roentgenographic  examination. 
The  food  lying  in  the  stomach  tends  to  undergo 
bacterial  decomposition  and  if  fat  is  present  in 
significant  quantities  the  odor  of  butyric  acid  in 
the  vomitus  is  prominent.  Because  fats  retard  the 
emptying  of  the  stomach  and  for  other  reasons 
discussed  subsequently,  it  is  good  pVactice  to  re- 
duce the  amount  of  fat  in  the  food  to  a minimum. 

In  infants  with  chronic  upper  respiratory  in- 
fection the  stools  often  are  sufficiently  acid  to 
excoriate  the  buttocks,  even  though  they  may  not 
be  especially  frequent.  Usuallv  dietary  changes 
made  in  the  endeavor  to  control  the  stool  acidity 
I are  without  effect. 

With  continuous  or  frequently  recurring  attacks 
of  gastro-intestinal  symptoms  from  chronic  paren- 
teral infection  and  the  consequent  decreases  in  the 
diet  so  often  made,  a state  of  marked  malnutrition 
is  a common  result.  Malnutrition  increases  the 
functional  disability  of  the  gastro-intestinal  tract. 
The  more  marked  the  malnutrition,  the  less  the 
ability  to  utilize  fats  and  the  more  comp'ex  carbo- 
hydrates and  the  greater  the  probaliility  that  the 
presence  of  these  materials  will  produce  an  in- 
crease in  the  symptoms  already  pre.sent.  P'or  these 
I patients  a larger  rather  than  a smaller  amount  of 
food  is  indicated,  but  the  food  chosen  should  be 
^ of  such  a character  that  the  sym])toms  are  not  un- 
< duly  aggravated.  This  means  that  the  diet  should 
'•  I be  low  in  fat  and  relatively  high  in  protein.  For 
' this  purpose  boiled  skimmed  milk,  with  nr  without 
I added  lactic  or  citric  acid,  usually  serves  admir- 
ably. Since  the  complex  sugars  usually  cannot  he 
, increased  sufficiently  to  maintain  an  adequate 
I energy  intake  without  producing  or  increasing 
I diarrhea,  the  use  of  monosaccharides  is  advocated. 
Dextrose  or  corn  sugar  can  be  given  in  almost  un- 
limited amounts  without  the  jiroductinn  or  aggra- 
vation of  diarrhea.  Thus,  skimmed  milk  with 
I added  dextrose  sufficient  to  meet  the  energy  re- 
' quirement  may  be  given,  not  only  without  harm, 

, but  to  the  great  advantage  of  the  infant.  The 
, nutritional  re(|uirements  may  be  easily  met  in  this 


manner,  providing  no  difficulty  is  encountered  in 
making  the  infant  ingest  .sufficient  food.  Many  of 
these  infants  have  a poor  appetite  or  for  some 
other  reason  they  do  not  readily  take  all  of  the 
food  required  for  the  maintenance  of  nutrition. 
In  a few  of  these  cases  gavage  may  be  necessary 
for  a short  time  until  an  upward  trend  is  estab- 
lished. 

In  some  instances  a decreased  volume  of  food 
is  indicated.  Decrease  in  volume  with  mainte- 
nance of  food  and  energy  content  may  be  accom- 
plished by  adding  moderate  amounts  of  dried 
skimmed  milk  or  powdered  casein  to  the  formula. 
If  all  of  the  dextrose  required  cannot  be  put  into 
the  formula  advantageously,  some  of  it  may  he 
given  in  solution  as  a drink  between  feedings. 

For  patients  who  are  markedly  malnourished 
when  they  come  under  care,  much  will  be  accom- 
plished toward  a quicker  recovery  by  one  or  more 
transfusions  and  the  pai'enteral  administration  of 
fluids.  Babies  with  extreme  malnutrition  have  a 
decreased  blood  volume  and  consequently  an  im- 
paired circulation.  The  improvement  in  circula- 
tion induced  by  the  administration  of  blood  and 
fluids  aids  greatly  in  increasing  the  utilization  of 
food. 

Acidified  milks  have  a most  useful  jilace  in  the 
management  of  gastro-intestinal  disorders  in 
early  infancy.  Appropriate  acidification  produces 
a casein  curd  which  is  readily  digestible,  thereby 
making  unnecessary  the  modification  of  milk  by 
dilution  for  the  purpose  of  accomplishing  this 
.same  end.  In  malnutrition  and  the  protracted 
diarrheas  of  infancy  a high  protein  diet  is  indi- 
cated. Such  a diet  is  more  readily  administered 
if  the  milk  is  undiluted  and  is  more  readily  utilized 
if  the  milk  is  acidified. 

In  the  acidification  of  milk  much  more  empha- 
sis has  been  placed  on  the  use  of  lactic  acid  than 
of  other  acids  equally  effective.  It  should  be 
pointed  nut  that  citric  acid  is  in  many  respects 
superior  to  lactic  acid  and  that  it  deserves  more 
widespread  use.  When  lactic  acid  is  added  to 
milk,  great  care  must  be  employed  as  regards  the 
(|uantity  used,  the  sjieed  of  addition,  the  constant 
agitation  of  the  milk  and  the  temperature  at  which 
the  addition  is  made.  Frrors  in  the.se  various  fac- 
tors are  relatively  easv  to  make.  When  citric  acid 
is  used,  a greater  latitude  is  ]iermissible  in  all  of 
these  factors  ancl  errors  of  any  conse(|uence  are 
relatively  difficult.  Citric  acid  is  conveniently 
employed  in  a twenty-five  ]>er  cent  solution,  of 
wdiich  two  teaspoon  fills  may  be  added  to  the  quart 
of  milk. 
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CLASSIFICATION  AND  MANAGEMENT 
OF  CHRONIC  SUPPURATIVE 
OTITIS  MEDIA* 

Henry  L.  Williams,  M.D. 

Section  on  Otolaryngology  and  Rhinology 
The  Mayo  Clinic,  Rochester,  Minnesota 

In  the  discussion  of  chronic  suppurative  otitis 
media,  a most  important  point,  which  often  is 
neglected,  and  which  often  leads  to  considerable 
confusion  when  one  attempts  to  review  the  litera- 
ture, is  the  proper  limitation  and  definition  of  the 
subject.  In  defining  chronic  otitis  media,  it  is 
important  to  consider  whether  there  is  a distinct 
pathologic  entity  present  or  whether  there  may  be 
several  fundamentally  different  pathologic  condi- 
tions which  present  similar  symptoms,  or  symp- 
toms which  are  difficult  to  distinguish. 

In  his  “Essays  on  the  Surgery  of  the  Temporal 
Bone,"  Ballance'^  remarked:  “Want  of  agreement 
among  serious  workers  about  a grave  question  of 
surgical  treatment  arises  either  from  the  lumping 
together  of  clinical  conditions  having  an  essen- 
tially different  pathologic  basis  or  from  essential 
])athologic  conditions  not  being  clearly  understood. 
All  true  and  lasting  surgical  practice  is  based  upon 
pathology,  and  when  once  the  pathology  of  an  af- 
fection is  clearly  appreciated  divergence  of  view 
as  to  its  treatment  ought  to  disappear.”  Yet  in 
his  “Observations  on  Otitis  Media  Chronica,”  he^ 
considered  it  sufficient  to  say  : “The  causes  of  non- 
tuberculous  chronic  otitis  are  those  of  the  acute 
disease,  and  the  most  common  cause  of  the  persist- 
ence of  the  disease  is  extension  to  the  bone.”  He 
quoted  Alilligan  to  the  effect  that  the  presence  of 
staphylococci  probably  is  the  influencing  factor. 

Other  writers,  in  discussing  the  pathologic  con- 
ditions present,  noted  the  tendency  toward  hyper- 
plasia in  the  mucous  membrane  of  the  tympanum, 
with  occasional  ulcerated  regions  and  the  forma- 
tion of  granulation  tissue,  which  occasionally  be- 
came hypertrophic  and  resulted  in  the  formation 
of  polyps.  In  occasional  areas  the  presence  of  a 
squamous  type  of  epithelium  is  noted.  In  cases 
in  which  the  disease  has  been  present  for  a long 
time,  this  often  will  line  the  entire  tympanic  cavity, 
especially  in  those  cases  in  which  there  is  wide 
destruction  of  the  tympanic  membrane.  The  sub- 
mucosa shows  marked  round  cell  infiltration,  and 
occasionally  the  periosteal  layer  is  identified  with 
difficulty.  Similar  changes  take  place  in  the  attic, 
aditus,  and  antrum.  In  the  mastoid  cells,  hyper- 
ostitis and  osteosclerosis  were  supposed  to  result 
from  ossification  of  granulation  tissue  which  filled 

*Read  before  the  Kansas  City  Society  of  Ophthalmology  and 
Otolaryngology,  Rochester,  Minnesota.  January  17,  1936,  and  be- 
fore the  Sioux  Valley  Eye  and  Ear  Academy,  Sioux  City,  Iowa, 
January  21,  1936. 
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the  mastoid  cells  in  an  incompletely  resolved  acute 
process. 

Later,  the  presence  of  cholesteatoma  received 
great  attention.  Some  thought  that  a chronic  run- 
ning ear  was  the  result  of  retraction  of  Shrap- 
nell’s  membrane,  which  produced  an  encysted 
cholesteatoma.  Lange,  for  example,  believed  that 
the  conception  of  epidermis  growdng  into  the 
spaces  of  the  middle  ear  through  a perforation 
could  not  be  maintained ; that  the  retraction  of  the 
membrana  flaccida  produced  the  encysted  choles- 
teatoma ; that  it  could  form  in  any  type  of  bone, 
and  that  the  sclerotic  changes  in  the  bone  could  be 
secondary  to  irritating  properties  of  the  cholestea- 
toma. iMayer  rejected  the  retraction  theory,  and 
also  the  theory  that  there  could  be  an  ingrowth  of 
epithelium  as  the  result  of  active  proliferation. 
He  favored  the  theory  that  an  ingrowth  of  epi- 
dermis follows  the  subsidence  of  an  acute  puru- 
lent otitis  media,  with  a perforation  of  Shrapnell’s 
membrane  as  a result  of  the  inflammation. 

Wittmaack  wrote,  “The  Normal  and  the  Patho- 
logical Pneumatization  of  the  Temporal  Bone,” 
in  1918,  but  not  until  the  past  few  years  has  it 
received  wide  consideration.  His  theory  is  briefly 
this : In  emhryologic  development,  the  spaces  of 
the  middle  ear  are  filled  with  an  embiyonal  mucous 
tissue  which  is  later  replaced  by  epithelium  that 
grows  from  the  nasopharynx  and  extends  through 
the  eustachian  tube.  Normally,  the  cellular  sys- 
tems of  the  mastoid  process  then  develop  in  the 
same  manner  from  the  cavities  of  the  middle  ear, 
the  attic,  the  recess,  and  the  antrum,  and  a pneu- 
matic type  of  mastoid  process  results.  During  de- 
livery, irritating  materials  which  have  an  inhibit- 
ing effect  on  the  embryonal  mucous  tissue  and  in- 
growing epithelium,  may  reach  the  spaces  of  the 
middle  ear.  The  transformation  of  the  character 
of  the  mucous  tissue  is  divided  into  two  types,  the 
hyperplastic  and  the  fibrous.  The  disturbance  of 
the  embryonal  mucous  tissue  results  in  partial  or 
complete  suppression  of  the  pneumatization  of  the 
mastoid  process  depending  on  the  amount  of  in- 
jury to  the  embryonal  tissue.  Chronic  suppura- 
tion of  the  middle  ear  depends  on  complete  sup- 
pression of  pneumatic  development  and  hyperplas- 
tic character  of  the  submucous  tissue. 

The  types  which  develop  are : first,  chronic  sup- 
puration of  the  mucous  membrane,  the  result  of 
acute  exacerbations  of  a latent  type  of  hyperplas- 
tic otitis  which  has  been  present  since  birth ; and 
second,  chronic  suppuration  with  cholesteatoma. 
In  the  latter  type  the  condition  may  follow  acute 
necrosing  otitis,  with  ingrowth  of  epithelium 
through  a defect  in  the  tympanic  membrane.  It 
may  be  the  result  of  retraction  of  Shrapnell’s 
membrane  by  adhesion,  or  it  may  result  from  a 
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combination  of  these  causes.  Wittmaack  believed 
that  acute  suppuration  of  the  middle  ear  depends 
on  the  lesser  grades  of  developmental  interference, 
and  that  the  more  circumscribed  the  pneumatiza- 
tion  is,  the  more  subepithelial  hyperplastic  tissue 
will  be  present  and  the  higher  the  type  of  the  epi- 
thelium will  be.  The  more  marked  these  changes 
are  the  more  prolonged  the  suppuration  will  be 
and  the  closer  it  will  come  to  chronicity.  He  also 
expressed  the  opinion  that  the  endocranial  com- 
plications of  otitis  infection  (pyemia,  meningitis, 
or  abscess  of  the  brain),  whether  they  are  acute, 
chronic,  or  the  result  of  an  exacerbation,  depend 
on  the  persistence  of  vascular  tracts,  which  he  di- 
vides into  three  principal  groups.  One  group 
passes  to  the  tegmen  ; one  group  passes  to  the  pos- 
terior surface  of  the  pyramid,  and  the  other  group 
passes  to  the  floor  of  the  tympanic  cavity.  “Path- 
ologic pneumatization  of  marked  degree  gives  rise 
to  a definite  anatomic  disposition  to  infection  along 
vascular  tracts,  which  depends  upon  the  persist- 
ence of  broad  vascular  connections  between  the 
dura  and  hyperplastic  submucous  connective  tis- 
sue.” These  are  always  the  routes  of  infection, 
except  in  cases  in  which  it  obviously  results  from 
contiguity  of  tissue.  That  this  theory  is  thorough- 
going and  inclusive,  no  one  can  deny  ; that  it  is  true, 
is  probable ; but  that  it  is  the  whole  truth,  is  open 
to  question.  Zealous  advocates  of  a rigid  adher- 
ence to  this  classification  insist  that  acute  suppura- 
tion in  the  sclerotic  type  of  mastoid  process  is  im- 
possible, that  sclerotic  changes  do  not  occur  after 
the  cellular  systems  of  the  temporal  bone  have 
developed,  and  that  chronic  otitis  media  cannot 
develop  in  a normally  pneumatized  bone. 

The  possibility  that  the  influences  which  inter- 
fere with  normal  development  of  the  mastoid 
process  are  inherited,  as  well  as  acquired  by  pas- 
sage through  the  birth  canal  is  suggested  by  Rich- 
ter, in  his  paper  on  suppuration  of  the  middle  ear 
which  appears  among  families.  On  the  basis  of 
ten  family  trees,  he  stressed  the  importance  of 
constitutional  factors  in  the  development  of 
chronic  disease  of  the  middle  ear.  That  bony 
sclerosis  which  is  the  result  of  infection,  can  occur 
in  normally  pneumatized  temporal  bones  seems 
equally  probable.  Marx  believed  pathologic  bony 
changes  similar  to  those  which  Wittmaack 
ascribed  solely  to  the  results  of  infantile  otitis,  can 
be  brought  on  by  otitis  which  occurs  later  in  life. 
That  it  cannot  be  definitely  proved  at  the  present 
time  is  simply  because  few  have  supposed  it  would 
'•ver  be  denied.  I have  seen  cases  in  which  bones 
which  api)arently  were  well  imeumatized,  accord- 
ing to  the  roentgenogram  at  the  start  of  a mastoid- 
itis, rcvealerl  roentgenologic  evidence  of  sclerosis 
'ubsequent  to  healing.  Wright’s  remarks  on  the  re- 
action of  bone  in  the  sinu.ses  to  infection  might  be 


repeated  here,  for  bone  in  the  two  situations  surely 
must  be  similar  in  its  reaction  to  infection.  He 
said : “I  have  become  accustomed  to  look  upon 
this  sort  of  inflammation  as  due  to  the  substitution 
of  the  stimulus  of  irritation,  whether  from  ex- 
ternal surface  agents,  from  bacterial  agents  of 
disease  within  the  surface,  or  from  systemic  vas- 
omotor disorders,  for  that  mysterious  physiolog- 
ical stimulus  of  growth  which  carries  with  it  some 
agency  which  shapes  the  symmetry  of  form.  In 
pathologic  processes,  that  agent  which  shapes  the 
symmetry  of  form  is  absent  or  works  badly  and 
we  get  unsymmetrical  development  in  the  hyper- 
plastic irregular  forms.  New  bone  growth  starts 
as  a sequence  of  an  ordinary  hyperplasia  of  the 
mucous  membrane.”  Chronic  bone  infection  might 
conceivably  develop  without  either  congenitally 
hyperplastic  submucous  tissue  or  cholesteatoma 
being  present,  and  give  rise  to  chronic  suppura- 
tion. Of  interest  in  this  connection  is  the  study 
of  Hadjopoulos  on  the  type  of  infection  produced 
by  various  strains  of  streptococci.  In  comment- 
ing on  the  type  of  mastoiditis  produced  by  the 
facultative  anaerobes  of  the  type  of  the  Strepto- 
coccus fecalis,  he  pointed  out  that  these  organisms 
are  found  in  the  region  of  the  nose  or  throat,  and 
that  they  act  as  pathogens  in  partly  or  totally 
closed  chronically  infected  foci,  such  as  roots  of 
teeth,  or  in  chronically  infected  sinuses.  In  the 
mastoid  cells,  the  course  of  the  infection  produced 
by  these  organisms  is  usually  protracted ; the  in- 
fection has  a tendency  to  produce  complications 
of  a chronic  nature;  with  the  production  of 
marked  granulation  tissue.  It  is  conceivable  that 
an  organism  of  this  type  might  produce  a true 
chronic  otitis  media  if  the  infection  were  allowed 
to  run  its  course. 

It  would  seem  more  correct  to  accept  the  theory 
of  Wittmaack,  while  keeping  in  mind  that  other 
pathologic  processes  might  produce  similar  re- 
sults. His  work  is  extremely  valuable  in  unifying 
the  clinical  picture  and  pathologic  findings  in 
chronic  suppurative  otitis  media.  It  does  not 
.seem  to  me,  however,  that  Wittmaack’s  theory 
should  be  used  as  a basis  for  advising  radical  mas- 
toidectomy in  acute  or  subacute  mastoiditis,  on 
the  grounds  that  it  shows  chronic  running  ear  to  be 
predestined.  The  studies  of  Doderlein  are  very 
enlightening  in  this  connection.  He  found  that 
in  the  presence  of  an  acute  inflammation  of  the 
middle  ear,  epithelial  cells  may  find  their  way  into 
the  tympanic  cavity  and  develop  on  the  surfaces 
which  have  lost  their  epithelial  covering  as  a result 
of  the  acute  inflammatory  reaction  which  is 
present.  The  squamous  type  of  epithelium  usually 
will  not  persist  in  such  cases,  because  the  epider- 
mis is  resorbed  in  the  process  of  healing.  It  is 
only  at  the  termination  of  an  inflammatory  process 
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that  an  ingrowth  of  epidermis  will  continue  to 
spread  and  will  not  be  absorbed.  It  must  be  an 
extreme  rarity  to  find  a radical  operation  neces- 
sary after  an  adequately  jierformed  complete  mas- 
toidectomy. Why  epithelium  grows  into  the 
middle  ear  in  some  cases  and  not  in  others  is  ex- 
plained by  Wittmaack  by  the  conjunction  of  an 
acute  necrotic  type  of  otitis  media  with  the  pres- 
ence of  a hyperplastic  type  of  submucous  tissue 
in  the  middle  ear,  which  supplies  the  factors  favor- 
able for  the  ingrowth  of  epidermis.  It  would  seem 
possible,  however,  that  any  more  or  less  complete 
destruction  of  the  mucous  membrane  of  the  middle 
ear  might  ofifer  a favorable  soil  for  replacement 
by  squamous  epithelium,  for  it  is  known  that  skin 
grafts  placed  in  an  antrum  lined  with  a similar 
tyjie  of  mucous  membrane  will  grow  and  jiroduce 
a cholesteatoma.  I wish  to  emphasize  the  sepa- 
ration of  the  chronic  type  of  otitis  media  from  the 
subacute  type  of  long  duration.  I recognize  the 
existence  of  acute  reinfection  in  chronic  otitis 
media,  hut  this  is  definitely  a different  entity  and 
immediately  puts  the  condition  in  the  class  of  com- 
plicated chronic  otitis  media.  In  this  discussion, 
I will  not  consider  chronic  otitis  media  that  is  the 
result  of  malignancy,  tuberculosis,  or  syphilis  as 
representing  factors  which  do  not  pertain  to  the 
chronic  otitis  media  as  ordinarily  seen.  I,  there- 
fore, define  chronic  otitis  media  as  continued  su])- 
puration  from  the  middle  ear,  which  has  as  a 
basis  chronic  changes  in  the  bone,  or  cholestea- 
toma. and  which  does  not  jiroduce  symjitoms  or 
pathologic  findings  that  suggest  an  acute  process. 

The  general  sym])toms  of  chronic  uncompli- 
cated otitis  media  are  purulent  discharge  from  the 
ear,  more  or  less  interference  with  hearing,  and 
occasionally,  some  effect  on  the  general  health. 
The  discharge  from  the  ear  may  he  extremely 
foul  or  may  have  little  or  no  odor;  it  may  vary  in 
quantity  from  an  amount  sufficient  to  form  only  a 
slight  crust  over  the  attic  or  drum,  to  a quantity 
sufficient  to  require  changing  the  pledget  of  cotton, 
with  which  the  ear  is  usually  plugged,  several  times 
a day.  It  may  he  largely  mucoid  in  character;  it 
may  he  largely  purulent,  or  it  may  contain  frag- 
ments of  cholesteatoma  or  exfoliated  bone.  On 
examination,  the  source  of  pus  usually  may  be 
readily  identified  as  the  middle  ear ; the  ]nis  passes 
through  a perforation  of  varying  size  in  the  drum, 
or  passes  through  a fistulous  opening  which  enters 
the  canal  anterior  to  the  drum  and  communicates 
with  the  attic.  The  perforation  in  the  drum  may 
or  may  not  he  in  the  margin.  The  size  of  the  per- 
foration in  the  drum  has  no  relation  to  the  amount 
of  impairment  of  hearing,  which  depends  on  the 
amount  of  scarring  about  the  foot  plate  of  the 
stapes,  or  exceptionally  on  some  injury  to  the 
cochlea.  Alany  patients  who  have  chronic  suppur- 


ation of  the  temporal  bone  suffer  from  anemia, 
lack  of  vigor,  and  other  symptoms  of  toxic  ab- 
sorption. 

Of  chief  interest  to  the  otologist  are  not  the 
general  symptoms,  but  those  signs  and  symptoms 
which  will  inform  him  whether  the  condition  may 
he  safely  treated,  and  if  surgical  interference 
seems  necessary,  what  the  findings  are  that  lead 
to  this  conclusion,  and  what  are  the  most  satisfac- 
tory methods  of  surgical  attack,  In  1893, 
Schwartze  expressed  the  opinion  that,  as  soon  as 
a sufficient  otoscopic  examination  makes  it  plain 
that  the  site  of  suppuration  is  not  limited  to  the 
tynqianum,  radical  operation  is  indicated  as  a 
prophylactic  measure  against  fatal  complications 
of  incurable  fetid  suppuration  of  the  middle  ear, 
even  without  signs  of  inflammation  of  the  mastoid 
cells  and  without  indications  of  retention  of  pus. 
Later,  a more  conservative  attitude  became  gen- 
eral and  the  indications  and  recommendations  of 
Politzer  are  typical.  The  objective  signs  which 
Politzer  considered  an  indication  for  operation 
were  well  marked  caries  in  the  walls  of  the  tvm- 
panic  cavity  ; extensive  proliferation  of  polyps  and 
granulations  in  the  tympanic  cavity  which  grow 
from  the  antrum  and  attic  and  recur,  even  after 
repeated  removal ; carious  fistulas  which  are  situ- 
ated either  in  the  posterior  superior  wall  of  the 
external  auditory  canal  or  on  the  outer  surface  of 
the  mastoid  process  ; cholesteatoma  ; hyperostosis 
of  the  external  and  auditory  canal  which  cause 
narrowing  or  complete  atresia  of  the  meatus ; 
facial  paresis  or  paralysis;  painful  swelling  or  ab- 
scess over  the  mastoid  process ; and  an  obstinate 
long  continued,  septic,  bad  smelling  discharge 
which  has  resisted  all  forms  of  treatment.  If 
symptoms  of  commencing  tuberculosis  appear  in 
cases  of  chronic  suppuration,  the  operation  not 
only  has  a favorable  influence  on  the  local  affec- 
tion hut  also  on  the  general  health  of  the  patient. 
The  subjective  symptoms  which  Politzer  consid- 
ered an  indication  for  operation  are  persistent  or 
frequently  recurring  pains  in  the  ear  and  in  the 
mastoid  region ; headache,  either  constant  or  re- 
curring at  short  intervals ; persistent  and  fixed  pain 
in  the  parietal  or  occipital  regions,  which  is  in-' 
creased  by  percussion ; intermittent  or  permanent 
vertigo ; and  well  marked  cerebral  symptoms  such 
as  headache,  sensation  of  heaviness  and  pressure 
in  the  head,  drowsiness,  torpor,  loss  of  conscious- 
ness, and  so  forth.  He  further  said  that  he  did 
not  agree  with  those  surgeons  who  performed  a 
radical  mastoid  operation  not  only  when  the  above 
indications  were  present,  but  also  often  for  the 
mere  purpose  of  curing  the  discharge;  at  least 
until  strenuous  efforts  had  been  made  to  stop  it 
by  other  means. 

The  less  hesitant  position  has  been  stated  very 
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well  Ballance,^  who  said:  “It  is  evident  that 
there  is  still  undue  hesitation  in  advocating  opera- 
tion before  the  onset  of  threatening  symptoms. 
The  disease  itself  is  the  indication  for  operation, 
not  the  threatening  symptoms  of  wider  and  deeper 
disease.  The  most  truly  ‘conservative’  treatment 
is  that  which  most  surely  and  speedily  cures  the 
disease.  When  there  is  no  bone  disease,  operation 
may  not  be  necessary  and  it  may  well  be  that  many 
such  cases  come  under  the  notice  of  those  in  spe- 
cial practice,  but  when  bone  disease  is  present  and 
can  be  readily  exposed  and  removed,  it  is  a retro- 
grade step  to  employ  any  other  method  of  treat- 
ment. Many  so-called  indications  for  the  per- 
formance of  the  mastoid  operation  in  cases  of 
chronic  otorrhea  clearly  point  to  the  imminence  or 
to  the  actual  existence  of  one  or  other  of  the  com- 
plications which  the  operation  is  designed  to  avert, 
and,  as  in  appendicitis  an  abscess  tells  the  tale  of 
an  opportunity  lost  and  of  danger  incurred,  so 
such  a complication  likewise  tells  the  tale  of  lost 
opportunity  and  of  needless  danger.  What  is  the 
meaning  of  this  wave  of  opinion  against  one  of  the 
most  successful  of  modern  operations?  Why  hesi- 
tate to  carry  out  on  the  temporal  bone  what  every 
surgeon  would  without  further  thought  do  on  the 
tibia  or  on  a rib  ? Why  return  to  the  ancient  prac- 
tice which  prevailed  before  the  principles  of  surg- 
ery were  applied  to  the  treatment  of  aural  disease? 

“When  brain  symptoms,  so-called,  arise,  no  one 
doubts  the  desirability  of  removing  the  source  of 
infection,  but  when  this  indicatio  vitalis  has 
arisen,  the  surgeon  has  not  only  to  consider  the 
removal  of  temporal  bone  disease  but  also  a far 
graver  question,  namely,  the  relief  of  intracranial 
inflammation  by  operation. 

“W’hy  condemn  a patient  with  a discharging 
sinus  in  the  temporal  bone  to  harbor  his  disease 
for  months  or  years  when  no  surgeon  would  leave 
a patient  with  similar  disease,  for  example,  chronic 
eni])yema  of  the  chest,  or  a sinus  in  the  os  calcis, 
to  the  caprice  of  fortune.’’ 

'I'his  extreme  position  may  be  influenced  by  the 
fact  that  Ballance  is  an  aural  surgeon  rather  than 
an  otologist.  Otologists  should  be  able  so  to  classi- 
fy the  types  of  aural  discharge  that  they  can  avoid 
delaying  operation  until  signs  of  imminent  com- 
plications are  jiresent  on  the  one  hand,  or  operat- 
ing merely  because  of  the  presence  of  supinira- 
tion  on  the  other,  and  yet  avoid  an  apparent  sim- 
plification of  diagnosis,  as  j)erhaj)s  has  been  done 
by  Shambaugh  when  he  divided  chronic  suppura- 
tive otitis  media  into  dangerous  and  nondangerous 
types,  on  the  grounds  that  a marginal  ])erforation 
is  evidence  of  involvement  of  bone  and  a central 
IH'rforation  indicates  that  the  disease  is  confined 
to  the  mucous  membrane  of  the  tympanic  cavity. 
In  an  attempt  to  accomjilish  this  end,  Lillie,'*  in 


1928,  classified  chronic  suppurative  otitis  media 
on  a clinical  basis,  a classification  which  is  still 
followed  at  The  Mayo  Clinic  and  which  is  essen- 
tially the  classification  presented  here. 

CLASSIFICATION 

Type  1.  In  this  type,  the  discharge  from  the 
ear  is  mucoid  in  character  and  without  the  charac- 
teristic odor  of  decaying  bone  or  cholesteatoma. 
The  perforation  may  be  small  or  large,  and  may 
be  situated  in  any  portion  of  the  tympanic  mem- 
brane, either  central  or  marginal.  When  the 
middle  ear  can  be  seen,  the  mucous  membrane  is 
normal  in  appearance.  There  is  no  evidence  of 
cholesteatoma,  nr  hyperplastic  change  suggestive 
of  underlying  disease  of  the  bone.  The  history 
is  characteristic  in  that  there  may  be  periods  of 
dryness,  which  sometimes  are  of  long  duration, 
and  that  reappearance  or  increase  in  the  amount 
of  di.scharge  usually  accompanies  acute  infections 
of  the  upper  part  of  the  respiratory  tract.  There 
is,  however,  no  history  suggesting  acute  exacerba- 
tion of  mastoiditis.  The  discharge  in  these  cases 
seems  to  come  from  the  eustachian  tube  alone,  and 
therapeutic  efiforts  directed  to  this  will  usually 
terminate  in  success.  Roentgenograms  of  the 
mastoid  cells  may  show  sclerosis,  which  usually 
is  marked,  but  sometimes  is  minimal.  There  is 
no  evidence  of  cholesteatoma. 

Type  2.  This  type  is  fundamentally  the  same 
as  Type  1,  but  there  are  added  evidences  of  local- 
ized disease  of  bone,  such  as  necrosis  of  the 
ossicles  or  granulation  tissue,  and  polyps  which 
sjiring  from  the  annulus  or  attic.  The  character 
of  the  discharge  is  generally  mucoid,  hut  is  per- 
sistent and  increases  in  amount  with  “colds.”  The 
perforation  in  the  tympanic  membrane  is  usually 
large  and  if  the  polyps  and  necrotic  ossicles  are 
removed,  the  condition  responds  readily  to  prop- 
erly directed  treatment.  Roentgenograms  show 
similar  findings  to  those  in  Type  1. 

Type  3.  The  discharge  in  this  type  is  purulent 
and  fetid.  There  may  be  considerable  evidence  of 
underlying  disease  of  bone,  as  evidenced  by  granu- 
lation tissue,  and  polyps  which  may  originate  from 
the  region  of  the  antrum  and  promontory.  There 
is  evidence  of  considerable  disease  in  the  attic,  and 
cholesteatoma  may  he  present.  The  memhrana 
tensa  may  be  destroyed  in  various  degrees  or  may 
be  virtually  intact  with  a ])erforation  into  the  attic, 
through  the  superior  wall  of  the  auditory  canal. 
The  hearing  may  vary  from  ayiproximately  normal 
to  various  degrees  of  the  type  of  deafness  which  is 
characterized  by  fixation  of  the  stapes.  If  care  is 
taken  in  removing  the  so-calleil  polyps,  and  if  ade- 
(piatc  ex])Osure  is  afforded  to  treat  the  di.sease  in 
the  attic,  complete  cure  may  he  secured.  \\’ith  the 
presence  of  cholesteatoma  or  rapidly  recurring  ex- 
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uberant  granulations,  attempts  at  treatment 
usually  should  not  be  persisted  in  beyond  three 
weeks,  without  marked  evidence  of  improvement, 
as  the  disease  may  have  advanced  more  widely 
than  is  at  first  apparent.  The  roentgenogram 
should  give  the  same  appearance  as  in  the  first  two 
types. 

Type  4.  In  this  type  the  discharge  varies  in 
quantity,  and  may  be  so  slight  as  to  constitute  a 
small  crust  over  a perforation  in  the  attic,  but  it 
invariably  is  foul  and  usually  has  the  characteristic 
odor  of  cholesteatoma.  The  drum  may  be  intact, 
and  the  discharge  may  come  through  a fistula  in 
the  wall  of  the  superior  canal  without  any  involve- 
ment of  the  tympanum  proper ; the  perforation 
may  be  in  the  membrana  'flaccida,  or  central  or 
marginal  perforations  may  be  present.  Polyps, 
which  are  composed  of  granulation  tissue,  may 
be  particularly  marked,  especially  around  the 
region  of  the  round  or  oval  window ; varying  de- 
grees of  nerve  deafness  may  be  present ; a positive 
fistula  test  may  be  discovered,  and  a caloric  test 
may  reveal  varying  degrees  of  malfunction  in  the 
canals.  Great  circumspection  must  be  used  in 
testing  the  function  of  the  canals,  as  an  acute  irri- 
tation of  the  labyrinth,  or  labyrinthitis,  may  be 
produced.  The  roentgenogram  of  the  mastoid 
process  may  show  definite  evidence  of  the  pres- 
ence of  cholesteatoma.  When  these  conditions  are 
present,  attempts  at  medical  cure  are  not  only 
futile  but  dangerous  to  the  patient. 

When  definite  evidence  of  impending  or  present 
complications,  such  as  headache,  convulsions, 
drowsiness,  choked  disk,  sepsis,  vertigo,  nausea 
and  vomiting,  and  facial  palsy  are  present,  the 
necessity  of  immediate  operation  is,  of  course, 
obvious ; but  the  condition  should  not  then  be 
classified  as  a chronic  otitis  media  but  under  the 
heading  of  whichever  complication  is  present.  An 
acute  mastoiditis  occurring  in  the  course  of  a 
chronic  otitis  media  is  also  an  indication  for  im- 
mediate intervention,  as  the  amount  of  sclerosis 
usually  present  tends  to  the  production  of  compli- 
cations. 

The  treatment  of  chronic  suppurative  otitis 
media  may  be  divided  into  medical  and  surgical, 
and  is  applicable  as  indicated  in  the  preceding 
classification.  I have  found  that  in  the  first  type 
of  chronic  otitis  media,  in  which  the  disease  is  con- 
fined to  the  mucous  membrane  of  the  tympanic 
cavity  and  eustachian  tube,  thorough  cleansing  of 
the  cavity,  followed  by  the  use  of  mild  silver  pro- 
tein, which  is  forced  through  the  eustachian  tube, 
will  usually  give  excellent  results  unless  a sec- 
ondary otomycosis  has  become  established ; in  the 
latter  case,  treatment  proper  for  this  condition 
should  be  instituted.  In  Types  1 and  2,  abnormal 
conditions  of  the  nose  and  nasopharynx  may  have 


great  bearing  on  the  condition,  and  attention 
should  be  directed  toward  correcting  them,  espe- 
cially marked  septal  deflection  and  diseased  ad- 
enoidal vegetation.  Emphasis  should  also  be  placed 
on  proper  habits  for  blowing  the  nose  and  the  pa- 
tient should  be  warned  against  forcing  infected 
material  from  the  nasopharynx  into  the  ear.  In 
Type  2,  polyps  should  be  removed  when  present, 
and  if  necrosis  involves  the  ossicles  and  they  fail 
to  respond  quickly  to  ordinary  treatment,  they  may 
be  removed.  In  Type  2,  in  addition  to  silver  salts, 
alcohol  and  preparations  of  boric  acid,  or  the  Sulz- 
berg  powder  which  consists  of  one  part  of  po- 
tassium iodide  and  three  parts  of  boric  acid,  may  i 
be  u-sed  to  advantage.  Watery  solutions  should  be 
avoided  as  they  leave  the  cavity  moist  and  lead  to 
maceration. 

In  Type  3,  the  principal  source  of  disease  is  in  ^ 
the  attic,  and  proper  exposure  for  treatment  and 
adequate  escape  of  retained  matter  are  of  funda- 
mental importance,  especially  if  cholesteatoma  be 
present.  It  is  in  these  conditions  that  intrameatal 
operations  may  be  considered.  It  seems  to  me 
that  if  simple  removal  of  a portion  of  the  drum 
membrane  is  contemplated,  the  procedure  is  justi- 
fied, but  if  removal  of  bone  is  necessary,  I do  not 
believe  the  procedure  wise.  As  Ballance®  has 
said,  “Why  try  in  the  dark  meatus  to  carry  out  a 
partial  or  complete  mastoid  operation  when  the 
trend  of  modern  surgery  is  to  bring  every  stage 
of  every  operation  into  the  light.”  This  advice 
seems  particularly  good  in  view  of  the  fact  that 
the  younger  Thies,  in  commenting  on  the  results 
of  his  father,  the  originator  of  the  intrameatal 
operation,  mentioned  the  production  of  a facial 
palsy  in  six  cases.  Great  care  is  necessary  in  re-  ■ 
moving  polypoid  granulations,  especially  when  : 
they  seem  to  originate  in  the  region  of  the  prom-  ; 
ontory.  It  is  to  be  remembered  that  polypoid  ' 
granulations  are  protective  to  some  degree  against 
infection,  and  that  their  removal  exposes  raw  sur- 
faces to  the  action  of  pathogenic  bacteria.  When 
they  are  attached  to  the  structures  of  the  inner 
ear,  their  removal  may  expose  this  structure  to 
bacterial  invasion.  In  removing  polyps  in  this  , 
situation,  one  should  be  careful  to  avoid  traction 
and  avulsion  of  the  growth,  which  should  rather 
be  cut  off  as  close  to  its  origin  as  is  consistent  with 
safety.  Further  reduction  may  be  secured  by  the 
use  of  a chemical  cautery,  which  should  be  stopi>ed 
if  signs  of  irritation  of  the  labyrinth  are  produced. 
If  meningeal  or  labyrinthine  signs  are  produced 
by  any  of  these  procedures,  they  should  call  for 
immediate  surgical  intervention,  and  it  is  well  to 
leave  word  to  be  called  immediately  if  any  of  these 
signs  appear.  Masses  of  cholesteatoma  may  be 
removed  from  the  attic  by  use  of  the  Hartmann 
cannula,  but  watery  solutions  should  be  sedulously 
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avoided,  as  cholesteatoma  is  extremely  hygro- 
scopic, and  an  acute  swelling  of  the  mass  may  be 
produced.  In  this  manner,  irritation  of  the  laby- 
rinth and  extension  of  the  disease  to  this  and  to 
neighboring  structures  may  be  produced.  I have 
found  few  indications  for  the  use  of  ionization  in 
the  treatment  of  chronic  otitis  media.  In  those 
I'  cases  in  which  it  succeeds  best,  it  is  least  needed, 
and  in  Type  3 if  cholesteatoma  is  present  in  the 
attic,  one  would  scarcely  expect  it  to  disintegrate 
under  this  treatment.  The  problem  is  really  one 
of  securing  adequate  exposure  and  pathways  for 
I discharge,  and  it  is  better  to  consider  the  condi- 
‘ tion  from  the  standpoint  of  basic  principles  rather 
than  to  attempt  to  find  a panacea  which  will  cure 
despite  common  sense. 

In  considering  the  surgical  treatment  of  chronic 
otitis  media,  one  should  visualize  first  the  mechan- 
ical problem  to  be  faced,  and  how  the  operative 
I procedure  is  designed  because  the  question  is  not 
so  much  one  of  removal  of  diseased  tissue  as  it 
is  of  securing  adequate  escape  for  the  desquamat- 
ing epithelium  and  exposure  of  the  involved  region 
in  order  to  complete  inspection  through  the  exter- 
nal auditory  canal.  The  ideal  radical  cavity  is  one 
lined  with  stratified  squamous  epithelium,  which 
has  an  inherent  property  of  desquamating  its 
superficial  layers.  If  the  product  of  desquama- 
tion is  allowed  to  collect,  it  will  result  in  the  for- 
mation of  a cholesteatoma.  Since  it  is  the  mechan- 
ical pressure  exerted  by  the  cholesteatoma  that 
leads  to  the  extension  of  the  disease  and  encroach- 
ment on  the  important  neighboring  structures  with 
subsequent  complications,  it  is  especially  import- 
ant that  no  crannies  be  left  for  the  retention  of 
debris.  After  the  usual  preparation  and  incision 
of  the  skin,  it  is  my  practice  to  start  the  bony  in- 
cision well  forward  on  the  slope  of  the  posterior 
wall  of  the  canal,  approximately  over  the  region 
of  the  “bridge,”  and  to  advance  medially  to  the 
antrum.  This  is  done  because  in  many  cases  of 
chronic  otitis  media,  either  as  the  result  of  anoma- 
lies of  development  or  subsequent  disease,  the 
upper  knee  of  the  sigmoid  sinus  may  be  very  far 
forward,  and  I have  seen  instances  in  which  it 
was  situated  over  the  most  posterior  portion  of  the 
antrum.  In  certain  instances,  the  dura  will  dip 
down  lateral  to  the  tegmen  antra,  and  both  con- 
ditions will  usually  be  found  present  together  in 
a contracted  mastoid  process.  If,  therefore,  the 
bony  incision  is  kept  well  forward  and  over  tbe 
region  of  the  bridge,  there  is  little  chance  of 
wounding  either  structure,  and  there  is  the  addi- 
tional advantage  of  producing  a small  cavity, 
which  requires  less  protracted  aftercare,  whatever 
the  relations  present.  After  removing  the  bridge 
and  the  overhanging  bone  of  the  attic  and  antrum, 
great  care  is  taken  to  lower  the  wall  of  the  pos- 


terior canal  as  much  as  possible,  and  particularly 
to  remove  the  beak-like  process  of  bone  which 
overhangs  the  oval  window,  and  to  be  sure  that  no 
extension  of  the  tympanic  cavity  underneath  the 
posterior  wall  is  left  unexposed. 

If  the  drum  has  been  largely  destroyed  by  the 
disease,  the  remnants  of  the  ossicles  and  the  tym- 
panic membrane  are  carefully  removed,  and  spe- 
cial attention  is  paid  to  removal  of  the  annulus 
tympanicus,  as  it  seems  to  me  that  this  structure 
is  often  the  starting  point  for  the  formation  of  the 
so-called  manometric  membrane,  sometimes  called 
false  eardrum,  which  occasionally  will  form  and 
defeat  the  object  of  the  operation.  Care  is  also 
taken  to  remove  any  remnants  of  the  tensor  tym- 
pani  and  processus  cochleaformis,  which  may  be 
present.  If  possible,  without  sacrificing  adeciuate 
exposure  of  the  seat  of  the  disease,  the  matrix  of 
the  cholesteatoma,  if  present,  is  left,  as  this  is 
in  reality,  an  excellent  skin  graft  already  in  place. 

If  there  has  been  no  destruction  of  the  tympanic 
membrane,  and  if  the  disease  is  confined  to  the 
attic  and  mastoid  antrum,  I leave  the  structures 
of  the  middle  ear  in  situ.  The  free  edge  of  the 
tympanic  membrane,  which  is  left  after  the  re- 
moval of  the  bridge  and  the  lateral  wall  of  the 
attic,  is  pressed  down  over  the  ends  of  the  ossicles 
and  the  medial  surface  of  the  operative  cavity. 
The  principal  advantage  of  this  method  is  in 
leaving  unexposed  the  normal  mucous  membrane 
which  covers  the  promontory  and  other  portions 
of  the  middle  ear,  which  will  otherwise  secrete 
mucus  and  leave  a wet  ear.  This  method  also  will 
more  nearly  insure  against  any  increased  loss  of 
hearing  which  might  follow  operative  procedures 
on  the  middle  ear. 

We  do  not  routinely  use  skin  grafts  on  mastoid 
cavities  at  The  Mayo  Clinic,  but  in  the  aftercare 
we  strictly  avoid  packing  the  postoperative  cavity, 
as  it  is  our  opinion  that  this  practice  stimulates 
the  growth  of  excessive  granulations.  The  first 
dressing  is  allowed  to  remain  in  place  until  the 
fifth  day,  and  when  it  is  removed,  nothing  is  re- 
placed and  the  cavity  is  cleaned  of  secretions  by 
gentle  suction  and  the  use  of  alcoholic  solutions. 
We  dismiss  our  patients  about  three  weeks  after 
operation,  and  ask  them  to  return  for  observation 
in  approximately  six  months. 

CONCLUSIONS 

1.  Chronic  suppurative  otitis  media  is  distinct 
pathologically  and  clinically,  especially  from  any 
acute  process. 

2.  Wittmaack’s  theory  is  invaluable  in  integrat- 
ing clinical  and  pathologic  knowledge,  but  should 
not  be  an  object  of  blind  veneration. 

3.  Chronic  suppurative  otitis  media  may  be 
classified  clinically  so  as  to  separate  those  tvpes 
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which  are  amenable  to  treatment  from  those  in 
which  temporization  is  dangerous. 

4.  Several  details  of  medical  and  surgical  treat- 
ment, which  seem  to  be  worthy  of  sjiecial  atten- 
tion, have  been  given. 
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EXPERIENCE  WITH  CARE  OF  URINARY 
TRACT  INFECTIONS* 

William  R.  Hornaday.  M.D.,  Des  Moines 

In  spite  of  the  vast  amount  of  literature  on  this 
subject,  the  prolilem  of  urinary  tract  infections 
still  remains  with  us.  Because  of  the  great  num- 
ber and  variety  of  therapeutic  measures  in  vogue, 
one  is  forced  to  the  conclusion  that  no  single  one 
is  completely  efficacious.  The  practice  of  medicine 
deals  with  the  care  of  the  patient  and  this  empha- 
sizes the  fact  that  each  one  is  a problem  unto  him- 
self. They  should  not  be  thrown  together  and 
managed  as  a group.  Statistical  studies  are  inter- 
esting and  sometimes  helpful,  but  at  other  times 
one  wonders  as  to  their  value.  Nevertheless,  we 
should  encourage  experimental  study,  and  keep 
in  touch  with  our  clinics  and  hospitals  in  order  to 
enhance  the  fund  of  our  knowledge  which  in  turn 
will  accrue  to  the  interests  of  our  patients.  Briefly, 
urinary  tract  infections,  for  our  purposes,  can  he 
classified  into  the  acute  and  chronic  phases.  Vari- 
ations of  one  or  the  other,  of  course,  are  recog- 
nized. 

* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
State  Medical  Society,  Davenport.  May  8,  9.  10,  1935. 


ACUTE  PHASE 

The  acute  pha.se  of  urinary  tract  infections  is 
often  seen  in  the  young,  frequently  in  the  adult, 
and  less  seldom  in  the  aged.  A general  diagnosis 
may  invariably  be  made  when  the  picture  repre- 
■sents  a systemic  process  as  seen  in  a patient  with 
a temperature  of  102  degrees,  tenderness  in  the 
renal  area,  pus  and  blood  in  the  urine,  and  a his- 
tory of  one  to  six  weeks’  duration.  Such  a jia- 
tient  will  respond  and  recover,  under  general 
supportive  measures  such  as  those  prescribed  for 
pneumonia  or  typhoid  fever.  In  the  absence  of 
pain  or  colic  of  .stone  these  patients  should  be 
spared  measures  of  instrumentation  which  might 
further  deplete  their  resources  of  resistance  to 
the  septicemic  invasion.  We  feel  certain  that  er- 
rors of  omission  do  not  occur  especially  in  the 
early  .stages  of  urinary  infections,  having  in  mind 
the  use  of  the  cystoscope  and  the  ureteral  catheter. 
The  information  obtained  from  their  use  is  of 
doubtful  value  when  the  lesion  involves  the  renal 
cortex  only,  and  no  pcints  of  obstruction  are  en- 
countered in  ureters,  bladder,  or  urethra.  It  is 
imiiortant  to  remember  that  in  the  presence  of 
acute  urinary  infection  great  pain  does  not  exist. 
If  present,  it  is  not  outstanding,  if  there  is  no 
obstructive  factor  to  the  urinarv  stream.  There- 
fore. these  patients  should  he  spared  cystoscopy. 
With  the  advent  of  pain  and  other  signs  pointing 
to  obstruction,  the  picture  is  entirely  changed  and 
immediate  instrumentation  is  then  indicated. 

Acute  inflammatory  disease  as  it  applies  to  the 
kidneys,  bladder  and  prostate  in  the  male  is  a 
secondary  manifestation  of  an  infectious  lesion 
elsewhere;  upper  respiratory  tract  as  seen  in  the 
sinuses,  and  tonsils  or  abscesses  at  the  roots  of 
the  teeth  are  frequent  incriminating  sources. 
Then,  too,  the  gallbladder,  colon,  and  appendix 
should  come  under  suspicion.  We  have  seen  very 
few  instances  of  a preceding  history  of  furunculo- 
sis or  other  cutaneous  infections  as  reported  by 
Beer,  Kretschmer  and  others. 

Let  me  hasten  to  say  when  these  etiologic 
factors  are  recognized  they  should  not  be  attacked 
with  efforts  toward  elimination  until  the  patient 
is  well  advanced  in  the  convalescent  stage  toward 
recovery.  General  measures  of  support,  bed  rest, 
forced  liquids,  restricted,  bland,  nutriticus  diet,  to- 
gether with  local  aids  to  he  mentioned  later,  not 
only  help  to  correct  the  difficulty  wdthin  the  uri- 
nary tract,  but  have  a quieting  effect  on  distant 
foci  of  infection.  Well  do  I recall  the  instance  of 
a patient,  a physician,  fifty  years  of  age,  who  de- 
veloped a severe  acute,  nonspecific  prostatitis,  and 
who  required  about  four  weeks  for  his  recovery. 
Multiple  areas  of  infection  about  the  teeth  were 
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later  discovered  long  after  local  evidence  of  the 
prostatic  infection  had  disappeared. 

Not  infrequently  we  are  confronted  with  pa- 
tients who  are  sick  and  extremely  toxic  with  a 
high  daily  temperature  curve  of  103  degrees  or 
more,  and  no  suggestive  signs  of  remission.  We 
have  found  that  cystoscopy  and  ureteral  catheteri- 
zation in  these  patients  is  a life-saving  procedure, 
especially  when  there  is  defective  drainage  in 
either  the  upper  or  lower  ureter.  However,  if  the 
patient  is  in  a moribund  state,  intervention  is  of 
no  avail.  Care  should  be  exercised  not  to  induce 
reaction,  or  in  other  ways  add  to  the  load  with 
which  the  patient  is  already  burdened.  This  dis- 
tressing feature  is  prone  to  occur  if  the  patient  is 
apprehensive,  nervous,  or  suffering  from  symp- 
toms of  an  acute  bladder  infection.  Adequate 
narcosis  in  one  form  or  another  is  indicated.  It 
seems  to  me  this  is  very  important.  Perhaps  there 
is  no  other  class  of  jiatients  who  are  more  grateful 
than  those  who  are  spared  pain  and  distress  dur- 
ing and  following  instrumentation  of  the  urinary 
tract.  In  youngsters  the  administration  of  the 
barbiturates  instituted  twelve  hours  before  the  ex- 
amination, and  local  anesthesia  properly  adminis- 
tered at  the  time  of  examination,  is  all  that  is 
needed.  In  appropriate  dosage  the  barbiturates 
apply  equally  as  well  in  adults.  As  mentioned  last 
year  before  the  section  on  pediatrics,  complete 
cystoscopy  and  ureteral  catheterization  in  young- 
sters should  not  require  more  than  fifteen  minutes. 
If  facilities  have  been  previously  arranged,  as 
they  should  be,  many  of  these  examinations  can 
be  shortened  to  ten  minutes ; this  includes  both 
measures  in  treatment  and  diagnosis. 

The  fact  that  a urinary  tract  infection  produced 
by  a toxemia  or  generalized  infection  will  clear  up 
and  disappear  when  the  original  cause  has  been 
eradicated  is  conclusive  evidence  that  the  urinary 
tract  is. normal  from  an  anatomic  standpoint,  that 
is,  there  are  no  anomalous  or  acquired  defects. 
It  is  also  significant  that  the  patient  is  harboring 
no  stones,  malignancy,  or  tuberculosis. 

CHRONIC  PII.\SE 

Too  frequently,  however,  we  are  faced  with  the 
situation  where  the  condition  is  described  as  a 
chronic  or  relajising  type  of  an  acute  process.  An 
occasional  attack  of  mild  hematuria  may  be  ob- 
tained in  the  history,  and  it  may  reapjiear  from 
time  to  time.  The  presence  of  j)us  and  blood  in 
the  urine  is  always  significant  and  calls  for  an  ac- 
curate and  exacting  diagnosis  and  not  for  the  ad- 
ministration of  methenamine  and  other  antisei)tics 
by  mouth.  Of  course,  we  are  all  grateful  when 
the  patient’s  synqitoms  are  relieved,  Init  it  should 
always  be  ex])lained  to  him  that  the  future  is  dan- 
gerous if  the  cause  of  his  trouble  remains  un- 


known. With  the  advent  of  intravenous  uro- 
graphy, clearer  delineation  of  the  x-ray,  cysto- 
scopic,  and  laboratory  data,  all  of  these  patients 
should  be  spared  the  element  of  uncertainty.  The 
terms  pvuria,  hematuria,  cystitis,  and  even  urinary 
infection  are  not  truly  diagnostic — wdien  by  x-ray 
and  cystoscopy  a stone  in  the  right  kidney  is  dis- 
covered or  it  may  be  a waving  papilloma  attached 
to  the  wall  of  the  bladder  which  when  once  seen 
is  not  easily  forgotten.  The  so-called  chronic  uri- 
nary infections,  especially  if  of  very  long  standing, 
usually  turn  out  to  be  tuberculosis  of  one  or  both 
kidneys.  Recently  a man  thirty-seven  years  of 
age  applied  for  life  insurance.  To  his  apparent 
surprise,  his  acceptance  was  delayed  because  there 
were  a few  pus  cells  in  the  urine.  He  had  not 
thought  it  necessary  to  mention  that  an  operation 
had  been  done  seventeen  years  before  for  the  re- 
moval of  a right  testicle.  A simple  chronic  infec- 
tion of  the  jirostate  gland  was  suspected  at  first 
and  treatment  was  instituted  for  correction.  Un- 
fortunately, however,  the  urine  continued  to  show 
pus,  and  further  search  revealed  a focus  of  infec- 
tion in  the  right  kidney  with  tubercle  bacilli.  The 
pyuria  in  this  instance  had  existed  for  many  years. 

Occasionally  coexistent  pathology  can  occur  in 
the  genito-urinary  tract  which  will  be  indei>end- 
ent  of  the  original  complaint.  For  example,  a 
patient  was  seen  during  our  early  years  in  prac- 
tice in  w'hom  a positive  diagnosis  of  a specific 
urethritis  w’as  made.  The  response  to  local  treat- 
ment proved  stubborn  due  to  the  presence  of 
multiple,  long  standing  strictures  of  the  urethral 
canal.  For  one  rea.son  or  another  sounds  were 
not  used  until  later,  and  these  combined  with  an 
x-ray  film  revealed  the  jiresence  of  a fairly  large 
vesical  calculus,  much  to  our  surjirise  and  chagrin. 
The  dictum  as  enunciated  by  Keyes  years  age  was. 
"make  a diagnosis  but  be  prepared  to  alter  or 
change  it  for  a new  one  if  the  occasion  demands." 
In  this  particular  instance  the  original  diagnosis 
was  correct  with  the  addition  of  a new  discovery. 

GENERAL  CONSIDERATIONS 

A large  jiercentage  of  patients  suffering  from 
urinary  infections  are  seen  by  those  engaged  in 
general  ])ractice.  This  is  as  it  should  be  and  the 
general  practitioner  should  be  encouraged.  It  is 
gratifying  to  come  in  contact  with  those  who  are 
handling  their  patients  in  an  acce]ited  and  scien- 
tific manner.  All  who  deal  with  urinary  tract  in- 
fections should  actively  use  the  microscope,  and 
along  with  the  microscoiK*  and  almost  aiually  as 
important,  is  the  diligent  use  of  the  urethral  cathe- 
ter. One  should  never  arrive  at  the  decision  that 
his  patient  has  pyuria  or  hematuria  in  the  ah.sence 
of  a catheterized  specimen.  If  culture  studies  are 
to  be  made  as  thev  should  be,  the  catheter  then  is 
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indispensable.  These  procedures  in  practice  are 
common  knowledge  to  all  of  us,  but  they  are  so 
important  that  it  seems  to  me  they  bear  repetition 
time  and  time  again.  If  the  patient  has  a bacillary 
type  of  infection  (about  70  per  cent  of  all  infec- 
tion is  this  type) , it  is  essential  to  know  which  type 
of  colon  organism  is  present  and  whether  it  is  of 
the  aerogenes  or  communis  groups.  The  aero- 
genes  type  does  not  respond  to  the  ketogenic  diet, 
while  in  the  latter  this  dietary  management  is  al- 
most specific.  If  the  culture  of  the  urine  proves 
to  be  negative,  a characteristic  of  tuberculous  in- 
fections, it  would  be  a serious  mistake  to  place  the 
patient  on  the  ketogenic  diet.  We  have  not  viewed 
such  an  instance.  However,  with  the  more  preva- 
lent use  of  this  form  of  therapy  in  the  future,  cau- 
tion should  be  exercised  to  see  that  tuberculosis 
does  not  exist.  There  are  many  other  interesting 
features  we  would  like  to  refer  to  but  time  will 
not  permit. 


LOCAL  MEASURES 


procedures  involving  tbe  urinary  bladder  and 
renal  pelvis,  where  evidence  of  infection  is  pres- 
ent. If  this  is  done  more  lives  will  be  saved. 


CONCLUSIONS 

Acute  urinary  tract  infections  in  the  early  stages 
respond  best  to  general  measures  in  treatment. 
In  the  presence  of  pain  or  other  signs  or  symp- 
toms pointing  to  obstruction  intervention  should 
not  be  delayed.  An  accurate  diagnosis  is  abso- 
lutely essential  in  all  types  of  long  standing  in- 
fection if  a favorable  outcome  is  to  be  anticipated. 
Local  measures,  such  as  lavages,  etc.,  accentuate 
the  pendulum  toward  recovery. 


604  Locust  Street. 
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When  urethral  tools  are  employed  in  the  pres- 
ence of  urinary  tract  infections,  chills  with  high 
temperature  elevation  are  likely  to  be  precipitated. 
Preventable  to  a certain  extent,  they  are  prone 
to  appear  when  least  expected  and  the  onset  oc- 
curs at  a time  when  the  patient  is  in  a state  of 
fairly  well  being.  It  is  impossible  to  say  when  a 
chill  may  or  may  not  occur,  so  the  patient  should 
always  be  apprised  of  this  risk.  A note  of  warning 
given  in  advance  by  the  physician  will  relieve  the 
situation  for  the  patient  and  everyone  concerned. 
The  intravenous  use  of  salihexin  or  methenamine 
before  instruments  are  passed  will  usually  prevent 
these  chills.  Bladder  lavages  appear  to  exert  a 
beneficial  influence  in  cases  of  pyelitis  of  infancy 
and  early  childhood,  especially  if  performed  be- 
fore cystoscopy.  Irrigations  are  helpful  in  acute 
cystitis  in  the  absence  of  stones  or  malignancy. 
If  sevei'e  hemorrhage  or  retention  is  present,  pro- 
visions should  be  made  for  continuous  free  drain- 
age following  the  irrigations.  Bladder  lavages  are 
particularly  useful  in  clearing  up  cases  of  puru- 
lent cystitis  associated  with  or  following  prostatic 
resection,  or  from  other  causes  in  the  absence  of 
urinary  retention.  I should  like  to  say  just  a 
word  with  reference  to  mechanics.  A sufficient 
volume  of  warm  distilled  water  or  boric  acid 
solution  should  be  allowed  to  flow  in  and  out 
in  order  to  secure  a complete  cleansing  effect.  In- 
stillations of  five  per  cent  mild  silver  protein  or 
one-half  to  one  per  cent  aqueous  mercurochrome 
help  to  hasten  the  healing  process.  The  results 
obtained  will  vary  directly  to  the  skill  in  the  ad- 
ministration. If  at  all  possible,  lavages  should  be 
a part  of  the  routine  preliminary  to  open  surgical 
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PREOPERATIVE  AND  POSTOPERATIVE 
CARE  OE  THE  THYROID  PATIENT* 


F.  B.  Dorsey,  Jr.,  M.D.,  Keokuk 

In  the  practice  of  modern  medicine,  a careful, 
painstaking  history  and  thorough  physical  exam- 
ination is  a prerequisite  to  the  proper  care  of  any 
patient.  Especially  is  this  true  with  the  thyroid 
patient  because  hyperthyroidism  in  itself  produces 
no  pain  but  tends  to  aggravate  any  abnormal  con- 
dition with  which  it  is  associated,  either  functional 
or  organic  in  character,  and  the  clinician’s  atten- 
tion may  be  attracted  only  to  the  associated  con- 
dition and  permit  for  too  long  this  very  important 
pathologic  condition  to  go  unrecognized.  This  too 
frequently  happens  when  the  condition  is  asso- 
ciated with  some  acute  abdominal  disorder,  acute 
psychosis  or  diabetes.  Time  does  not  permit  the 
reviewing  of  the  diagnostic  points  here. 

Single  basal  metabolic  readings  are  of  little 
value ; onlv  repeated  readings  by  a competent  tech- 
nician under  proper  conditions  aid  in  the  diagnosis 
of  borderline  cases.  In  the  presence  of  cardiac 
decompensation,  the  readings  are  inaccurate.  It 
must  be  remembered  that  this  test  is  only  one 
factor  in  the  examination  of  the  patient,  and  that 
there  are  exceptions  to  the  so-called  normal  read- 
ings : that  is,  a minus  ten  or  twelve  may  be  normal 
for  that  particular  patient,  and  anything  above 


* Presented  before  the  Eighty-fourth  Annual  Session,  Iowa 
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that  may  denote  hyperthyroidism.  There  is  also 
a marked  difference  between  hypermetabolism  and 
hyperthyroidism  so  that  even  if  a patient  has  an 
enlarged  thyroid  gland  and  a high  basal  metabolic 
reading,  but  little  or  no  clinical  evidence  of  hyper- 
thyroidism, thyroidectomy  promises  little  or  no 
relief,  especially  if  the  diastolic  blood  pressure  is 
' 110  or  more,  because  this  case  belongs  to  the  so- 

called  hypertension  group  of  cases.  Hypermetab- 
! olism  too  is  often  present  in  lymphatic  leukemia, 
polycythemia,  pernicious  anemia,  etc.,  so  that 
blood  examinations  and  clinical  findings  will  rule 
them  out,  but  it  is  well  to  keep  in  mind  that  achlor- 
I hydria  and  an  enlarged  spleen  may  occasionally  be 
present  in  hyperthyroidism.  Basal  metabolic  read- 
ings are  of  little  or  no  value  in  the  determination 
of  operability  and  prognosis;  only  your  full  clin- 
ical findings  and  experience  can  do  that.  The 
impedance  angle  test  of  M.  A.  B.  Brazier,  while 
yet  to  be  confirmed,  promises  to  be  a more  reliable 
test  than  the  basal  metabolic  reading  for  hyper- 
thyroidism. 

Sometimes  the  use  of  the  therapeutic  test  in 
some  of  the  borderline  cases  will  help  clear  up  the 
diagnosis ; namely,  with  the  use  of  some  form  of 
iodine,  the  hyperthyroid  case  will  improve,  and  the 
anxiety  neurotic  case  will  not. 

PREOPERATIVE  CARE 

The  preparation  of  the  hyperthyroid  case  for 
I operation  should  include  the  following  steps  : 

1.  Rest;  the  patient  should  be  in  the  hospital 
I three  to  five  days  or  more  prior  to  the  operation. 

2.  Fluid  intake ; should  be  encouraged,  mini- 
mum not  less  than  3,000  cubic  centimeters  in 
twenty-four  hours. 

3.  Diet;  should  be  rich  in  fresh  fruits,  fresh 
vegetables  and  well-cooked  cereals ; if  the  blood 
pressure  is  high,  it  may  be  wise  to  limit  the  salt  and 
protein  intake. 

4.  Frankly  inform  the  patient  about  the  opera- 
tion and  instill  confidence. 

5.  IMedication  for  the  condition  and  its  various 
complications  follow. 

In  toxic  diffuse  goiter  Lugol’s  solution  should 
be  given  for  five  days  or  more  or  until  the  maxi- 
mum effect  is  obtained,  but  it  should  not  be  con- 
tinued over  a long  period  of  time.  The  maximum 
effect  usually  appears  in  five  to  fifteen  days.  In 
moflerately  severe  cases,  the  dose  should  be  five 
to  ten  drops  three  times  a day  depending  on  the 
condition.  In  severe  cases  with  gastro-intestinal 
and  mental  crises,  larger  doses  given  more  fre- 
quently are  advisable.  This  will  control  the  vom- 
iting, diarrhea,  etc.,  lower  the  pulse  rate,  lower  the 
basal  metabolic  reading,  and  quiet  the  patient  in 
a few  days.  Lugol’s  solution  should  be  given  in 
fruit  juices,  as  orange,  grape,  rasjiberry,  cran- 


berry or  pineapple  juice  or  in  milk,  using  at  least 
a half  glass.  If  Lugol’s  solution  cannot  be  taken 
by  mouth  it  may  be  given  per  rectum  using  Lugol’s 
solution,  one  dram,  normal  salt  solution,  one  pint, 
and  corn  syrup,  one  ounce.  This  should  be  ad- 
ministered by  the  drop  method  and  repeated  every 
six  hours.  In  severe  cases  wFere  Lugol’s  solution 
cannot  be  given  by  mouth,  especially  when  emer- 
gency complications  occur,  sodium  iodide,  2.0 
grams  (31  grains)  in  20.0  cubic  centimeters  of 
distilled  water  should  be  given  intravenously.  In 
toxic  nodular  goiter  Lugol’s  solution  usually  need 
not  be  given  over  so  long  a preoperative  period. 
Usually  three  to  five  days  suffices,  x^fter  the 
patient  has  received  Lugol’s  solution,  focal  infec- 
tions if  present  may  be  looked  after.  However,  in 
some  cases  it  may  be  advisable  to  do  this  postop- 
eratively. 

For  edema  if  the  urine  contains  no  or  few  casts, 
we  may  give  salyrgan  in  2.0  cubic  centimeter  doses 
intravenously  or  intramuscularly,  every  second  or 
third  day.  This  not  only  relieves  the  edema  but 
also  acts  favorably  on  toxicity.  If  the  plasma  pro- 
tein content  of  the  blood  is  below  the  critical  level 
producing  edema,  then  blood  transfusion  is  indi- 
cated and  the  edema  quickly  responds. 

The  indicated  medication  for  myocarditis  with 
decompensation  is  digitalis  leaves,  grains  I-Il,  or 
tincture  of  digitalis,  2.0  cubic  centimeters  by 
mouth,  or  digifoline  2.0  cubic  centimeters,  intra- 
venously or  intramuscularly  every  four  hours  or 
until  the  full  digitalis  effect  is  obtained.  We  then 
give  strychnine  sulphate,  grains  1/30  every  four 
hours  for  three  or  four  days,  and  repeat  the  digi- 
talis dose  if  necessary.  The  patient  should  not  be 
operated  upon  for  at  least  four  or  five  days  after 
the  last  dose  of  digitalis  is  given. 

For  nervousness  we  prescribe  luminal,  grains 
one-half  to  one  and  one-half,  followed  by  a half 
glass  of  water  in  the  morning  and  evening,  and  if 
necessary  at  noon.  If  one  wishes  to  induce  sleep, 
the  dose  is  ipralidon  (Squibb),  grains  five  and  if 
the  patient  is  not  asleep  in  three  hours,  this  dose 
may  be  repeated,  or  he  may  be  given  a supposi- 
tory containing  codeine  and  trionol.  The  night 
before  the  operation  we  give  sodium  ipral,  four 
grains  and  if  necessary  repeat  this  dose  in  two 
hours.  Two  hours  before  the  operation  we  give 
another  four  grains  of  sodium  ipral,  and  from 
1/6  to  grain  of  morphine  with  1/150  grain  of 
atropine  forty-five  minutes  before  the  operation. 
We  do  not  use  scopolamine  because  too  many 
people  have  an  idiosyncrasy  for  the  drug  . 

The  ligation  of  the  superior  or  inferior  thyroid 
artery  including  the  poles,  either  under  local  or 
gas  anesthesia,  is  indicated  now  only  in  very  toxic 
cases  which  are  iodine  resistant.  These  are  usually 
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in  children  and  are  very  rare.  After  ligation  it  is 
advisable  to  wait  at  least  six  or  eight  weeks  before 
performing  a thyroidectomy. 

Large  doses  of  Lugol’s  solution  are  indicated 
prior  to  operation  in  those  thyrotoxic  cases  with 
acute  emergencies.  If  contraindicated  Lugol’s 
solution  should  he  given  rectally,  or  sodium  iodide 
intravenously.  Our  procedure  is  to  operate  at  once 
for  the  acute  condition,  and  give  'fluids,  glucose 
and  iodine  postoperatively  until  the  toxic  symp- 
toms subside.  After  the  patient  recovers  from  the 
acute  condition,  we  jierform  a subtotal  thyroid- 
ectomy. 

W'hen  patients  who  have  been  ojierated  upon 
for  some  malady  other  than  thyroid  disease  de- 
velop symptoms  out  of  projiortion  to  the  opera- 
tion. such  as  marked  restlessness,  an  exceedingly 
high  temperature,  or  rapid  pulse,  especially  if 
auricullar  fibrillation  is  present,  we  give  iodine, 
orally,  rectally,  or  intravenously,  and  force  fluids. 

Diabetic  patients  are  occasionally  thrown  into 
sudden  coma  as  the  result  of  hyperthyroidism.  If 
a diabetic  patient  does  not  respond  to  diet  and 
insidin,  one  should  immediately  think  of  hyper- 
thyroidism. If  this  condition  is  found  to  he  pres- 
ent, iodine  should  be  given  even  if  the  patient  is  in 
a coma,  with  glucose  and  insulin  given  intraven- 
ously, if  necessary,  in  the  form  of  sodium  iodide. 

Patients  with  thyrotoxic  delirium  are  poor 
surgical  risks  and  should  receive  the  usual  pre- 
liminary treatment  for  hyperthyroidism  plus  blood 
transfusions  and  sedatives.  On  the  day  of  opera- 
tion after  the  delirium  has  subsided  we  give  large 
doses  of  Lugol’s  solution. 

Hemiplegia  developing  in  a toxic  diffuse  goiter 
case  is  no  contraindication  to  operation. 

If  the  thyroid  gland  is  toxic  in  the  early  months 
of  pregnancy  we  give  large  doses  of  Lugol’s  solu- 
tion, and  if  it  is  still  toxic  we  perform  a subtotal 
thyroidectomy  or  lobectomy  as  indicated.  Here 
the  danger  of  miscarriage  is  not  great.  If  a 
goiter  becomes  toxic  in  the  latter  months  of  preg- 
nancy and  does  not  respond  to  Lugol’s  solution 
(which  is  seldom),  it  is  less  hazardous  to  do  a 
rapid  cesarean  section  after  which  the  toxicity 
usually  subsides.  Thyroidectomy  in  the  latter 
months  of  pregnancy  is  more  hazardous  because  of 
the  increased  vascularity  due  to  pregnancy  jilus 
that  due  to  toxic  goiter,  and  especially  because  of 
the  danger  of  the  premature  induction  of  labor  in 
addition  to  the  effect  of  the  toxic  thyroid  gland. 
Subtotal  thyroidectomy  should  be  done  as  soon  as 
the  patient  recovers  from  pregnancy. 

Collapse  of  the  trachea  usually  occurs  in  those 
old  cases  with  large  toxic  nodular  goiters,  which 
have  produced  a softening  of  the  tracheal  ring. 
If  such  is  the  case  it  is  much  safer  to  do  a lobec- 


tomy and  then  later  remove  the  other  lobe,  as  my 
experience  has  been  that  collapse  seldom  if  ever 
occurs. 

POSTOPERATIVE  CARE 

As  soon  as  the  patient  is  returned  to  his  room 
after  the  operation,  he  should  be  given  1,000  cubic  u 
centimeters  of  a five  per  cent  glucose  normal  salt  I| 
solution,  with  five  to  ten  units  of  insulin  by  hypo-  « 
dermoclysis.  A proctoclysis  consisting  of  corn  ’ 
syru]),  one  ounce,  and  Lugol’s  solution,  one  dram 
to  one  pint  of  normal  salt  solution,  may  he  given  i 
by  the  drop  method  every  six  hours.  Hot  and  i 
later  cool  water  may  be  given  when  the  patient  is 
able  to  retain  it : fruit  juice  with  Lugol’s  solution 
may  he  given  as  soon  as  it  can  be  retained,  fol- 
lowed by  cooked  cereal,  etc.  Morphine  sulphate,  ji 
grains  1/6  to  J4  with  atropine  sulphate,  grains  j 
1/150  should  he  given  for  pain  or  restlessness. 
Another  combination  is  ipralidon  with  strychnine, 
grains  1 30  every  four  hours.  If  necessary  a ten 
per  cent  glucose  normal  salt  solution  may  be  given 
intravenously  using  800  to  1,000  cubic  centimeters, 
and  fifteen  to  twenty  units  of  insulin.  Of  course 
the  bed  rest  should  be  elevated  on  the  patient’s 
return  to  bed.  Crises  occur  rarely,  hut  when  they 
do,  if  the  patient  is  properly  prepared,  we  give 
Lugol's  solution  orally  or  rectally,  or  if  necessary, 
sodium  iodide  intravenously.  If  the  patient  has 
a high  degree  of  fever  he  should  be  placed  in  a 
bathtub  of  water,  and  packed  in  about  fifty 
])ounds  of  cracked  ice. 

Aphonia  may  be  the  result  of  an  inflammatory 
reaction,  or  it  may  be  toxic  in  origin,  and  if  such 
is  the  case,  it  will  disappear  within  four  months. 

If  forceps  are  applied  to  the  lobe  before  cutting 
there  is  less  danger  of  injury  to  the  recurrent 
laryngeal  nerve,  because  pressure  on  this  nerve 
immediately  produces  a dififerent  type  of  breath- 
ing, warning  you  to  release  the  clamp  before 
damage  is  done.  If  tracheitis  occurs,  we  give 
morphine  sulphate,  1 T6  grain,  atropine  sulphate,  ; 
1/300  grain,  every  three  hours  and  calcidin  troches  ! 
every  hour  or  two.  We  instruct  our  patients  to  | 
continue  Lugol’s  solution  for  six  to  twelve  months 
after  operation. 

We  have  seen  tetany  occur  in  a few  cases  pre-  i 
operatively,  and  thought  it  due  to  toxins  from  tlie  ' 
toxic  goiter,  and  we  have  seen  it  occur  following  i 
thyroidectomy  in  cases  where  we  felt  reasonably  ( 
certain  that  the  parathyroid  gland  had  not  been  !* 
removed.  If  tetany  does  occur  we  prescribe  either  > 
calcium  gluconate  by  mouth  or  intravenously,  or 
calcium  lactate  in  one  to  two  dram  doses  with 
lactose,  one  to  two  ounces  in  diluted  lemon  juice 
three  times  a day,  and  if  necessary  Collip’s  para- 
thor-mone,  starting  with  twenty  unit  doses  and 
increasing  the  dose  until  the  condition  is  con- 
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trolled.  In  every  case  of  subtotal  thyroidectomy 
the  gland  should  be  inspected  to  see  if  any  para- 
thyroid glands  have  been  removed,  and  if  one  is 
' found  it  should  be  transplanted  in  the  belly  of  the 
sternocleidomastoid  muscle. 

Postoperative  parotitis  can  usually  be  avoided 
i by  proper  hygiene  of  the  mouth  and  by  the  pre- 
f vention  of  dehydration.  A very  simple  but  effi- 
cient way  to  keep  the  mouth  moist  is  to  allow  the 
r|  patient  to  chew  gum.  If  postoperative  parotitis 
occurs  the  early  application  of  radium  as  advo- 
cated by  Dr.  Fred  Rankin  is  probably  the  most 
ji  effective,  "four  applications  of  radium  of  eight 
< hours  duration  at  eight  hour  intervals  using  four 
i fifty  milligram  tubes." 

j Pulmonary  edema  is  an  alarming  symptom  and 
' as  soon  as  cyanosis  begins  to  appear  the  patient 
should  be  put  in  an  oxygen  tent.  If  this  is  not 
available,  one  should  follow  Barach’s  suggestion ; 
' namely,  using  two  No.  10  French  catheters  with 
six  or  eight  perforations  in  the  end.  These  should 
be  fastened  in  the  nose  and  five  liters  of  oxygen 
per  minute  should  be  permitted  to  flow  in  either 
side.  The  catheters  should  be  cleaned  every  twelve 
hours  and  one  can  use  the  common  commercial 
high  pressure  tank  with  calibrated  gauge  for  this 
purpose.  Here  the  inspired  air  under  such  cir- 
cumstances contains  about  thirty-seven  cubic 
centimeters  of  oxygen  a minute. 

Certain  patients  have  very  definite  evidences  of 
hyperthyroidism  at  varying  periods  of  time  after 
a subtotal  thyroidectomy  has  been  performed. 
Some  are  frankly  toxic  and  the  diagnosis  is  clear; 
some  are  mildly  toxic  and  careful  study  may  be 
required  for  diagnosis.  Hyperthyroidism  follow- 
ing thyroidectomy  may  be  a recurrence  but  is 
usually  simply  a persistence  of  the  disease  due  to 
failure  to  remove  sufficient  thyroid  tissue  and 
perhaps  failure  to  remove  a focal  infection  which 
may  have  been  an  etiologic  factor  in  the  primary 
condition.  Occasionally  an  accessory  thyroid 
gland  is  found  at  the  base  of  the  tongue,  in  the 
axilla  or  the  groin,  and  may  be  toxic.  If  so,  this 
may  be  removed,  but  one  should  always  leave 
some  functioning  thyroid  tissue  somewhere  in  the 
body.  The  important  feature  is  not  how  much 
1 gland  tissue  is  removed,  but  how  little  is  left.  As 
a rule,  three  months  after  thyroidectomy,  the  basal 
metabolic  rate  should  be  normal  and  there  should 
he  little  or  no  evidence  of  Inqierthyroidism.  If 
three  months  after  the  operation  the  patient  still 
has  a high  basal  metabolic  rate  and  other  corrob- 
orative symptoms,  we  give  ten  to  twenty  drops  of 
Fugol’s  solution  daily,  anrl  have  the  patient  return 
in  six  weeks  for  another  examination.  If  evi- 
dence of  hyperthyroidism  jiersists,  further  re- 
moval of  gland  tissue  is  indicated. 


In  true  hyjiothyroidism  in  the  adult,  the  basal 
metabolic  rgte  is  usually  below  minus  twenty-five, 
the  blood  cholesterol  is  200  milligrams  or  over, 
other  clinical  evidences  are  present,  and  the  pa- 
tients respond  to  thyroid  medication.  Patients 
with  a low  basal  metabolic  rate,  with  little  or  no 
clinical  evidence  of  hypothyroidism,  and  with  a 
normal  amount  of  cholesterol  in  the  blood  (150 
milligrams  or  below),  will  not  improve  with 
thyroid  therapy  because  they  have  a non-myxed- 
ematous  type  of  hypothyroidism.  It  is  well  to 
remind  you  that  there  is  a difference  between 
hypometabolism  as  often  seen  in  cases  of  ne- 
phrosis, psychoneuroses,  obesity,  and  undernutri- 
tion, especially  in  certain  types  of  wasting  diseases, 
anemia,  etc.,  and  true  hypothyroidism. 

There  are  varying  degrees  of  lack  of  function 
of  the  thyroid  gland  which  may  follow  not  only 
an  operation  but  the  use  of  x-ray  or  radium  and 
infection.  One  of  the  most  diagnostic  signs  is 
puffs  to  the  outer  angle  of  the  eye.  not  under  the 
eye.  There  is  an  increase  in  the  general  bulk  of 
the  body ; a firm  inelastic  swelling  of  skin  which 
does  not  pit  on  pressure ; dry  rough  skin,  and  the 
lines  of  expression  of  the  face  may  be  obliterated. 
These  patients  have  coarse  features,  broad  thick 
lips,  broad  thick  nose  ; marked  slowness  of  thought 
and  action,  defective  memory,  dry  falling  hair, 
subnormal  temperature,  pads  of  supraclavicular 
fat,  thick,  slurring  speech,  and  no  axillary  perspira- 
tion. In  the  female  we  commonly  find  menstrua- 
tion absent  or  very  irregular.  We  have  seen  two 
markedly  severe  cases  with  convulsive  seizures 
similar  to  epilepsy  occurring  as  often  as  eight  to 
ten  times  in  a morning.  These  seizures  disappeared 
after  thyroxin  was  taken,  and  reappeared  after 
the  thyroxin  was  discontinued.  One  patient  had 
had  a portion  of  her  thyroid  gland  removed  twice 
at  the  University  clinic,  and  the  other  one  had  re- 
ceived treatment  in  one  of  the  largest  clinics  in 
the  country.  Treatment  in  such  cases  consists  of 
thyroxin  or  thyroid  extract.  We  should  remem- 
ber that  the  average  discharge  of  thyroxin  per 
twenty-four  hours  in  the  adult  is  .33  milligrams, 
and  that  one  milligram  of  thyroxin  usually  pro- 
duces a three  jier  cent  increase  in  the  basal  metab- 
olic readings. 


THE  RELATIONSHIP  BETWEEN  THE 
INDUSTRIAL  SURGEON,  THE 
INSURANCE  COMPANY  AND 
THE  EMPLOYEE* 

William  C.  Goenne,  M.D.,  F.A.C.S.,  Daveniiort 
'I'he  ])assage  of  the  comjiensation  laws  in  the 
different  states  brought  into  existence  insurance 
conqianies  who  are  writing  comiiensation  insur- 

• Presented  before  the  P^ijrhty-fourth  Annual  Session,  Iowa 
State  Medical  Society.  Davenport.  May  8.  9.  10,  1935. 
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ance,  and  presented  us  with  the  problem  of  the 
injured  employee  who  knew  he  was  going  to  get 
compensation  and  tried  to  secure  more  than  he 
was  entitled  to.  It  has  also  created  the  industrial 
surgeon  who  acts  as  a buffer,  if  you  wish  to  call 
it  such,  betiyeen  the  insurance  company  and  the 
injured  employee. 

I think  possibly  I will  say  a few  words  first  in 
regard  to  the  insurance  companies.  Naturally, 
they  are  interested  in  having  physicians  who  take 
care  of  their  work  to  be  those  who  have  had  a 
certain  amount  of  training  in  handling  industrial 
cases.  Therefore,  they  expect  certain  definite 
treatment  for  their  injured  employees.  They  ex- 
pect them,  the  physicians,  to  answer  all  calls  as 
promptly  as  they  can,  make  a very  thorough  exam- 
ination, determine  whether  that  patient  shall  be 
sent  to  the  hospital  or  whether  he  can  be  treated  at 
home,  or  whether  the  patient  can  come  to  the  office 
for  treatment.  They  also  expect  the  attending 
physician  to  take  x-ray  pictures  whenever  it  is 
necessary,  and  to  make  such  check-up  x-rays  as 
are  required.  However,  they  assume  that  the 
attending  physician  will  not  take  more  pictures 
than  are  necessary.  They  also  expect  a certain 
amount  of  laboratory  work  and  an  adequate  num- 
ber of  dressings  for  any  injured  employee.  If 
the  patient  is  sent  to  the  hospital,  they  naturally 
feel  that  the  attending  physician  will  discharge 
that  patient  as  soon  as  his  condition  warrants.  In 
other  words,  summing  up  the  attitude  of  the  insur- 
ance companies,  they  expect  the  attending  physi- 
cian to  return  this  man  to  his  employment  in  the 
best  physical  condition  possible,  in  the  shortest 
length  of  time,  and  with  the  least  possible  expense. 

The  injured  employee,  on  the  other  hand,  has  an 
entirely  different  viewpoint.  He  thinks  first  of 
all,  “How  long  am  I going  to  be  off?”  He  doesn’t, 
at  the  time  of  injury,  take  into  consideration  the 
severity  of  his  injury  or  the  difficulty  which  the 
attending  physician  is  going  to  have  in  repairing 
that  injury.  After  the  physician  has  done  all  that 
he  possibly  can  for  this  injured  employee,  he  be- 
gins to  think,  “How  much  compensation  am  I go- 
ing to  get?”  and  when  the  doctor  tells  him  it  is 
possibly  ten  per  cent  or  fifty  per  cent,  in  very  many 
cases  he  would  like  to  get  at  least  twice  that  much, 
if  possible. 

At  this  point  the  physician  enters,  acting  as  a 
buffer  between  the  insurance  company  and  the  in- 
jured employee.  It  is  of  paramount  importance 
for  the  physician  to  be  impartial  and  forget  the 
fact  that  the  insurance  company  is  going  to  pay 
the  charges.  He  must  make  a report  commensur- 
ate with  the  amount  of  injury  or  amount  of  dis- 
ability that  resulted.  I recently  had  occasion  to 
examine  a man,  and  I reported  a 75  per  cent  loss 
of  function  in  his  leg.  The  insurance  ‘company 


offered  this  gentleman  30  per  cent.  That  illus- 
trates very  clearly  a physician’s  position.  The 
insurance  company  is  dissatisfied  with  you  for  esti- 
mating a 75  per  cent  disability  when  they  think  it 
should  be  30  per  cent,  and  the  man  is  dissatisfied 
with  75  per  cent,  when  he  feels  that  he  should  get 
100  per  cent. 

In  conclusion.  I hope  you  will  bear  in  mind  that  I 
a very  definite  relationship  does  exist  between  the  ' 
industrial  surgeon,  the  insurance  company,  and  ' 
the  employee. 

Discussion 

Dr.  Frank  M.  Keefe,  Clinton:  The  scope  of  this 

subject  is  of  such  magnitude,  that  in  the  few  moments 
allotted  to  me  I can  only  dwell  on  the  salient  points  I 
relative  to  the  relationship  between  the  industrial  i 
surgeon,  the  insurance  company  or  carrier,  and  the  i 
employee.  The  impoi'tance  of  it  should  force  the  at- 
tention of  every  physician  who  elects  to  treat  indus- 
trial cases. 

The  physician  who  has  a liking  for  industrial  prac- 
tice and  whose  contact  shows  a gradual  enlargement 
soon  finds  himself  devoting  his  full  time  to  his  en- 
deavor, although  not  full  time  in  any  one  corporation. 
The  physician  or  surgeon  dealing  with  diversified  in- 
dustries rapidly  develops  a wealth  of  experience. 

Fundamentally,  all  employees  are  entitled  to  the 
same  standard  of  medical  supervision  and  service,  ' 
irrespective  of  the  size  of  the  company.  The  majority 
of  employees  do  not  know  the  compensation  law. 
Notices,  properly  displayed,  of  the  compensation  act 
would  be  of  great  value  to  the  employees  as  well  as 
the  employer.  Employees  should  be  sent  to  a desig- 
nated physician,  and  a workingman  should  not  choose 
his  own  physician.  This  practice,  I believe,  is  danger- 
ous. Although  the  man  may  be  qualified  as  a family  ; 
doctor,  he  may  not  be  qualified  as  an  industrial  sur-  • 
geon,  and  the  reverse,  of  course,  is  true.  The  compen- 
sation should  be  thoroughly  explained  to  them.  They  ; 
are  frequently  misled  by  false  information  which  re- 
sults in  legal  procedure,  generally  resulting  in  the  ' 
loss  of  position  and  money.  Trivial  as  well  as  major  ; 
injuries  should  be  reported.  Too  much  cannot  be  ex- 
pected of  the  average  employee  whose  chief  aim  is 
making  enough  money  to  support  his  family. 

As  for  the  insurance  company  or  carrier,  by  far  the 
ideal  arrangement  is  the  self-insured,  and,  from  the 
surgeon’s  standpoint,  this  plan  is  carried  out  by  a , 
great  many  of  the  railroad  trunk  lines  under  the 
direct  supervision  of  a chief  surgeon  who,  in  turn, 
reports  to  the  claim  department.  They  comply  with 
the  various  state  compensation  acts,  and  their  set- 
tlements are,  as  a rule,  satisfactory  with  the  disabled 
employee.  Their  safety  first  plan  has  worked  to  an 
advantage  to  both  the  employee  and  the  employer. 

As  for  the  mutual  and  stock  companies,  we  have  all 
had  our  pleasant  and  unpleasant  experiences  with 
them;  all  the  way  from  cutting  your  fees  by  some 
subordinate  trying  to  make  a name  for  himself,  to 
questioning  you  as  to  your  professional  ability,  hon- 
esty or  judgment  on  the  severity  of  the  case,  whereas 
if  they  would  conduct  their  owm  department  and  let 
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the  surgeon  work  with  them  conjointly,  the  whole  sit- 
uation would  be  more  harmonious  and  probably  more 
economical. 

The  insurance  company  has  its  troubles,  too,  be- 
cause we  have  been  careless  in  not  reporting  cases 
early  and  not  being  specific  in  our  reports,  description 
of  injuries  and  the  estimates  of  disabilities,  and  giv- 
ing subsequent  reports  on  the  progress  of  the  com- 
plications. Our  profession  should  sponsor  an  edu- 
cational program  to  appraise  a corporation  from  the 
standpoint  of  dividends  which  adequate  medical  serv- 
ice pay,  and  if  industry  makes  the  demands,  surely 
the  medical  profession  can  meet  them,  as  we  have  in 
I the  past. 

' Assuming  the  inherent  right  of  the  carrier  and  the 
employee,  what,  then,  are  the  essentials  of  the  medi- 
i cal  service  ? Briefly,  the  duties  that  an  industrial 
surgeon  should  be  called  upon  to  perform  are: 

1.  The  care  of  Injuries,  diseases  and  abnormal  con- 
ditions covered  by  the  compensation  act. 

2.  The  pre-employment  examination,  and  periodi- 
cal re-examination  during  employment. 

3.  The  care  of  the  industrially  disabled. 

4.  The  eradication  of  accident  and  health  hazards. 

5.  The  prevention  of  the  spread  of  communicable 
diseases. 

6.  The  regulation  of  sanitation  in  the  factory. 

7.  Cooperation  with  the  employer  in  the  selection 
of  jobs  to  fit  the  physician  and  mental  status  of  the 

; employee. 

] Of  the  many  industrial  surgeons,  how  many  do  we 
' find  performing  these  duties?  Unfortunately,  we 
I find  that  the  practice  is  limited  to  the  care  of  acci- 
I,  I dents  and  disease.  Much  has  been  said  about  the  in- 
1 effectiveness  of  the  physician  in  dealing  with  indus- 
i trial  problems,  and  there  is  no  denying  that  there  is 
,|  some  cause  for  this  criticism,  but  far  too  little  has 
||  been  said  about  the  backwardness  of  the  corporation 
I in  recognizing  the  necessity  for  complete  medical 
|j  service. 


THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCE 


PRENATAL  DIAGNOSIS  OF 
SPINA  BIFIDA 

Luke  A.  Faber,  M.D.,  and 
L.  G.  Ericksen,  M.D.,  Dubuque 

Spina  bifida,  one  of  the  common  congenital  mal- 
formation.s,  is  usually  diagnosed  only  after  birth. 
The  case  to  be  reported  is  of  interest  because  an 
accurate,  prenatal,  roentgenologic  diagnosis  was 
made. 

CASE  REPORT 


Chief  complaint:  The  patient  was  first  seen  be- 
cause of  the  apparent  onset  of  labor  as  manifested 
by  periodic  uterine  contractions  lasting  thirty- 


five  seconds  at  twenty  minute  intervals  and  the 
passing  of  considerable  amniotic  fluid  from  the 
vagina. 

Family  history:  The  family  history  is  essen- 
tially negative.  The  patient’s  husband  is  a physi- 
cian. 

Past  history:  Upon  elicitation  of  a history  by 
systems,  the  past  history  was  found  to  be  entirely 
negative  except  for  this  pregnancy  which  had 
caused  the  patient  no  undue  discomfort.  She  had 
been  under  the  care  of  an  obstetrician  in  Chicago 
since  the  beginning  of  pregnancy  and  had  planned 
to  be  delivered  by  him,  but  while  on  a visit  to  her 
home,  labor  began. 

Physical  examination:  The  patient  was  a 

young,  white  woman,  pregnant  for  the  first  time. 
Her  temperature  was  98.4  degrees ; the  pulse  was 
98  per  minute ; the  blood  pressure  was  systolic 
122,  and  diastolic  86.  She  had  abundant,  fine, 
brown  hair ; there  were  no  scars  or  exostoses  and 
the  scalp  was  clean.  The  eyes  were  normal ; the 
pupils  were  equal,  measured  two  millimeters  in 
diameter  and  reacted  normally  to  light  and  accom- 
modation. The  ears  were  normal.  The  nose 
showed  no  evidence  of  congestion,  obstruction  to 
ventilation  or  sinus  disease.  The  mouth  was 
clean,  the  dental  hygiene  was  excellent  and  there 
were  no  ulcerations  or  abnormal  pigmentations. 
The  tongue  was  warm  and  moist  and  the  pharynx 
was  not  acutely  injected.  The  neck  was  not  re- 
stricted in  motion ; there  was  no  rigidity,  palpable 
lymphadenopathy,  nor  was  there  any  abnormal 
pulsation  of  the  blood  vessels.  The  thyroid  gland 
was  barely  palpable  and  was  normal  in  consist- 
ency. The  thorax  was  symmetrical ; the  breasts 
were  well  developed  and  the  nipples  were  normal. 
The  areolae  were  highly  pigmented  and  the  tuber- 
cles of  Montgoniery  were  very  prominent.  The 
expansion  of  the  chest  was  equal  on  both  sides. 
On  auscultation  the  breath  sounds  were  normal 
and  there  were  no  rales  or  evidences  of  consolida- 
tion. On  percussion  the  heart  was  not  enlarged 
and  the  pulse  beat  was  regular  and  of  good  qual- 
ity. On  auscultation  the  heart  sounds  were  clear 
and  distinct ; no  murmurs  or  adventitious  sounds 
were  heard.  The  abdominal  examination  showed 
the  uterus  enlarged  to  full  term  pregnancy.  On 
palpation  the  fetal  back  was  to  the  right,  the  head 
in  the  inlet,  the  breech  at  the  fundus,  and  the 
small  parts  on  the  left.  There  were  no  areas  of 
tenderness  in  the  abdomen,  and  the  liver,  spleen, 
and  kidney  were  not  palpable.  The  uterine  con- 
tractions could  be  easily  felt.  The  fetal  heart 
tones  were  152  per  minute  and  were  heard  with 
maximum  intensity  in  the  right  lower  quadrant. 
No  vaginal  examination  was  made.  Upon  rectal 
examination  the  cervical  os  was  found  to  be  di- 
lated two  centimeters,  the  membranes  had  rup- 


360 


Journal  of  Iowa  State  Medical  Society 


July,  1936 


Fig.  1.  Roentgenogram  in  which  the  defect  of  the 
fetal  spine  is  evident  on  the  right  side. 


Fig.  3.  Photograph  showing  the  spina  bifida. 
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hired,  and  the  presenting  parts  were  floating.  The 
pelvic  measurements  were  as  follows ; intercristal, 
27  centimeters ; interspinous,  24.5  centimeters ; 
bitrochanteric,  30.5  centimeters ; external  conju- 
gate, 19.5  centimeters. 

Course  in  hospital:  From  the  above  findings  the 
diagnosis  of  a face  presentation  was  considered. 
Three  weeks  before  admission  her  regular  ob- 
stetrician had  made  a diagnosis  of  breech  presen- 
tation. In  order  to  clarify  the  diagnosis,  a roent- 
genologic examination  was  considered  advisable. 

X-ray  examination:  X-ray  examination  showed 
a single  pregnancy,  the  head  presenting  with  the 
back  on  the  right  and  semi-anterior.  The  occiput 
was  posterior  and  the  brow  was  presenting. 
There  was  a malformation  of  the  head  with  de- 
fects of  the  membranous  bones  of  the  skull.  In 
addition,  there  was  an  extensive  spina  bifida  which 
appeared  to  involve  the  entire  spine,  but  was  most 
marked  in  the  upper  lumbar  region.  (Figs.  1 
and  2.) 

Subsequent  course:  Six  hours  after  admission 
to  the  hospital,  the  patient  delivered  spontane- 
ously, a female,  weight  six  pounds,  thirteen  ounces, 
with  findings  as  disclosed  by  the  x-ray  examina- 
tion. In  spite  of  every  possible  precaution  the 
spina  bifida  became  infected  and  there  was  evi- 
dence of  meningitis  (septic  temperature,  drowsi- 
ness, and  hydrocephalus).  The  baby  died  twenty 
days  after  birth.  Wassermann  tests  made  in  the 
meantime  on  each  parent  and  on  the  baby  were 
negative. 


FUial  clinical  diagnosis:  Infected  spina  bifida; 
hydrocephalus  with  meningitis. 

Autopsy  abstract:  A large  defect  was  found  in 
the  lumbar  region.  This  measured  fifteen  centi- 
meters in  length  and  six  centimeters  in  width. 
It  was  covered  by  a thin  membrane  (Fig,  3).  On 
1 incision  a large  cavity  filled  with  fibrinopurulent 
I fluid  was  found  beneath.  The  exudate  surrounded 
' the  cord  and  filled  a wide  defect  involving  the 
* greater  portion  of  the  spine  (Fig.  4).  The  head 
I was  considerably  distended  and  on  examination 
' the  ventricles  of  the  brain  were  distended  with 
I purulent  fluid.  There  was  also  considerable  exu- 
. date  about  the  cerebellum  and  medulla.  The  bones 
of  the  skull  w’ere  poorly  developed  and  the  various 
I suture  lines  were  widely  separated.  The  bones 
were  only  partly  calcified  and  in  many  areas  ap- 
peared as  translucent  membranes.  The  general 
examination  presented  no  other  defects  or  path- 
< ology. 


DISCUSSION 


The  point  of  unusual  interest  in  this  case  is  the 
prenatal  diagnosis  of  the  defect  in  the  spine  and 
‘ skull  as  determined  by  x-ray  examination.  While 


in  this  instance  the  diagnostic  difficulties  were 
comparatively  slight  because  of  the  extent  of  the 
defect  of  the  spine,  in  other  cases  with  smaller 
or  more  unusual  defects,  the  diagnosis  might  be 
very  difficult.  Probably  the  reason  the  prenatal 
diagnosis  of  bony  defects  of  the  fetus  is  almost 
never  made  is  that  the  value  of  x-ray  examination 
during  pregnancy  is  not  fully  appreciated  and  uti- 
lized. Aside  from  the  detection  of  developmental 
defects  of  the  fetus,  the  roentgenologic  examina- 
tion is  especially  valuable  as  a means  of  determin- 
ing the  maternal  pelvic  measurements,  the  posi- 
tion and  relative  size  of  the  fetus,  and  whether 
there  is  one  or  more  pregnancies.  Undoubtedly, 
if  more  fully  utilized,  the  x-ray  examination  would 
aid  in  the  reduction  of  both  infant  and  maternal 
mortality  rates.  Aside  from  this,  the  forewarning 
of  the  defect  of  the  fetus  lessens  the  shock  to  the 
parents  as  compared  to  its  discovery  after  birth. 

Spina  bifida '(hernia  of  the  spinal  cord)  repre- 
sents the  most  frequent  malformation  of  the  cen- 
tral nervous  system  in  children.  The  incidence  is 
approximately  one  in  one  thousand  births.  The 
etiology  is  unknown.  It  may  be  possible  that  the 
defects  are  due  to  changes  in  the  germ  plasm  of 
the  parents  or  to  injury  of  the  growing  embryo. 
Recent  studies  by  Murphy  and  Mazer^  indicate 
that  congenital  malformations  occur  on  the  aver- 
age less  frequently  in  the  earlier  birth  ranks  and 
more  frequently  in  the  later  birth  ranks.  How- 
ever, it  is  recognized  that  they  occur  in  all  birth 
ranks.  It  is  also  known  that  the  defect  occurs 
very  early  in  embryonic  life  and  results  from  the 
failure  of  the  medullary  groove  to  unite  normally. 
The  bony,  muscular,  fascial,  and  cutaneous  cover- 
ings as  a whole  or  in  part  fail  to  unite  resulting 
in  the  different  forms  of  spina  bifida.  One-half 
of  all  cases  occur  in  the  lumbar  region  and  more 
than  one-third  in  the  lumbosacral  or  sacral  portion 
of  the  spine.  Not  infrequently  the  defect  of  the 
spine  is  associated  with  other  developmental  de- 
fects such  as  hare-lip  and  talipes.  As  the  result 
of  the  changes  in  the  nervous  elements,  anesthesia, 
paralysis,  or  trophic  disturbances  may  occur  be- 
low the  spina  bifida.  The  treatment  depends  upon 
the  extent  and  the  character  of  the  defect.  Some 
forms  require  no  treatment  and  in  others  the 
changes  are  so  extensive  that  they  are  incompati- 
ble with  existence.  In  selected  cases  the  treatment 
is  surgical  and  the  results  are  fair.  The  danger 
in  all  types  is  infection  of  the  spina  bifida  with 
ascending  meningitis  and  hydrocephalus  such  as 
occurred  in  the  case  reported. 

reference 
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(September  14)  1935, 
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TYPHOID  FEVER  IN  IOWA 


During  1935,  reported  cases  of  typhoid  fever  in 
Iowa  numbered  193.  Thirty-two  deaths  occurred,  a 
death  rate  for  the  state  of  1.3  per  100,000  popula- 
tion. For  the  first  half  of  1936  (January  to  June 
inclusive),  52  cases  were  reported  to  the  State  De- 
partment of  Health.  Thirty-four  cases  and  eight 
deaths  are  recorded  for  the  first  three  months  of  1936. 
Physicians  Fonvard  Information 

Detailed  information  is  available  relative  to  181 
cases  of  typhoid  fever,  reported  in  1935.  This  in- 
formation is  contained  on  case  record  forms,  com- 
pleted by  attending  physicians  or  local  health  offi- 
cers. The  department  appreciates  the  interest  and 
cooperation  of  physicians  in  supplying  the  desired 
data,  upon  which  this  brief  consideration  of  typhoid 
fever  is  very  largely  based. 

Distribution  of  Reported  Cases 

The  accompanying  map  shows  the  distribution  of 
reported  cases  of  typhoid  fever  in  1935  and  the  num- 
ber of  cases  in  the  various  counties  concerned.  If 
the  reporting  of  cases  were  more  complete,  it  is 
likely  that  a larger  number  of  counties  would  be 
represented  on  this  map.  For  example,  one  death 
from  typhoid  fever  occurred  in  Delaware  county  and 
one  in  Wapello  county  in  1935.  These  deaths,  how- 
ever, had  not  previously  been  reported  as  cases  and 
case  records  are  not  at  hand. 


Distribution  of  Typhoid  Deaths  in  1935 

The  32  deaths  recorded  for  the  state  last  year  were 
distributed  as  follows:  Benton,  one;  Black  Hawk, 
three;  Boone,  one;  Clarke,  one;  Clayton,  one;  Dal- 
las, one;  Decatur,  one;  Delaware,  one;  Des  Moines, 
one;  Guthrie,  one;  Johnson,  one;  Marshall,  one; 
Monroe,  two;  Muscatine,  one;  Page,  one;  Polk, 
seven;  Pottawattamie,  two;  Wapello,  one;  Webster, 
two;  and  Woodbury,  two. 

Distribution  by  Age  and  Sex 


The  181  case  records  for  1935  indicate  distribution 


of  cases  by  age  and 

sex  as  follows; 

Total 
Male  and 

Age  Group 

Male 

Female  Female 

Under  1 year 

0 

1 

1 

1-  4 years  

1 

4 

5 

5-  9 years  

15 

JLO 

25 

10-14  years  

12 

15 

27 

15-19  years  

18 

10 

28 

20-29  years  

16 

11 

27 

30-39  years  

14 

3 

17 

40-49  years  

8 

6 

14 

50-59  years  

10 

3 

13 

60-69  years  

3 

3 

6 

70-79  years  

1 

0 

1 

80  or  over 

0 

0 

0 

Age  not  stated 

10 

7 

17 

108 

73 

181 

Map  Showing  Distribution  of  174  Cases  of  Typhoid  Fever  in  Iowa,  During  1935 
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Urban  and  Rural  Distribution 

The  181  case  records  indicate  that  98  patients 
lived  in  urban  communities  (population  over  2', 500) 
and  76  in  rural  areas  (population  less  than  2,500). 
Three  of  the  case  records  failed  to  state  place  of 
residence.  Four  patients  lived  in  adjoining  states 
(Illinois,  Minnesota,  two,  and  Missouri). 

Factors  During  Month  Before  Illness 

1.  Travel 

Forty-seven  of  the  patients  traveled  away  from 
home  during  four  weeks  prior  to  illness.  Seven 
others  visited  adjoining  towns  or  worked  on  thresh- 
ing crews.  In  at  least  68  cases,  patients  had  not 
been  away  from  home  preceding  onset  of  illness. 


2.  Water  supply 

Well  or  cistern  water  was  used  in  106  and  city 
water  in  54  instances.  Twenty-one  of  the  181  case 
records  gave  no  information  regarding  the  kind  of 
water  used. 

• 3.  Milk 

Eighty-six  records  show  that  raw  milk  was  used 
during  four  weeks  preceding  acute  illness.  Pas- 
teurized milk  was  concerned  in  16  cases,  both  raw 
! and  pasteurized  milk  in  two  instances.  Among  the 
f total  of  181  records,  77,  or  43  per  cent  did  not  state 
clearly  whether  raw  or  pasteurized  milk  was  in- 
' volved. 

4.  Excreta  Disposal 

Twenty-five  records  contained  no  information  rela- 
1 tive  to  the  type  of  excreta  disposal.  The  privy 
served  this  purpose  in  99  instances,  the  sewer  in 
I 53  cases.  Four  records  mentioned  the  septic  tank 
I or  other  type  of  disposal. 

[ ' 5.  Sanitary  Conditions 

I General  sanitary  conditions  were  stated  as  being 
' good  in  53  homes,  fair  in  44  and  poor  in  46  instances. 

Thirty-four  records  contained  no  statement  regard- 
I ing  sanitary  status. 

I Sources  of  Infection 

1.  Water 

a.  An  epidemic  with  thirty-eight  cases  and  three 
‘ deaths  was  caused  by  sewage  contamination  of  a 
water  supply  at  the  Polk  County  Farm. 

, b.  Seven  of  the  case  records  mention  the  drinking 
; of  untreated  river  water  or  exposure  to  such  water 
j (swimming),  as  a probable  source  of  infection. 

' 2.  Typhoid  carriers 

The  role  of  the  typhoid  carrier  as  a source  of  in- 
I fection  in  sporadic  as  well  as  multiple  cases  of 

t typhoid  fever  can  scarcely  be  overrated.  Given 

a case  of  typhoid  fever,  the  history  of  this  illness 
as  affecting  some  member  of  the  household  in  the 
I recent  or  remote  past,  should  be  regarded  as  highly 
significant.  Among  the  181  records  under  consid- 


eration for  1935,  twenty-eight  reveal  a history  of 
past  typhoid  infection  as  affecting  some  pei-son  in 
the  home  environment.  Among  twenty-six  of  these 
people  with  positive  past  history  of  typhoid  fever, 
six  had  their  attack  of  the  disease  less  than  five 
years  preceding  the  current  case,  two  within  ten 
years  before,  five  from  ten  to  nineteen  years  before, 
five  between  twenty  and  twenty-nine  years  preced- 
ing, three  between  thirty  and  thirty-nine  yeai’s,  and 
five,  forty  or  more  years  prior  to  the  cases  con- 
cerned and  reported  in  1935.  Twelve  of  the  typhoid 
case  records  for  1935  mention  a suspected  typhoid 
carrier.  Iowa  was  fortunate  in  1935,  in  that  no 
milk-borne  outbreaks  of  typhoid  fever  were  re- 
ported. Typhoid  carriers  are  known  to  play  a major 
part  in  epidemics  of  milk  or  food-borne  nature. 
During  1935,  four  typhoid  carriers  were  demon- 
strated by  laboratory  examination  of  bodily  (fecal) 
discharges  and  placed  under  supervision.  With  the 
continued  interest  of  attending  physicians,  it  should 
be  possible  to  discover  more  of  the  typhoid  carriers 
and  to  make  clear  the  source  of  infection  in  a larger 
number  of  the  reported  cases  of  typhoid  fever. 


SPOTTED  FEVER  SERUM  AVAILABLE 
As  announced  in  the  June  number  of  the  Jour- 
nal, pages  312-313,  the  State  Department  of  Health 
has  available  in  case  of  need,  a limited  supply  of 
convalescent  spotted  fever  serum.  Donors  for  this 
serum  form  a small  gi’oup  of  persons,  mostly 
adults,  who  during  the  past  three  years  have  re- 
covered from  a known  attack  of  Rocky  Mountain 
spotted  fever.  Rocky  Mountain  spotted  fever  has 
not  been  reported  in  Iowa  thus  far  in  1936.  Physi- 
cians who  may  observe  a case  and  who  desire  to  use 
human  immune  serum,  are  asked  to  notify  the  State 
Department  of  Health,  telephone  number  4-9111, 
Extension  137  (after  5 P.  M.,  telephone  7-1417). 


PREVALENCE  OF  DISEASE 

Most  Cavses 

May  *36  Apr.  *36  May  *35  Reported  From 


Diphtheria  

. . 17 

18 

40 

(For  State) 

Scarlet  Fever 

. .674 

1000 

355 

1 Pottawattamie, 

< Woo<lbury. 
f Dubutpie,  Polk 

Typhoid  Fever.  . . . 

. . 12 

1 

6 

Fayette 

Smallpox  

. .169 

169 

21 

Woodbury,  Polk 

Measles 

. . 25 

18 

1688 

Pape.  Black  ?Iawk 

Whoopintr  Cout?h  . 

. . .S4 

58 

60 

Linn,  Lee 

Cerebrospinal 
Meninpritis 

. . 8 

10 

12 

Polk 

Chickenpox  

. . 235 

233 

347 

DubiKiue,  Webster 

Mumps  

. .402 

637 

1050 

1 lilark  Hawk, 

1 McntKomery 

Poliomyelitis 

1 

0 

3 

Polk 

Tuberculosis  

. . 56 

42 

77 

(For  Slate) 

Undulant  Fever  . . 

. . 9 

8 

13 

(For  State) 

Gonorrhea  

119 

1.52 

(For  State) 

Syphilis  

. .117 

111 

143 

(F<»r  State) 
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WHAT  PRICE  ALTRUISM 
No  more  interesting  chapter  in  medical  history 
can  be  found  than  that  dealing  with  the  ethical 
and  financial  aspects  of  practice.  From  earliest 
times  we  find  an  insistent  demand  on  the  part  of 
the  public  for  medical  service,  but  complementary 
to  this  demand  is  the  urge  that  the  service  be  ren- 
dered without  price.  Altruism  is  stressed  as  a 
virtue  by  the  ancient,  and  this  attribute  has  been 
lauded  by  a benefited  and  questionably  appre- 
ciative public  throughout  the  ages.  The  oath  re- 
quired of  the  physicians  of  India,  fa,shioned  after 
the  oath  of  Hippocrates,  definitely  requires  that 
the  physician  render  his  service  whenever  needed 
and  without  fee  or  price.  His  reward  is  promised 
in  spiritual  advantage.  This  principle  of  profes- 
sional altruism  has  persisted  in  one  form  or  an- 
other up  to  the  present  time,  and  while  frankly  and 
grossly  abused  by  the  public  so  generously  served, 
stands  today  as  a most  honored  and  honorable 
monument  to  the  profession  of  medicine.  We 
would  not  abnegate  our  enviable  position  in  this 
regard  for  greater  financial  gain,  nor  prostitute 
our  practice  by  denying  its  benefits  to  those  who 
cannot  pay.  We  would  not  forget  the  obligation 
to  sen^e  a suflFering  humanity  nor  betray  the  pub- 
lic confidence  in  the  maintenance  of  public  health. 
We  would  abhor  practices  devised  solely  for  pecu- 
niary gain.  On  the  other  hand,  “the  laborer  is 
worthy  of  his  hire,”  and  the  physician  should  tem- 
per his  altruism  by  fairness  and  justice.  The  fee 
should  be  commensurate  with  the  service  rendered 
and  fully  earned,  if  our  position  of  honesty  with 
the  iniblic  is  to  lie  maintained.  A patient  who 
can  pay  should  be  required  to  pay,  and  even 
forced,  if  necessary,  to  do  so.  The  problem  of 
the  patient  who  honestly  cannot  pay  is  patently 
not  so  easy. 


The  burden  of  the  care  of  the  indigent  should  j 
fall  no  heavier  on  the  physician  than  on  any  other  : 
citizen  and  taxpayer.  If  the  indigent  class  needs  i 
food,  the  grocers  feel  no  obligation  to  supply  | 
groceries,  or  if  shelter  is  needed  there  is  no  de-  1 
mand  that  the  hotels  throw  open  their  doors  with- 
out payment.  Public  funds,  raised  by  direct  taxa- 
tion or  in  the  form  of  donations  as  indirect  taxa- 
tion, provide  the  required  food  and  shelter  by  pay- 
ment for  benefits  received;  but  it  is  argued  that 
the.se  are  necessities  for  life  and  therefore  must 
be  provided  even  at  community  expense.  Those 
who  argue  this  way  believe,  or  at  least  imply,  that 
medical  service  is  not  a necessity  at  least  in  the 
same  sense  as  food  and  shelter,  but  to  these  un- 
fortunate ones  impoverished  in  health  as  well  as  in  - 
wealth,  the  one  condition  is  fully  as  important  as 
the  other.  A full  stomach  in  a diseased  body  may  u 
bring  more  misery  than  comfort,  and  shelter  to  i 
such  an  individual  may  only  prolong  suffering,  if 
Why  then  does  the  public  make  so  little  provision  9 
for  the  medical  care  of  those  unable  to  pay  a fee  Is 
adequate  for  their  professional  care?  I 

It  would  seem  that  fundamentally  our  guidon  jl 
of  altruism  has  been  largely  responsible  for  the 
public  attitude  in  this  regard.  Physicians  in  the  t 
past  have  rendered  unlimited  professional  service, 
both  privately  and  through  the  public  institutions,  n 
with  no  greater  compensation  than  the  personal 
satisfaction  which  comes  from  a service  freely  ji 
given  or  a word  of  thanks  from  the  ones  served.  ' 
Institutions  have  been  provided  for  the  housing  : 
of  charity  patients,  funds  have  been  established  to 
for  the  required  equipment,  nursing  and  orderly  1 
service,  salaries  for  business  manager  and  office  r 
personnel,  but  few  institutions  have  ever  consid-  t 
ered  a provision  for  the  remuneration  of  the  med- 
ical staff.  A gratuitous  professional  service  is  1 
expected,  and  usually  easily  obtained.  Service  is  ( 
even  demanded  in  some  instances  without  the  phy-  i 
sician  having  a voice  as  to  the  conditions  under  | 
which  his  service  will  be  given.  In  other  instances  ' 
the  professional  staff  has  no  voice  even  in  the  . 
appointment  or  removal  of  physicians  from  the  ' 
staff  itself.  A service  is  demanded  by  the  institu-  | 
tion,  but  the  terms  of  this  service  may  be  unfair  . 
and  unacceptable  to  the  fair  minded  physician.  ’ 
Our  altruism  in  many  instances  forces  the  accept- 
ance of  a plan  of  service  devised  by  those  without 
professional  experience,  since  the  public,  schooled 
and  accustomed  to  expect  free  service  to  the  needy 
by  the  physician,  would  promptly  register  protest 
if  the  physician  demanded  change. 

Perhaps  we  have  overdone  the  spirit  of  altru- 
ism. Perhaps  we  are  wrong  in  our  assumption 
that  our  services  should  be  so  freely  given,  but  in 
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this  assumption  are  pitfalls.  The  physician  can- 
not lose  sight  of  a definite  legal  and  moral  obliga- 
tion in  service  to  the  public.  A desirable  middle 
ground  must  be  sought  in  which  altruism  may 
persist  and  at  the  same  time  impositions  be 
checked  and  a clearer  definition  of  responsibility 
in  indigency  fixed. 


THE  SEASON’S  FAD— SUNTAN 

The  vacation  season  is  here  and  at  this  time  a 
variety  of  strictly  seasonal  diseases  and  conditions 
appear.  Many,  if  not  most,  of  these  illnesses  are 
j preventable  and  doubtless  would  be  avoided  if  the 
j public  were  fully  informed  of  their  causes.  Un- 
I fortunately  the  public  is  not  acquainted  with  the 
I facts,  and  if  informed  at  all,  usually  follows  the 
I advice  of  faddists  rather  than  scientists.  Appar- 
! ently  this  field  of  preventive  medicine  is  one  that 
cannot  be  handled  through  the  usual  channels  or 
I by  the  public  itself.  It  requires  the  guidance  and 
advice  of  the  family  physician  whose  interest  is 
undeniably  personal,  and  in  whose  leadership  the 
public  has  unquestioned  confidence.  To  meet  this 
responsibility  fully  and  squarely,  the  family  phy- 
sician must  not  only  be  accurately  and  scientifically 
informed  but  he  must  also  be  willing  to  dissemi- 
nate this  information  often  to  an  audience  who 
I prefers  to  believe  something  entirely  different.  The 
popular  concept  frequently  emanates  from  styl- 
ists, pseudoscientists,  and  moving  picture  celebri- 
ties, catching  the  public  eye  and  interest,  thereby 
making  true  education  in  these  matters  difficult. 
It  is  for  these  reasons  that  the  physician  is  con- 
sulted only  after  damage  is  done,  and  illness  pro- 
duced. 

We  have  all  had  occasion  to  see  serious  illnesses 
as  a result  of  the  so-called  “Hollywood  diet,”  an 
unscientific  and  harmful  starvation  program ; we 
have  undeniable  evidence  that  certain  obesity 
cures,  sponsored  by  persons  in  the  public  eye,  have 
' ravished  health ; everyone  is  familiar  with  the  dis- 
astrous results  following  the  use  of  popular  beauty 
aids : but  in  spite  of  this  array  of  well  known 
facts  unscientific  and  popular  fantasies  hold  the 
center  of  the  stage.  Of  these  perhaps  none  is 
' more  potent  for  personal  harm  than  the  now  prev- 
I alent  practice  of  suntanning. 

A generation  or  so  ago  women  wore  sunbon- 
nets  and  gloves  when  exposed  to  the  rays  of  the 
sun.  Men  at  sports  or  at  work  in  the  fields  em- 
ployed the  highly  protective  sombrero  type  of  hat, 
wore  shirts  and  often  gloves.  Someone  then  dis- 
covered a vitamin  effect  in  sunlight,  and  almost 
overnight  we  became  a nation  of  nudists  or  semi- 
nudi.sts  in  our  effort  to  capture  these  beneficent 


rays  and  supply  our  bodies  with  these  little  under- 
stood and  therefore  intriguing  vitamins.  A new 
health  fad  was  born  and  stylists,  eager  to  please, 
made  every  concession  in  beauty  to  produce  gar- 
ments to  further  this  popular  concept.  Little 
effort  seemed  directed  toward  determining  the 
body  requirements  for  this  vitamin  effect,  or  the 
body  tolerance  to  this  therapeutic  agent.  No 
thought  was  given  to  the  reaction  of  different  con- 
stitutional types  to  this  new  and  widely  heralded 
panacea,  nor  to  the  remote  or  accumulative  effects 
which  might  arise  from  its  use. . The  result  has 
been  that  with  the  practice  in  full  swing,  physicians 
are  beginning  to  be  cognizant  of  a need  for  re- 
search into  these  several  matters  having  in  mind 
the  desirability  of  the  definite  limitation  of  sun- 
tanning to  a constitutional  need,  or  at  least  a 
restriction  to  the  zone  of  physiologic  tolerance. 

It  has  been  observed  that  burning  from  the 
sun’s  rays  not  only  produces  the  signs  of  local 
irritation  or  inflammation,  but  may  produce  sys- 
temic signs  of  intoxication  or  poisoning.  More 
recently  it  has  been  determined  that  these  signs 
and  symptoms  resulted  with  less  exposure  in  those 
persons  whose  skin  lacked  in  natural  pigment.  It 
seems  reasonable  to  assume  that  nature’s  original 
protection  to  the  rays  of  the  sun  lies  largely  in 
pigmentation.  If  this  is  true  then  one  may  logi- 
cally, and  undoubtedly  physiologically,  deduce  that 
the  much  admired  and  eagerly  sought  suntan  is 
nature’s  protest  against  or  adjustment  to  an  agent 
which  was  either  not  required  or  acceptable  in  only 
moderate  doses.  Likewise,  it  may  be  reasoned 
that  if  the  pigmentation  is  protective  in  character 
the  “sun  worshipper”  whose  excess  exposure  re- 
sults in  a marked  tanning  is  defeating  his  avowed 
purpose  since  a skin  so  pigmented  is  almost  im- 
pervious to  the  sun’s  rays.  It  seems  entirely  pos- 
sible that  such  an  individual  may  actually  suffer 
as  readily  from  vitamin  deficiency  as  one  who 
protects  himself  from  the  sun’s  rays  by  elaborate 
sun  shades.  Observations  in  the  tropics  support 
this  view  since  children  tanned  to  a beautiful 
mahogany  hue  suffer  from  rickets  oftener  than 
tho.se  seen  in  a city  practice  in  this  latitude.  This 
may  obviously  be  the  result  of  other  factors  than 
the  lack  of  the  vitamin  effect  of  the  sun,  a thought 
fully  supported  by  researches  which  demonstrate 
the  ineffectiveness  of  the  sun’s  rays  in  the  preven- 
tion of  rickets  when  other  determining  factors  are 
absent. 

Summed  up  then  it  would  seem  that  the  present 
fad  of  suntanning  is  more  cosmetic  than  therapeu- 
tic, and  more  popular  than  scientific:  that,  while 
it  may  possess  virtue  in  some  deficiency  condi- 

(Continued  on  pa^re  432) 
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Wednesday  Morning-,  April  29,  1936 

The  opening  session  of  the  Eighty-fifth  Annual 
Session  of  the  Iowa  State  Medical  Society,  held  at 
the  Savery  Hotel,  Des  Moines,  April  29-May  1,  1936, 
convened  at  nine-thirty  o’clock.  Dr.  Thomas  A. 
Burcham,  president,  presiding. 

Dr.  Clifford  W.  Losh,  President  of  the  Des  Moines 
Academy  of  Medicine  and  Polk  County  Medical  So- 
ciety, extended  greetings,  and  Dr.  Raymond  E.  Peck, 
Davenport,  Second  Vice  President  of  the  Society, 
responded. 

The  scientific  session  began  with  a symposium  on 
intracranial  lesions,  which  included  the  following 
papers: 

“The  Clinical  Manifestations  of  Intracranial 
Lesions,”  by  Dr.  William  E.  Ash  of  Council  Bluffs. 

“Certain  Aspects  and  Fundamentals  of  Intra- 
cranial Surgery,”  by  Dr.  O.  R.  Hyndman  of  Iowa 
City. 

“The  Value  of  the  Roentgenologic  Examination  in 
Intracranial  Disease,”  by  Dr.  John  D.  Camp,  As- 
sistant Professor  of  Radiology,  Mayo  Foundation, 
University  of  Minnesota,  Rochester,  Minnesota. 

“Ocular  Changes  Associated  with  Intracranial 
Lesion^,”  by  Dr.  Cecil  S.  O’Brien  of  Iowa  City. 

Second  Vice  President  Peck  assumed  the  chair 
while  Dr.  Thomas  A.  Burcham  of  Des  Moines  de- 
livered his  presidential  address. 

The  meeting  adjourned  at  eleven-fifty  o’clock. 

Thursday  Morning,  April  30,  1936 

The  Thursday  morning  session  convened  at  eight 
forty-five  o’clock.  President  Burcham  presiding. 

President  Burcham  introduced  the  medical  guest 
speaker.  Dr.  S.  Marx  White,  Professor  of  Medicine, 
University  of  Minnesota  Medical  School,  Minne- 
apolis, who  presented  a paper  on  “Essential  Hyper- 
tension” and  conducted  a medical  clinic  illustrating 
cases  of  this  type. 

Dr.  W.  Wayne  Babcock,  Professor  of  Surgery  and 
Clinical  Surgery,  Temple  University  School  of 
Medicine,  Philadelphia,  the  surgical  guest  speaker, 
was  introduced.  He  presented  a paper  on  “Breast 


Tumors”  and  conducted  a surgical  clinic  illustrat- 
ing this  type  of  case. 

President  Bui’cham  introduced  Dr.  Arthur  C. 
Christie,  Professor  of  Clinical  Radiology,  George- 
town University  Medical  School,  Washington,  D.  C., 
who  presented  a paper  on  “Modern  Conception  of 
Irradiation  Therapy  in  Malignancy.” 

Dr.  James  C.  Hill  of  Newton,  First  Vice  President, 
assumed  the  chair  and  introduced  the  guest  speaker 
of  the  Eye,  Ear,  Nose  and  Throat  Section,  Dr. 
Samuel  J.  Kopetzky,  Professor  of  Otology,  Poly- 
clinic Medical  School,  New  York  City.  Dr.  Kopetzky 
presented  a paper  on  “Diseases  of  the  Petrous  Por- 
tion of  the  Temporal  Bone  from  the  Standpoint  of 
the  General  Medical  Man,  the  Neurologist,  and  the 
Otologist.” 

The  meeting  adjourned  at  twelve  forty-five  o’clock. 

Friday  Morning,  May  1,  1936 

The  Friday  morning  session  convened  at  nine- 
twenty  o’clock.  First  Vice  President  Hill  presiding. 

Dr.  W.  Wayne  Babcock,  Philadelphia,  presented 
a paper  on  “Anesthesia.” 

President  Burcham  assumed  the  chair  and  in- 
troduced Dr.  George  W.  Covey  of  Lincoln,  Nebraska, 
President  of  the  Nebraska  State  Medical  Society, 
who  brought  greetings  to  the  Iowa  State  Medical 
Society  from  Nebraska. 

First  Vice  President  Hill  resumed  the  chair  and 
the  regular  program  continued. 

Dr.  S.  Marx  White  of  Minneapolis  presented  a 
paper  on  “Paroxysmal  Tachycardia”  and  conducted 
a medical  clinic. 

Dr.  Arthur  C.  Christie  of  Washington,  D.  C., 
spoke  on  “Medical  Economics.”  I 

President  Burcham  resumed  the  chair  and  called  I 
for  the  report  of  the  House  of  Delegates  which  was  I 
given  by  Secretary  Parkei’. 

President-elect  Edward  M.  Myers  of  Boone  was 
introduced  and  expressed  to  the  Society  his  apprecia-  ‘ 
tion  of  the  honor  which  had  been  bestowed  on  him.  j 

1 ' 

Following  the  installation  of  Dr.  Prince  E.  Sawyer  l{ 
of  Sioux  City,  as  President,  the  meeting  adjourned  i 
at  twelve-twenty  o’clock. 


I 


1 
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Wednesday  Afternoon,  April  29,  1936 

The  opening  session  of  the  Section  on  Medicine, 
held  in  connection  with  the  Eighty-fifth  Annual  Ses- 
sion of  the  Iowa  State  Medical  Society,  at  the  Savery 
Hotel,  Des  Moines,  April  29-May  1,  1936,  convened 
at  one-thirty  o’clock.  Dr.  Benjamin  F.  Wolverton  of 
Cedar  Rapids,  Chairman  of  the  Section,  presiding. 

The  following  papers  were  presented: 

“Meningococcic  Meningitis”  by  Dr.  Archibald  L. 
Hoyne  of  Chicago,  Illinois;  discussed  by  Drs.  James 
E.  Dyson  of  Des  Moines  and  Frederick  H.  Lamb  of 
Davenport. 

“Three  Steps  to  Heart  Failure”  by  Dr.  Elmer  E. 
Kottke  of  Des  Moines;  discussed  by  Dr.  Laurence 
E.  Cooley  of  Dubuque. 

“Diagnosis  and  Treatment  of  Simmonds’  Disease” 
by  Dr.  James  A.  Greene  of  Iowa  City;  discussed  by 
Dr.  Robert  N.  Larimer  of  Sioux  City. 

“Allergic  Manifestations  as  Seen  in  General 
Practice”  by  Dr.  Elmer  G.  Senty  of  Davenport. 

“Methods  of  Diagnosis  and  Treatment  in  Allergic 
Disease”  by  Dr.  Julia  Cole  of  Iowa  City;  discussed 
by  Dr.  Daniel  J.  Glomset  of  Des  Moines. 

“Rocky  Mountain  Fever:  Report  of  Two  Cases” 
by  Dr.  Fred  Montz  of  Lowden;  discussed  by  Dr. 
Sidney  0.  Levinson  of  Chicago,  Illinois. 


Thursday  Afternoon,  April  30,  1936 

The  second  session  of  the  Section  on  Medicine 
was  called  to  order  at  one-thirty  o’clock,  Thursday, 
April  30,  Chairman  Wolverton  presiding. 

The  following  papers  were  presented: 

“Roentgenologic  Diagnosis  of  Tumors  of  the 
Thorax”  by  Dr.  David  M.  Earl  of  Iowa  City;  dis- 
cussed by  Dr.  James  V.  Prouty  of  Cedar  Rapids. 

“X-ray  Calcified  Valve  Leaflets  in  a Patient  with 
Aortic  Stenosis:  Case  Report”  by  Dr.  Guy  R.  Mc- 
Cutchan  of  Council  Bluffs;  discussed  by  Dr.  James 
F.  Edwards  of  Ames. 

“Modern  Trends  in  Psychoneurosis”  by  Dr.  Wil- 
liam Malamud  of  Iowa  City;  discussed  by  Dr.  Russell 
C.  Doolittle  of  Des  Moines. 

“Roentgenologic  Changes  in  Malacic  Diseases”  by 
Dr.  John  D.  Camp  of  Rochester,  Minnesota. 

“Hypertonic  Glucose  Therapy  in  Cardiovascular 
Diseases”  by  Dr.  Milo  G.  Meyer  of  Marshalltown; 
discussed  by  Dr.  F.  N.  Cole  of  Iowa  Falls. 

Dr.  Raymond  M.  Rice  of  Council  Bluffs  showed  a 
moving  picture  film  featuring  the  subject  of  “Educa- 
tion of  the  Diabetic.” 


Wednesday  Afternoon,  April  29,  1936 
The  opening  session  of  the  surgical  section,  held 
in  connection  with  the  Eighty-fifth  Annual  Session 
of  the  Iowa  State  Medical  Society,  at  the  Hotel 
Savery,  Des  Moines,  April  29-May  1,  1936,  was  called 
to  order  at  one-thirty  o’clock.  Dr.  Earl  Bush  of 
Ames,  Chairman  of  the  Section,  presiding. 

The  following  papers  were  presented : 

“Acute  Intestinal  Obstruction”  by  Dr.  E.  Burton 
Howell  of  Ottumwa;  discussed  by  Dr.  Charles  S. 
Krause  of  Cedar  Rapids. 

“Surgery  of  the  Gallbladder  and  Biliary  Tract” 
by  Dr.  Thomas  F.  Thornton  of  Waterloo;  discussed 
by  Dr.  Frank  M.  Keefe  of  Clinton. 

“Gastro-enterostomy  with  Peptic  Ulcers”  by  Dr. 
Carl  J.  Lohmann  of  Burlington;  discussed  by  Dr. 
Paul  A.  White  of  Davenport. 

“Fractures  of  the  Vertebrae”  by  Dr.  Verl  A. 
Ruth  of  Des  Moines;  discussed  by  Dr.  Karl  R.  Wern- 
dorff  of  Council  Bluffs. 

“Fractures  About  the  Knee  Joint”  by  Dr.  Douglas 
N.  Gibson  of  Des  Moines;  discussed  by  Dr.  Arch  F. 
O’Donoghue  of  Sioux  City. 

“Fractures  of  the  I^ower  Leg”  by  Dr.  Burton  R. 
Weston  of  Mason  City;  discussed  by  Dr.  Fred  L. 
Knowles  of  Fort  Dodge. 


Thursday  Afternoon,  April  30,  1936 

The  second  session  of  the  surgical  section  con- 
vened at  one-thirty  o’clock.  Chairman  Bush  presid- 
ing. It  was  opened  with  a symposium  on  the  prostate 
gland,  which  included  the  following  papers: 

“Diagnosis”  by  Dr.  Gerald  V.  Caughlan  of  Council 
Bluffs;  “Operative  Technic”  by  Dr.  William  L.  Don- 
nely  of  Davenport;  “Postoperative  Treatment, 
Sequelae  and  Statistics”  by  Dr.  Clifford  W.  Losh  of 
Des  Moines.  The  symposium  was  discussed  by  Drs. 
Julian  M.  Bruner  of  Des  Moines  and  Lawrence  E. 
Pierson  of  Sioux  City. 

The  following  papers  were  presented: 

“Uterine  Carcinoma”  by  Dr.  Howard  D.  Gray  of 
Des  Moines;  discussed  by  Dr.  Lafe  H.  Fritz  of 
Dubuque. 

“Obstetric  Operative  Procedures”  by  Dr.  Wm.  E. 
Brown  of  Cedar  Rapids;  discussed  by  Dr.  Everett 
I).  Plass  of  Iowa  City. 

“Methods  of  Protecting  the  Perineum  During 
Labor  and  Repairing  of  the  Perineum  and  Lacera- 
tions” by  Dr.  Roy  E.  Crowder  of  Sioux  City;  dis- 
cussed by  Dr.  Lester  C.  Kern  of  Waverly. 
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Section  on  Ophthalmology^  Otology 
and  Rhinolaryngology 


Wednesday  Afternoon,  April  29,  1936 

The  opening'  session  of  the  Section  on  Ophthal- 
mology, Otology  and  Rhinolaryngology,  held  in  con- 
nection with  the  Eighty-fifth  Annual  Session  of  the 
Iowa  State  Medical  Society,  at  the  Savery  Hotel, 
Des  Moines,  April  29-May  1,  1936,  convened  at  one- 
thirty  o’clock.  Dr.  Cecil  C.  Jones  of  Des  Moines, 
Chairman  of  the  Section,  presiding. 

The  following  papers  were  presented: 

“Bacteriologic  Differentiation  of  the  More  Com- 
mon Forms  of  Conjunctivitis,”  by  Dr.  Phillips  Thy- 
geson  of  Iowa  City;  discussed  by  Drs.  Elmer  P. 
Weih  of  Clinton,  and  Phillips  Thygeson  of  Iowa 
City. 

“The  Refinements  of  Refraction,”  by  Dr.  Frank 
W.  Dean  of  Council  Bluffs;  discussed  by  Drs.  Wil- 
liam F.  Boiler  of  Iowa  City,  Cecil  S.  O’Brien  of 
Iowa  City,  Gordon  F.  Harkness  of  Davenport, 
George  C.  Albright  of  Iowa  City,  Wayne  J.  Foster 
of  Cedar  Rapids,  Harold  J.  McCoy  of  Des  Moines, 
and  Frank  W.  Dean  of  Council  Bluffs. 

“Orthoptic  Exercises,  Their  Indications  and  Re- 
sults,” by  Dr.  Ralph  E.  Russell  of  Waterloo;  dis- 
cussed by  Dr.  James  H.  Alien  of  Iowa  City. 


Thursday  Afternoon,  April  30,  1936 

The  second  session  of  the  Section  on  Ophthalmol- 
ogy, Otology  and  Rhinolaryngology  was  called  to 


order  at  one-thirty  o’clock,  Thursday,  April  30, 
Chairman  Jones  presiding. 

I 

The  following  papers  were  presented : j 

“Applied  Anatomy  of  Deep  Suppurations  of  the  V 
Neck,”  by  Dr.  Eugene  W.  Scbeldrup  of  Iowa  City; 
discussed  by  Dr.  Gordon  F.  Harkness  of  Davenport.  J 

“Chronic  Mastoiditis  and  Its  Therapy,”  by  Dr.  j 
Samuel  J.  Kopetzky  of  New  York  City,  guest  speaker  | 
of  the  Section;  discussed  by  Drs.  Dean  M.  Lierle  >: 
of  Iowa  City,  Harold  J.  McCoy  of  Des  Moines,  J.  A. 
Thorson  of  Dubuque,  Wayne  J.  Foster  of  Cedar  i 
Rapids,  and  Samuel  J.  Kopetzky  of  New  York  City.  | 

“Systemic  Management  of  Children  with  Acute  In- 
fections of  the  Ear,  Nose  and  Throat,”  prepared  by  : 
Dr.  Dennis  H.  Kelly  of  Des  Moines,  and  read  by  ( 
Dr.  Lee  FoiTest  Hill,  his  associate;  discussed  by  ( 
Drs.  Jack  V.  Treynor  of  Council  Bluffs,  James  A.  > 
Downing  of  Des  Moines,  and  Dennis  H.  Kelly  of  Des  . 
Moines. 

“Speech  Defects,  Their  Cause  and  Management,”  ' 
by  Dr.  Wendell  Johnson  of  Iowa  City;  discussed  by  f 
Drs.  Harry  H.  Lamb  of  Davenport,  Gordon  F.  Hark-  | 
ness  of  Davenport,  J.  A.  Thorson  of  Dubuque,  F.  P. 
Quinn  of  Dubuque,  Eric  N.  Brown  of  Marengo,  and  ■ 
Wendell  Johnson  of  Iowa  City. 

“The  Full  Frequency  Audiometer,”  by  Dr.  James 
E.  Reeder  of  Sioux  City. 

Upon  motion  regularly  made  and  seconded.  Dr.  ■: 
Wayne  J.  Foster  of  Cedar  Rapids  was  elected  i 
Chairman  of  the  Section  for  the  ensuing  year. 

The  meeting  adjourned  at  five-fifteen  o’clock. 


The  first  session  of  the  House  of  Delegates,  held 
in  connection  with  the  Eighty-fifth  Annual  Session 
of  the  Iowa  State  Medical  Society,  at  the  Savery 
Hotel,  Des  Moines,  April  29-May  1,  1936,  convened 
at  three  forty-five  o’clock.  President  Thomas  A. 
Burcham  presiding. 

The  following  delegates  and  alternate  delegates 
represented  their  respective  county  societies: 


Allamakee. . 
Appanoose. . 
Audubon. . . . 
Black  Hawk. 

Boone 

Bremer 

Buchanan. . . 
Buena  Vista. 
Calhoun . . . . , 


Delegates 

J.  W.  Thornton 

J.  C.  Donahue 

L.  E.  Jensen 

.J.  E.  Brinkman 

A.  B.  Deering 

L.  C.  Kern 

H.  A.  Householder 

M.  A.  Armstrong 

P.  W.  Van  Metre 


Carroll 

Cass 

Cedar 

Cerro  Gordo 

Clarke 

Clay 

Clayton 

Dallas-Guthrie 

Davis 

Decatur 

Delaware 

Des  Moines 

Dickinson 

Dubuque 

Emmet 

Greene 

Hancock-Winnebago 

Hardin 

Howard 

Ida 

Jackson 


. 0.  P.  Morganthaler 
.Earl  C.  Montgomery 
.W.  N.  Moore 
.E.  L.  Wurtzer 
.C.  R.  Harken 
.J.  M.  Sokol 
.A.  E.  Beyer 
.E.  L.  Bower 
.C.  H.  Cronk  « 

.G.  P.  Reed 
. L.  C.  Garling 
, J.  T.  Hanna 
.J.  J.  Buchanan 
.F.  P.  McNamara 
. J.  B.  Knipe 
.Geo.  W.  Franklin 
.T.  J.  Irish 
.J.  A.  W.  Burgess 
.Geo.  Kessel 
. C.  L.  Putnam 
.J.  C.  Dennison 
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Jasper H.  P.  Eng-le 

Johnson Geo.  C.  Albright 

Jones H.  F.  Dolan 

Kossuth C.  H.  Cretzmeyer 

Lee J-  Dierker 

Linn Thomas  Suchomel 

J.  K.  Von  Lackum 

Lucas R-  A.  Hills 

Lyon K.  Sporre 

Madison I.  K.  Sayre 

Mahaska E.  M.  Williams 

Marion F.  M.  Roberts 

Marshall A.  D.  Woods 

Mills Dean  W.  Harman 

Monona E.  C.  Junger 

Muscatine L.  C.  Howell 

O’Brien W.  R.  Brock 

Palo  Alto J.  F.  Givens 

Pocahontas W.  W.  Beam 

Polk W.  E.  Baker 

James  A.  Downing 
Fred  Moore 
W.  E.  Sanders 

Pottawattamie F.  E.  Bellinger 

Poweshiek E.  B.  Williams 

Scott W.  C.  Goenne 

Shelby E.  A.  Moore 

Story Bush  Houston 

Tama A.  A.  Pace 

Union A.  Fred  Watts 

Van  Buren E.  E.  Sherman 

Warren John  Loosbrock 

Wayne B.  S.  Walker 

Webster J.  H.  Bruce 

Winneshiek J.  J-  Daly 

Worth S.  S.  Westly 

Wright R.  D.  Bernard 

Alternate  Delegates 

Butler J.  G.  Evans 

Harrison E.  J.  Cole 

Henry S.  W.  Huston 

Jefferson J.  S.  Gaumer 

Keokuk C.  L.  Heald 

Montgomery F.  W.  Smith 

Scott Raymond  E.  Peck 

Wapello E.  B.  Howell 

Woodbury John  H.  Henkin 

Chas.  P.  McHugh 


Officers 

President Thomas  A.  Burcham 

Secretary Robert  L.  Parker 

Treasurer Harold  J.  McCoy 

President-Elect Prince  E.  Sawyer 

Trustee John  I.  Marker 

Trustee Oliver  J.  Fay 

Trustee Edward  M.  Myers 

Councilor — 1st  District F.  A.  Hennessy 

3rd  District F.  P.  Winkler 

4th  District James  E.  Reeder 

6th  District C.  W.  Ellyson 

7th  District A.  W.  Erskine 

8th  District C.  A.  Boice 

9th  District Harold  A.  Spilman 

10th  District James  G.  Macrae  ’ 

11th  District M.  C.  Hennessy 

President  Burcham:  I will  now  call  the  House 

of  Delegates  to  order. 

The  first  order  of  business  is  the  approval  of  the 
minutes  of  the  Friday  morning  session  of  the  1935 
meeting. 

Dr.  F.  E.  Bellinger:  Mr.  President,  I move  that 

the  minutes  be  approved  as  published  in  the  July, 
1935,  edition  of  the  Iowa  State  Medical  Journal. 

President  Burcham:  You  have  heard  the  ques- 

tion. Is  there  any  discussion  or  objection? 

The  question  was  put  to  a vote  and  carried. 

President  Burcham:  The  next  order  of  business 

is  the  report  of  the  Secretary. 

Secretary  Parker:  Mr.  President,  before  pre- 

senting my  report,  I wish  to  move  that  all  reports 
as  published  in  the  Handbook  be  received  by  this 
body. 

The  motion  was  put  to  a vote  and  carried. 


Reports  of  Officers 


REPORT  OF  THE  SECRETARY 
To  the  members  of  the  House  of  Delegates  of  the 
Iowa  State  Medical  Society: 

The  following  report  for  the  year  1935  is  respect- 
fully submitted: 

Membership 

The  membership  as  set  out  in  the  tabulated  reportf 


may  be  summarized  as  follows: 

‘Active  Members,  1935 2,297 

Delinquent  Members 44 

Eligible  Non-members  329 

Physicians  retired  or  not  in  practice 131 

Ineligible  Non-members  129 


Each  county  society  secretary  should  examine 


tSee  next  peee. 

•Life  members  are  listed  as  active  members. 


carefully  the  tabulated  report,  and  if  the  report  does 
not  check  with  his  records,  this  office  should  be 
notified. 


100  Per  Cent  County  Medical  Societies 


Adair 

Adams 

Boone 

Calhoun 

Emmet 


Floyd  Marion 

Henry  Marshall 

Howard  Osceola 

Ida  Poweshiek 

Madison  Ringgold 

Winneshiek 


Sac 
Scott 
Tama 
Van  Buren 
Washington 


This  year  we  have  tried  to  contact  new  doctors 
in  each  county  by  use  of  the  following  return  post 
card,  in  order  that  they  may  become  identified  with 
organized  medicine.  We  hope  that  this  move  will  be 
helpful  to  both  the  doctor  and  the  county  society 
secretary: 


J 
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It  has  been  reported  to  our  office  that 

, M.D.,  has 

recently  moved  to in  your 

county  from where  he  (was) 

(was  not)  a member.  We  shall  appreciate  it  if 
you  will  verify  this  report  and  also  let  us  know 
if  he  has  applied  to  your  county  society  for 
membership.  If  he  has  not,  will  you  please  note 
his  membership  classification  in  your  county? 

Robert  L.  Parker,  M.D.,  Secretary, 

Iowa  State  Medical  Society 


Dear  Dr.  Parker: 


M.D.,  has 

recently  located  at , in  our 

county.  He  (has)  (has  not)  applied  for  mem- 
bership in  our  county  society.  His  membership 
classification  is:  (eligible  non-member;  ineligible 
non-member;  not  in  practice).  ^ 

Secretary 

County  Medical  Society 


County  Society  Contracts 

The  Iowa  State  Medical  Society  has  an  outstanding 
name  among  other  state  societies  because  of  the 
Iowa  plan  for  the  care  of  the  indigent.  This  office 
strongly  urges  that  every  county  consider  some 
form  of  contract  with  the  Board  of  Supervisors  for 
the  care  of  the  indigent  sick  just  as  soon  as  the 
federal  and  state  funds  for  medical  care  have  been 
withdrawn.  The  Iowa  plan  for  emergency  medical 
care  was  much  better  than  similar  plans  in  other 
states,  but  was  not  satisfactory  to  the  profession  in 
general.  We  believe  that  this  experiment  has  further 
convinced  us  that  medical  care  should  be  directed  by 
organized  medicine.  It  would  be  of  great  help  to  us 
if  each  county  society  which  makes  a contract  would 
send  a copy  to  the  state  society  office  for  our  files. 
We  strongly  urge  this  because  county  societies  from 
all  parts  of  the  country  make  requests  for  sugges- 
tions in  preparing  contracts.  This  file  would  also  be 
helpful  in  suggesting  further  improvement  in  our 
own  county  society  contracts. 


Secretaries’  Conference 


It  is  the  desire  of  this  office  that  the  proposed 
amendment  to  the  constitution  included  in  the  report 
of  the  Committee  on  Constitution  and  By-laws  re- 
garding life  membership  be  enacted.  It  would  clarify 
the  requirements  and  methods  of  securing  this 
recognition  by  the  Iowa  State  Medical  Society. 

It  has  come  to  our  attention  that  in  some  counties, 
doctors  have  been  elected  to  membership,  retained 
as  members,  or  even  sei*ved  as  officers  of  the  society 
by  the  payment  of  county  society  dues  only.  This  is 
not  only  unjust,  but  entirely  unconstitutional,  and  if 
Sections  1 and  2,  Chapter  IX  of  the  by-laws  were 
enforced,  delegates  from  such  county  societies  could 
be  denied  a seat  in  the  House  of  Delegates.  Election 
to  membership  in  the  county  medical  society  is  not 
an  election  to  a medical  club,  but  to  organized 
medicine — your  county  society,  your  state  society  and 
the  American  Medical  Association. 

Prior  to  190.3,  when  the  Iowa  State  Medical  So- 
ciety was  reorganized  under  the  plan  of  the  Amer- 
ican Medical  Association,  a doctor  petitioned  the 
Iowa  State  Medical  Society  for  membership,  and 
was  voted  upon  by  that  body.  Your  own  president- 
elect was  voted  a member  of  the  Iowa  State  Medical 
Society  at  its  last  meeting  before  this  reorganization. 


Membership  Roster 

If  supported  by  the  House  of  Delegates,  this  office 
would  like  to  publish  in  the  July  Journal,  a roster  of 
its  members.  With  the  transactions  of  the  House 
which  are  always  published  at  that  time,  it  would 
make  a valuable  number  for  reference,  and  would 
be  comparatively  inexpensive.  Since  few  doctors 
in  the  state  have  access  to  the  Directory  of  the 
American  Medical  Association,  it  was  thought  that 
this  roster  would  be  very  useful. 


The  question  of  a mid-season  conference  of  county 
society  secretaries  has  arisen  several  times.  Should 
it  be  held  as  a central  meeting,  attended  by  the 
secretaries  from  all  counties  of  the  state,  or  es 
district  meetings?  I personally  believe  much  more 
good  would  result  in  district  meetings.  The  nine 
secretaries  in  each  district  could  meet  at  a central 
point,  become  better  acquainted  and  discuss  local 
problems  more  frankly.  Such  meetings  could  be 
held  at  the  time  of  district  meetings  called  for  other 
purposes.  I will  be  glad  to  meet  with  such  groups 
at  any  time  and  discuss  their  problems  with  them. 

Correspondence 

Due  to  the  efficient  personnel  and  the  equipment  in 
the  central  office,  we  are  becoming  consistently  bet- 
ter able  to  serve  county  medical  societies  and  in- 
dividual doctors  over  the  state.  Numerous  county 
societies  have  requested  the  central  office  to  address 
their  programs,  etc.,  on  the  addressograph,  through 
which  is  maintained  the  mailing  list  of  members  of 
all  county  societies.  We  are  glad  to  be  of  service 
in  this  way.  The  correspondence  with  individual 
doctors  is  appreciated.  Information  is  requested  on 
many  subjects.  We  either  answer  the  questions,  or 
refer  them  to  the  proper  source  of  information.  The 
central  office  is  maintained  by  the  Iowa  State 
Medical  Society,  and  its  personnel  is  glad  to  be  of 
all  possible  assistance  to  the  profession  of  the  state. 
When  in  Des  Moines,  feel  free  to  visit  the  office. 
Your  suggestions  are  welcomed  and  of  value  to  us. 


Financial  Report 

The  financial  report  required  of  the  secretary  by 
the  constitution  and  by-laws  is  included  in  the  audit 
of  the  certified  public  accountant  employed  by  the 
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1935  MEMBERSHIP  RECORD 


County 

1935 

Membership 

Delinquent 

Members 

Eligible 

Non-Members 

Ineligible 

Non-Members 

Not  in  Practice 
or  Retired 

Percentage  of  Eligible 
Physicians  Who  Are 
Members 

8 

t 

100 

9 

100 

Allamakeee 

5 

1 

6 

2 

1 

42 

Appanoose 

18 

3 

86 

9 

1 

90 

17 

1 

6 

1 

71 

64 

1 

6 

4 

98 

22 

3 

100 

16 

4 

1 

80 

16 

4 

2 

1 

80 

16 

4 

1 

80  * 

Butler  

10 

4 

2 

2 

71 

21 

3 

100 

24 

4 

3 

86 

Cass 

20 

1 

2 

4 

87 

10 

8 

1 

56 

46 

1 

2 

98 

16 

8 

1 

67 

14 

2 

1 

1 

88 

8 

1 

89 

10 

5 

2 

67 

14 

9 

"i" 

61 

Clinton 

37 

3 

11 

2 

2 

73 

12 

3 

2 

80 

34 

u 

1 

1 

78 

11 

3 

79 

9 

5 

1 

64 

12 

5 

71 

32 

3 

9 

2 

73 

12 

1 

92 

56 

5 

13 

1 

92 

13 

100 

Fayette 

18 

1 

12 

1 

1 

58 

15 

3 

100 

9 

3 

75 

Fremont 

10 

2 

2 

1 

71 

12 

3 

5 

1 

60 

9 

2 

82 

17 

3 

2 

4 

77 

20 

4 

2 

83 

24 

1 

4 

96 

14 

3 

6 

61 

24 

1 

100 

9 

1 

100 

7 

4 

64 

Ida 

11 

1 

2 

100 

12 

3 

2 

80 

16 

1 

1 

1 

94 

32 

4 

1 

1 

86 

17 

3 

1 

1 

85 

121 

2 

8 

6 

92 

12 

2 

2 

86 

Keokuk  

12 

1 

4 1 

5 

71 

16 

5 

76 

Lee 

42 

2 

4 

4 

1 

88 

101 

5 

6 

8 

94 

Louisa 

4 

1 

7 

1 

3 

33 

12 

J 

1 

92 

Lyon 

10 

1 

1 

91 

9 

2 

100 

22 

2 

2 

4 

92 

20 

1 

1 

100 

40 

1 

3 

100 

Mills 

16 

1 

1 

2 

94 

Mitchell 

8 

1 

7 

50 

12 

2 

1 

1 

86 

Monroe 

5 

58 

Montgomery 

12 

4 

1 

75 

Muscatine 

24 

1 

1 

2 

2 

92 

16 

1 

3 

1 

80 

Osceola  

8 

100 

20 

g 

2 

1 

71 

Palo  Alto 

12 

1 

1 

92 

12 

12 

1 

1 

1 

50 

12 

5 

1 

71 

Polk 

220 

2 

24 

13 

9 

89 

Pottawattamie 

56 

1 

8 

4 

3 

81 

Poweshiek 

22 

1 

too 

Ringgold  

10 

1 

100 

Sac 

20 

100 

Scott 

94 

12 

1 

100 

Shelby 

9 

1 

2 

90 

Sioux  

16 

5 

1 

1 

76 

Story  

33 

2 

3 

97 

Tama 

23 

1 

2 

100 

Taylor 

9 

1 

3 

69 

Union 

16 

I 

2 

1 

3 

84 

Van  Buren 

15 

100 

Wapello .... 

39 

1 

3 

3 

4 

91 

Warren  

12 

1 

1 

1 

92 

Washington 

21 

2 

100 

Wayne 

9 

1 

3 

1 

69 

Webster 

37 

1 

3 

1 

90 

Winneshiek 

15 

2 

100 

Woodbury 

116 

1 

10 

6 

5 

91 

Worth  . 

7 

1 

88 

Wright 

21 

1 

1 

1 

95 

Total 

2,297 

44 

329 

129 

131 

86% 
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Board  of  Trustees.  To  this  repoi't  you  are  respect- 
fully referred. 

In  presenting  this  report  for  1935,  which  is  the 
close  of  my  second  term  as  secretary,  I wish  to  ex- 
press my  appreciation  for  the  kindly  support  of  the 
membership  and  the  constructive  criticism  which  is 
so  necessary  as  we  endeavor  to  serve  one  of  the  out- 
standing state  medical  societies  of  organized 
medicine. 

Robert  L.  Parker,  Secretary 


Secretary  Parker:  In  making  the  Secretary’s  re- 

port for  1935,  I hope  that  every  delegate  has  read 
it  as  published  in  the  Handbook.  I wish  briefly  to 
call  your  attention  to  some  few  facts  regarding  the 
membership  of  1935  as  compared  with  the  mem- 
bership of  1934.  In  1934  we 'had  2,211  paid-up 
members;  in  1935  we  had  2,297.  In  1934  we  had 
115  delinquent  members;  in  1935  we  had  only  44 
delinquent  members.  In  1934  we  had  363  eligible 
non-members;  during  1935  we  only  bad  329  eligible 
non-members.  We  had  15  one  hundred  per  cent 
counties  in  1934;  we  had  21  counties  in  which  every 
doctor  eligible  for  membership  was  a member  of 
his  county  medical  society  in  1935. 

I might  say  that  today  we  went  over  the  2,100 
mark  for  this  year’s  paid-up  membership.  I will 
not  read  the  entire  report,  but  I would  like  to  call 
your  attention  to  the  item  on  membership  roster. 
“If  supporte<l  by  the  House  of  Delegates,  this  office 
would  like  to  publish  in  the  July  Journal,  a roster 
of  its  members.  With  the  transactions  of  the  House 
which  are  always  published  at  that  time,  it  would 
make  a valuable  number  for  reference.” 

I might  add  that  the  Trustees  have  discussed  this 
question  and  considered  that  it  should  be  brought 
before  the  House  of  Delegates  for  their  action,  be- 
cause it  might  set  a precedent,  and  I feel  that  it 
would  be  a valuable  precedent  to  set.  Not  every 
member  of  the  State  Medical  Society  has  access  to 
the  American  Medical  Directory,  and  a roster  of 
our  membership  could  be  published  in  tbe  July 
Journal  at  comparatively  little  expense. 

Mr.  President,  in  order  to  bring  that  matter  be- 
fore this  body,  I move  the  adoption  of  my  report 
including  this  recommendation  for  a membership 
roster. 

President  Burcham:  You  have  heard  the  motion 

that  this  report  be  adopted  and  the  recommenda- 
tion concurred  in.  That  means  the  State  Society 
would  publish  a roster  of  the  paid-up  members  of 
tbe  Society  in  the  July  Journal.  Is  there  any  dis- 
cussion? Do  any  of  the  members  of  the  Board  of 
Trustees  want  to  discuss  this  matter? 

Dr.  Marker:  I would  like  to  know  what  the  ad- 

ditional cost  would  be. 

Secretary  Parker:  If  it  were  published  sepa- 

rately, as  this  sample  which  is  the  Nebraska  roster, 
2,800  copies  of  32  pages  would  cost  $325,  and  2,800 
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copies  containing  40  pages  would  cost  an  additional 
?48. 

President  Burcham:  How  often  would  the  roster 

be  published? 

Secretary  Parker:  Once  a year.  I think  we  can 

publish  it  in  our  July  Journal  much  cheaper  than 
we  could  publish  it  as  an  individual  roster.  Then, 
with  that  July  Journal  you  would  have  reference 
to  all  the  transactions,  the  different  committees,  your 
county  society  officers  and  the  membership  of  the 
State  Society.  I,  therefore,  am  much  more  in  favor 
of  publishing  the  roster  in  the  July  Journal  than 
as  a separate  roster. 

The  question  was  called  for,  put  to  a vote  and 
earned. 

President  Burcham::  The  report  of  the  Treas- 

urer. Is'  Dr.  McCoy  here?  (Absent)  Will  some- 
body make  a motion  that  that  report  be  accepted? 

Dr.  J.  A.  Downing:  I so  move. 

The  motion  was  put  to  a vote  and  carried. 


REPORT  OF  THE  TREASURER 
House  of  Delegates,  Iowa  State  Medical  Society: 

For  a detailed  report  of  the  financial  transactions 
of  the  Society  for  the  year  1935,  I refer  you  to  the 
auditor’s  report  published  herewith. 

The  income  for  1935  represents  an  appreciable  in- 
crease over  the  income  of  the  preceding  year.  This 
increase  was  represented  in  many  sources: 


Dues  $ 601.25 

Advertising 1,584.28 

Miscellaneous  24.45 

Speakers  Bureau  801.07 

Annual  Sessions  435.05 


This  increase  in  income  made  it  possible,  in  spite  of 
heavily  increased  expenditures  necessitated  by  the 
increased  activities  of  some  of  the  committees,  the 
Legislative  Committee  in  particular,  to  end  the  year 
without  the  six  thousand  dollar  deficit  which  had 
been  anticipated. 

The  increase  in  expenditures  for  the  year  1935  over 
that  of  1934  was  represented  as  follows: 


Journal  $ 884.77 

Annual  Sessions  365.07 

Speakers  Bureau  1,119.06 

Legislative  Committee  2,891.48 


At  the  end  of  the  fiscal  year  of  1935,  the  Treasurer’s 
Account  and  the  Savings  Account  were  transferred 
from  the  lowa-Des  Moines  National  Bank  to  the 
Bankers  Trust  Company,  where  the  Secretary’s  Ac- 
count is  kept.  The  bonds  of  the  Society  are  in  safe- 
keeping at  the  lowa-Des  Moines  National  Bank. 

Harold  J.  McCoy,  Treasurer 
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AUDITOR’S  REPORT 
IOWA  STATE  MEDICAL  SOCIETY 
DES  MOINES,  IOWA 
December  31, 1935 

January  20,  1936. 

Dr.  Oliver  J.  Fay,  Chairman, 

Board  of  Trustees,  Iowa  State  Medical  Society, 

Des  Moines,  Iowa. 

Dear  Sir: 

In  accordance  with  your  instructions,  we  have  made 
an  examination  of  the  books  and  accounts  of  the 

IOWA  STATE  MEDICAL  SOCIETY 
DES  MOINES,  IOWA 

for  the  year  ended  December  31,  1935,  and  now  sub- 
mit our  report  thereon,  together  with  the  following 
statements: 

Exhibit  “A” — Cash  Account. 

Exhibit  “B” — Income  Account. 

Schedule  No.  1 — Expenditures  (Treasurer). 
Schedule  No.  2— Expenditures  (Speakers  Bureau). 

The  following  comments  are  made  on  the  principal 
items  included  in  the  above  statements. 

CASH  ACCOUNT 

A detailed  cash  account  for  the  year  ended  Decem- 
ber 31,  1935,  is  given  in  Exhibit  “A,”  showing  the  bal- 
ance on  hand  at  the  beginning  of  the  year,  receipts 
and  disbursements  during  the  year  and  balance  in  the 
respective  bank  accounts  at  the  close  of  the  year 
under  review,  a summary  of  which  is  as  follows: 


Cash  in  Banks,  December  31,  1934 $ 7,656.27 

Add.  Receipts  (As  per  Exhibit  “A”) 38,873.90 


Total  $46,530.17 

Less:  Expenditures  (As  per  Exhibit  “A”) . 37,728.12 


Balance — Cash  in  Banks  December  31, 

1935  $ 8,802.05 


Represented  by: 

lowa-Des  Moines  National  Bank $ 1,437.02 

Bankers  Trust  Company 146.96 

Des  Moines  Savings  Bank  and  Trust 
Company  7,218.07 


Total  $ 8,802.05 


All  receipts  as  herein  shown  were  traced  to  the  re- 
spective depository  accounts,  and  all  disbursements 
therefrom  were  supported  by  cancelled  checks  as  set 
out  by  Schedules  No.  1 and  2,  respectively.  The  bal- 
ance in  the  various  bank  accounts  were  satisfactorily 
reconciled  with  the  bank  statements  as  at  December 
31, 1935,  and  the  balance  as  shown  thereon  verified  by 
direct  communication  with  the  banks. 

Schedules  No.  1 and  2,  respectively,  set  out  in  de- 
tail expenditures  for  the  year  1935,  all  of  which  were 
supported  by  checks  drawn  by  the  Treasurer  upon 
vouchers  issued  by  the  Secretary.  Attached  to  and 
supporting  the  vouchers  were  invoices  from  the  vari- 
ous creditors,  properly  approved  by  the  Board  of 
Trustees. 

INCOME  AND  EXPENSE  ACCOUNT 
AND 

INVESTMENT  ACCOUNT 
Exhibit  “B”  sets  out  in  detail  the  income,  expense 
and  investment  account  for  the  year  ended  December 
31,  1935,  showing  excess  income  over  expenditures  of 


$1,145.78  and  a total  of  all  funds  on  hand  December 
31,  1935,  amounting  to  $43,403.58. 

The  following  comparative  statement  of  receipts 
and  expenditures  for  the  years  1935  and  1934  is  sub- 
mitted: 


INCOME: 

Year 

1935 

Year 

1934 

Increase 

or 

Decrease 

Receipts  from  Sec 
retary  

,$29,753.13 

$27,639.87  $2,113.26 

Speakers  Bureau  . 

. 5,151.97 

4,350.90 

801.07 

Annual  Session..., 

. 2,361.50 

1,926.45 

435.05 

Interest  on  Bonds . , 

. 1,130.63 

1,130.62 

.01 

Interest  on  Savings  117.84 

192.00 

7A.16 

Miscellaneous  .... 

358.83 

35.70 

323.13 

TOTAL  IN- 
COME FOR- 
WARDED . . . 

$38,873.90  $35,275.54 

$3,598.36 

EXPENDITURES: 

Schedule  No.  1 . . . , 

,$33,949.76  $29,550.60  $4,399.16 

Schedule  No.  2. . . . 

, 3,771.67 

2,352.68 

1,418.99 

Bank  Charges  and 
Miscellaneous  . . . 

6.69 

119.78 

113.09 

TOTAL  EXPEN- 
DITURES   

$37,728.12 

$32,023.06  $5,705.06 

EXCESS  INCOME 
OVER  EXPENDI- 
TURES   

$ 1,145.78  $ 3,252.48 

$2,106.70 

Changes  in  the  investment  account  during  the 
year  1935  are  shown  by  the  following  analysis: 


Net  Income  for  the  year  1935  as  per  Ex- 
hibit “B” $ 1,145.78 

Add:  Cash  in  Banks,  beginning  of  the  year  7,656.27 
Treasury  Bonds  on  hand,  beginning 

of  the  year 34,601.53 

Total  Funds  at  December  31,  1935 $43,403.58 


Represented  by: 

Cash 

lowa-Des  Moines  National 

Bank  $ 1,437.02 

Bankers  Trust  Company. . . 146.96 

Des  Moines  Savings  Bank.  7,218.07 

$ 8,802.05 

Treasury  Bonds: 

3%,  1955,  Face  Value $ 9,000.00 

3%%,  1943,  Face  Value...  25,500.00 

Premium  paid  when  acquired  101.53  34,601.53 

Total,  as  above $43,403.58 

The  Treasury  Bonds  as  shown  above  are  in  safe- 
keeping with  the  lowa-Des  Moines  National  Bank 
and  Trust  Company,  and  were  verified  by  direct  com- 
munication with  the  bank. 

In  conclusion  we  wish  to  express  our  appreciation 
of  the  courtesies  extended  to  us  during  the  course 
of  our  examination,  and  we  will  be  glad  to  supply 
any  additional  information  desired  herein. 

Respectfully  submitted, 

W.  WIDDUP  & COMPANY, 
Certified  Public  Accountants. 

Chartered  Accountants. 
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Exhibit  “A” 

Cash  Account 

For  the  Year  Ended  December  31,  1935 


la.-Des  Moines 

Bankers 

Des  Moines 

Nat’l  Bank 

Trust 

Savings 

Total 

& Trust  Co. 

Company 

Bank 

CASH  IN  BANKS: 

December  31,  1934 

. . $ 7,656.27 

$ 180.07 

$ 375.97 

$ 7,100.23 

RECEIPTS: 

Dues  

$ 0.. . 

$21,785.75 

$ 

0... 

Advertising  

0..  . 

6,886.98 

0... 

Reprints  

0.. . 

969.94 

0.. . 

Miscellaneous  

0..  . 

110.46 

0.. . 

Total 

$ 0... 

$29,753.13 

$ 

0... 

Speakers  Bureau: 

Fees  

. . $ 5,120.17 

$ 0.. . 

$ 5,120.17 

$ 

0... 

Travel  Expense 

0.. . 

31.80 

0... 

Total  

. . $ 5,151.97 

$ 0.. . 

$ 5,151.97 

$ 

0... 

Annual  Session 

$ 0.. . 

$ 2,361.50 

$ 

0... 

Interest,  Treasury  Bonds 

1,130.63 

0.. . 

0.. . 

Returned  Check  Payments 

0.. . 

7.50 

0... 

Refund  Legislative  Committee 

351.33 

0.. . 

0... 

Interest  Savings  Account 

0.. . 

0.. . 

117.84 

TOTAL  ALL  RECEIPTS 

$ 1,481.96 

$37,274.10 

117.84 

TOTAL  RECEIPTS  AND  BEGINNING  BALANCE... 

. . $46,530.17 

$ 1,662.03 

$37,650.07 

$ 7,218.07 

TRANSFERS  

$37,500.00 

$37,500.00 

0... 

BALANCE  AFTER  TRANSFERS 

. . $46,530.17 

$39,162.03 

$ 150.07 

$ 7,218.07 

EXPENDITURES: 

Expense  (Schedule  No.  1) 

$33,949.76 

$ 0..  . 

$ 

0... 

Expense  (Schedule  No.  2) 

3,771.67 

0.. . 

0... 

Bank  Charges  

3.58 

3.11 

0... 

TOTAL  EXPENDITURES 

, . . $37,728.12 

$37,725.01 

$ 3.11 

$ 

0... 

BALANCE  CASH  IN  BANKS  December  31,  1935 

, . . $ 8,802.05 

$ 1,437.02 

$ 146.96 

$ 7,218.07 

Exhibit  “B” 

Irtome  and  Expense  Account  Including  Investment 
For  the  Year  Ended  December  31,  1935 


INCOME: 

Received  from  Secretary: 

Dues  $21,785.75 

Advertising  6,886.98 

Reprints  969.94 

Miscellaneous  110.46 


Total  $29,753.13 

Speakers  Bureau: 

Fees  $ 5,120.17 

Travel  Expense 31.80  5,151.97 


Annual  Session  2,361.50 

Interest  from  Bonds 1,130.63 

Refund  Legislative  Committee 351.33 

Returned  Check  Payment 7.50 

Interest  Savings  Account 117.84 


TOTAL  INCOME  $38,873.90 


EXPENSES: 

Expenditures,  Schedule  No.  1.  $33,949. 76 
Expenditures,  Schedule  No.  2.  3,771.67 

Bank  Charges  6.69  37,728.12 


EXCESS  OF  INCOME  OVER  EXPENSE 
FOR  THE  YEAR  ENDED  DECEMBER 

31,  1935  $ 1,145.78 

INVESTMENT  ACCOUNT: 

Cash  in  Banks  and  Treasury  Bonds  on 
hand  at  December  31,  1934: 

Cash  in  Banks $ 7,656.27 

Treasury  Bonds  (Par  $34,- 

500.00)  Cost 34,601.53  42,257.80 


TOTAL  CASH  IN  BANKS  AND  TREAS- 
URY BONDS  ON  HAND  DECEMBER 
31,  1935  $43,403.58 


REPRESENTED  BY: 

Treasury  Bonds  (Par  $34,500.- 

00),  Cost $34,601.53 

Iowa  - Des  Moines  National 

Bank  1,437.02 

Bankers  Trust  Company 146.96 

Des  Moines  Savings  Bank  & 

Trust  Co 7,218.07 


TOTAL 


$43,403.58 
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Schedule  No.  1 
EXPENDITURES 

For  the  Year  Ended  December  31,  1935 


Date  Check 

Order 

1935 

No. 

No. 

1-4 

3025 

4972 

1-17 

3026 

4973 

1-23 

3028 

4975 

1-23 

3029 

4976 

1-23 

3030 

4977 

1-23 

3031 

4978 

1-23 

3032 

4979 

1-23 

3033 

4980 

1-23 

3034 

4981 

1-23 

3036 

4982 

1-23 

3035 

4983 

1-23 

3037 

4984 

1-23 

3038 

4985 

1-23 

3039 

4986 

1-23 

3040 

4987 

1-23 

3041 

4988 

1-23 

3042 

4989 

1-23 

3043 

4990 

1-23 

3044 

4991 

1-23 

3045 

4992 

1-23 

3046 

4993 

1-23 

.3047 

4994 

1-23 

3048 

4995 

1-23 

3049 

4996 

1-23 

3050 

4997 

1-23 

3051 

4998 

1-23 

3052 

4999 

1-23 

3053 

5000 

1-23 

3054 

5001 

1-31 

3058 

5005 

2-5 

.3059 

5006 

2-7 

3060 

5007 

2-18 

3068 

5015 

2-18 

3069 

5016 

2-26 

3070 

5024 

2-26 

3071 

5025 

2-26 

3072 

5026 

2-26 

3073 

5027 

2-26 

3074 

5028 

2-26 

3075 

.5029 

2-26 

3076 

5030 

2-26 

3077 

5031 

2-26 

3078 

5032 

2-26 

3079 

5033 

2-26 

3080 

5034 

2-26 

3081 

5035 

2-26 

3082 

5036 

2-26 

3083 

5037 

2-26 

3084 

5038 

2-26 

3085 

5039 

2-26 

3086 

,5040 

2-26 

3087 

5041 

2-26 

3088 

5042 

2-26 

.3089 

5043 

2-26 

3090 

5044 

2-26 

.3091 

5045 

2-26 

3092 

.5046 

2-26 

3093 

5047 

2-26 

3094 

5048 

2-26 

3095 

5049 

0.0  .■ 

aecifi 

SeOO 

2-26 

3097 

5051 

Drawn  in  Favor  of  In  Payment  of  Distribution 

Petty  Cash  Legislative  Committee  Postage Legislative  Committee  

National  Carloading  Corp Freight  on  Addressograph Rent  and  Office  Supplies 

Iowa  Press  Clipping  Bureau December  Clippings  Journal  Ptg.  and  Engraving.. 

Bill’s  Floral  Company Bendixen’s  Flowers  Administrative,  Misc 

Raymond  E.  Peck Travel  Expense — Com.  Meeting Annual  Session  

Western  Letter  Service 600  Letters  Legislative  Committee 

Petty  Cash  Office  Postage Rent  and  Office  Supplies 

Robert  L.  Parker January  Salary  General  Salaries  

Grace  J.  McDonald January  Salary  General  Salaries  

R.  R.  Simmons January  Salary  Journal  Ptg.  and  Engraving.. 

Mary  McCord  January  Salary  .Speakers  Bureau 


Virginia  Stewart  January  Salary  {journal  Ptg^aTd  En^^^ 


5 Dorothy  Nelson 


N.  W.  Bell  Telephone  Co January  Service  and  December  Tolls. 


January  Salary  General  Salaries 

Administrative,  Misc 

Rent  and  Office  Supplies 

County  Society  Services 

Legislative  Committee  

Med.  Economics  Comm 

Journal  Ptg.  and  Engraving.. 
Speakers  Bureau  

lowa-Des  Moines  National  Bank . Safekeeping  Charges  Administrative,  Misc 

Bankers  Building  Corp January  Rent  Rent  and  Office  Supplies 

Dess  Powers  .Flowers  for  Dr.  Young Administrative,  Misc 

Yellow  Cab  Company Traveling  Expense  Legislative  Committee  

Hotel  Ft.  Des  Moines Dinners,  Dec.  9,  1934 Legislative  Committee  

Central  Engraving  Co Halftones  Ifg!' and  Engraving  i i 

F.  P.  McNamara Traveling  Expense  Legislative  Committee  

Chas.  D.  O’Donnell House  and  Senate  Bills,  Journals Legislative  Committee 

L.  R.  Woodward Councilor  Expense  Council  

C Administrative  Misc 2. 

Legislative  Committee  8. 

I Other  Committees  ... 

Freeburn  and  Baker Abstracts  Legislative  Committee 

Dutcher,  Walker  & Ries Attorney  Fees  Medico-Legal  Committee 


Gordon  F.  Harkness Phone  Call  and  Traveling  Expense... 


Koch  Brothers  Stationery,  Printing  and  Office  Sup. . . 


rRent  and  Office  Supplies. 
J Stationery  and  Printing. 

T Legislative  Committee 
I I 


^ Speakers  Bureau 


Amount 

$ 20.00 

5.50 
14.52 
10.20 

9.50 
5.75 

10.00 

50.00 

85.00 
100.00 
100.00 

35.00 

115.00 

150.00 
5.10 

15.80 

3.55 

67.65 
.90 

3.05 

15.39 

17.25 

90.00 
10.77 
11.20 
36.83 
17.64 
48.05 
18.30 

7.00 
8.66 
24 
40 
4.53 

13.00 

88.66 

34.54 

102.66 
47.96 
22.38 


r Stationery  and  Printing 78.32 

^ a ^ M A V-  n,  ST  O ^ O A 


Wallace-Homestead  Co Printing  ^Journal  Ptg.  and  Engraving.. 

^Reprints  

r Administrative.  Misc 

Western  Union  Telegraph  Co Telegrams,  Nov.  and  Dec.,  1934 -I  Legislative  Committee 

I Speakers  Bureau  

Gerald  O.  Blake .January  Salary  Legislative  Committee 


N.  W.  Beil  Telephone  Co February  Service  and  January  Tolls 


^ Council 


536.80 
32.72 
3.75 

52.74 
2.09 

100.00 

Fred  Moore  Committee  Activities  Legislative  Committee 2,000.00 

_ _.....  _ . . . ^ 

4.80 
22.33 
16.80 
3.75 
10.00 

75.00 

85.00 
100.00 
100.00 

35.00 

115.00 

150.00 

90.00 
1.65 

15.07 

1.70 
.80 

33.35 
4.40 
6.00 

3.45 

7.50 

22.75 
37.15 
27.22 

4.70 

20.00 

31.90 

9.45 
6.60 

8.50 

23.00 

28.00 
20.00 

16.75 
14.97 
19.50 

5.20 

19.35 
3.00 


Chas.  B.  Pinkham Photostatic  Copies,  letters Legislative  Committee 

R.  N.  Meng Advertising  Commission  Journal  Ptg.  and  Engraving., 

Postmaster  Mailing  to  entire  membership Administrative  Misc 

Iowa  Press  Clipping  Bureau January  Clippings Journal  Ptg.  and  Engraving., 

D.  M.  Clean  Towel  Service Towel  Service,  three  months Rent  and  Office  Supplies 

Cash  Office  Postage Rent  and  Office  Supplies 

Robert  L.  Parker February  Salary General  Salaries  

Grace  J.  McDonald February  Salary General  Salaries  

R.  R.  Simmons .February  Salary Journal  Ptg.  and  Engraving.. 

Mary  McCord  February  Salary Speakers  Bureau  

Virginia  Stewart  February  Salary &"al'  Ptg!'ard  Engraving.'; 

Dorothy  Nelson  February  Salary General  Salaries  

Bankers  Bldg.  Corp February  Rent  Rent  and  Office  Supplies 

I Administrative.  Misc 

j Rent  and  Office  Supplies 

County  Society  Services 


Legislative  Committee 

Med.  Economics  Committee... 

I Other  Committees  

I Annual  Session  

1 Speakers  Bureau  

Robert  L.  Parker Traveling  and  Miscellaneous  Exp Administrative,  Misc 

John  I.  Marker .Jan.  and  Feb.  Trustee  Meetings Trustees  

James  E.  Reeder Jan.  and  Feb.  Council  Meetings ' A -11 

(Legislative  Committee  

A.  Spilman Jan.  and  Feb.  Council  Meetings Council  

R.  Woodward Jan.  and  Feb.  Council  Meetings Council  

M.  Myers Jan.  and  Feb.  Trustee  Meetings Trustees  

C.  McClure Traveling  Expense  Finance  Com Other  Committees  

S.  Bowers Traveling  Expense  Finance  Com Other  Committees  

L.  Carr Traveling  Expense  Finance  Com Other  Committees  

R.  Brock Traveling  Exp.  Const,  and  By-Laws ....  Other  Committees  


H. 

L. 

E. 

E. 

A. 

L. 

W. 

John  H.  Henkin Traveling  Exp.  Const,  and  By-Laws ....  Other  Committees 

W.  A.  Sternberg Traveling  Exp.  Const,  and  By-Laws ....  Other  Commmittees  .... 

C.  W.  Ellyson Council  Meeting  Expense Council  

R.  H.  McBride Committee  on  Child  Health Other  Committees  

Garr  Brothers  Stencils  Rent  and  Office  Supplies. 

C.  &.  N.  W.  Ry.  Co Round  trip  to  Chicago  (Dr.  Parker) ...  Administrative,  Misc.  ... 

American  Medical  Ass’n Printing  Legislative  Committee  .. 


Amount  Forward 


$ 5,419.01 
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July,  1936 


Date 

1935 


2-26 

2-26 

2-26 

2-26 

2-26 


2-26 


2-26 

2-26 

2-26 

2-26 

2-26 


2-26 


2-26 

2-26 

2-26 

3-14 

3-21 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 


3-29 


3-29 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 

3-29 


3-29 


3-29 

3-29 

3-29 


3-29 


3-29 


3-29 


3- 29 

4- 3 
4-9 
4-12 
4-19 
4-25 
4-26 
4-26 
4-26 
4-26 

4-26 

4-26 

4-30 

4-30 

4-30 


Check 

No. 


3098 

3099 

3100 

3101 

3102 


Order 

No. 


5052  D.  M.  Slide  Co Lantern  Slides  County  Society  Services. 

5053  Sn^ith  & Smith  Printers Supplies  (Envelopes)  Rent  and  Office  Supplies. 

5054  Hotel  Ft.  Des  Moines Child  Health  Committee  Expense Other  Committees  

5055  Addressograph  Co Addressograph  Plates  Rent  and  Office  Supplies 

5056  Zaisers  Office  Supplies  Administrative,  Misc.  .. 


3103  5057  Western  Union 


• January  Services  J Committee 


f Administrative,  Misc. 

I I 


3104 

3105 

3106 

3107 

3108 


5058 


LAnnual  Session  

Central  Engraving  Halftones  for  Journal Journal  Ptg.  and  Engraving.. 


I Other  Committees 

u 


5059  Koch  Brothers  Supplies 


fRent  and  Office  Supplies. 

I 


. Legislative  Committee 
L Speakers  Bureau  ... 

5060  W.  Widdup  and  Co Audit  Administrative,  Misc. 

5061  E.  D.  Plass Child  Health  Committee  Expense Other  Committees  .. 

5062  M.  C.  Hennessy Council  Meeting — 11th  District Council  

Administrative,  Misc. 


3109  5063  Gordon  F.  Harkness Misc.  Trav.  Expense  and  Telephone. . 


3110  5064  Wallace-Homestead  Co Printing 


County  Society  Services 

I Trustees  

) Council  

Medico-Legal  Committee  

Legislative  Committee 

Med.  Economics  Com 

.Annual  Session  

f Stationery  and  Printing 

, Journal  Ptg.  and  Engraving. 

(.Reprints  

Legislative  Committee 


3145  5092 


3146 

3147 

3148 

3149 

3150 

3151 

3152 
3163 


5093 

5094 

5095 
6096 
5097 
6098 

5099 

5100 


3164  6101 


3165  6102 


3166 

3157 


3168 

3159 


5103 

6104 


5106 


Schedule  No.  1 — Continued 

Drawn  in  Favor  of  In  Payment  of  Distribution  Amount 

Amount  Brought  Forward $ 5,419.01 

.86 

3.45 

5.19 

5.11 

8.19 

1.11 

1.09 

.79 
1.06 
88.00 

25.10 
1.84 

13.11 

100.00 

12.36 

45.05 
3.07 
8.60 

16.57 
16.68 

.66 
7.33 
.83 
15.62 
173.92 
684.64 
126.38 
1.38 
1.80 
100.00 

62.06 
13.72 

6.01 
10.00 

75.00 

85.00 
100.00 
100.00 

35.00 
116.00 
150.00 

1.15 
14.70 
3.50 

3.46 
44.04 

.90 

3.26 
6.30 

90.00 
29.85 

3.93 
3.92 
13.90 
142.21 
3.80 

2.05 
15.60 

5.27 
22.32 

3.06 
.63 

. .66 

49 

193!70 
.92 
62.87 
38.96 
11.66 

10.30 

21.46 
27.40 

9.40 
.40 

66.58 

22.36 
634.30 

12.00 

16.30 
15.82 

61.46 


3111  5065  Des  Moines  Club I.unches  

3112  6066  H.  J.  Burgstahler Legislative  Conference  Legislative  Committee 

3123  5070  Postmaster  Journal  Postage  Journal  Ptg.  and  Engraving.. 

3132  6079  R.  N,  Meng Advertising  Commission  Journal  Ptg.  and  Engraving.. 

3134  5081  Iowa  Press  Clipping  Bureau February  Clippings  Journal  Ptg.  and  Engraving.. 

3135  6082  Des  Moines  Club Legislative  Committee  Lunches Legislative  Committee  

3136  6083  Cash  Office  Postage  Rent  and  Office  Supplies 

3137  5084  Robert  L.  Parker March  Salary General  Salaries 

3138  5085  Grace  J.  McDonald March  Salary General  Salaries 

3139  5086  Mary  McCord  March  Salary 

3140  5087  R.  R.  Simmons March  Salary 

3141  5088  Virginia  Stewart  

3142  5089  Dorothy  Nelson  March  Salary 


3143  5090  N.  W.  Bell  Telephone  Co March  Services  and  February  Tolls.. 


3144  5091 


Speakers  Bureau  

Journal  Ptg.  and  Engraving.. 

(General  Salaries  

^ (Journal  Ptg.  and  Engraving. . 

. General  Salaries  

’Administrative,  Misc 

Rent  and  Office  Supplies 

County  Society  Services 

Council  

Legislative  Committee  

Med.  Economics  Committee. . . 
Journal  Ptg.  and  Engraving.. 

Speakers  Bureau  

Bankers  Bldg.  Corp March  Rent  Rent  and  Office  Supplies 

( Administrative,  Misc 

Robert  L.  Parker Traveling  Expenses  'County  Society  Services 

I Legislative  Committee  

H.  L.  Van  Winkle Council  Meeting  Council  

R.  D.  Bernard Legislative  Committee  Legislative  Committee  

James  E.  Reeder Trip  to  Onawa County  Society  Services 

Des  Moines  Photo  Copy Slides  Legislative  Committee 

A.  W.  Erskine Traveling  Expense  County  Society  Services 

Minnesota  Public  Health  Ass’n ..  Mimeographing  Talk  Administrative,  Misc 

Kirkwood  Hotel  Guest  Rooms  for  Legis.  Com Legislative  Committee  

Bratton  Printing  Co Printing  Approved  Cards Med.  Economics  Comm 

{Administrative,  Misc 

County  Society  Services  

Council  

Legislative 

Journal  Ptg.  and  Engraving.. 

Central  Engraving  Co Halftones  jjournaf  Ptg^anr^^ 

Morris  Moore  Legislative  Telegrams Legislative  Committee  

Direct  Advertising  Printing  Legislative  Committee 

'Administrative,  Misc 


5106  Gordon  F.  Harkness Traveling  Expenses 


J County  Society  Services. 
' \ Legislative  Committee 
\ Annual  Session 


Koch  Brothers  Office  Supplies  (Office  Suwli^”"’™'*^^ 


3160  5107  Wallace-Homestead  Co. 


3161 

3165 

3168 

3169 

3179 
3178 

3180 

3181 

3182 

3183 


6108 

6112 

6115 

6116 
5125 

5129 

5130 

5131 
6132 
5133 


r Journal  Ptg.  and  Engraving.. 

Administrative,  Misc 

, Printing  Stationery  and  Printing 

Legislative  Committee  

(Reprints 


Fred  Moore  Legislative  Activities  Legislative  Committee  2,000.00 


Raymond  E.  Peck Traveling  Expense  Annual  Session 

Postmaster  Mailing  Relief  Plan  to  members County  Society  Services 

Markwell  Typewriter  Ex Repairing  Machines  Rent  and  Office  Supplies.... 

Cash  Office  Postage  Rent  and  Office  Supplies.... 

Mrs.  R.  N.  Meng Advertising  Commission  to  Mr.  Meng.  .Journal  Ptg.  and  Engraving. 

Robt.  L.  Parker April,  1936,  Salary General  Salaries  

Grace  J.  McDonald April  Salary  General  Salaries  

R.  R.  Simmons April  Salary  Journal  Ptg.  and  Engraving. 

Mary  McCord  April  Salary  Speakers  Bureau  

(General  Salaries 


3184  5134  Virginia  Stewart  April,  1935,  Salary. 


(Journal  Ptg.  and  Engraving.. 


3186  5135  Dorothy  Nelson  April,  1935,  Salary General  Salaries 

3194  6141  Iowa  Press  Clipping  Bureau March,  1935,  Clippings Journal  Ptg.  and  Engraving.. 

3195  5142  Des  Moines  Elec.  Light  Co Bulbs  for  Office Rent  and  Office  Supplies 

3196  *6143  The  Flax  Company Carbon  Paper  Rent  and  Office  Supplies 


18.16 

33.75 

28.83 

10.00 

28.80 

75.00 

85.00 
100.00 
100.00 

35.00 
116.00 
160.00 

14.36 

2.86 

5.00 


Amount  Forward 


$11,850.73 
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Date 

Check 

Ordei 

1935 

No. 

No. 

4-30 

3197 

5144 

4-30 

3198 

5145 

4-30 

3199 

5146 

4-30 

3200 

5147 

4-30 

3201 

6148 

4-30 

3202 

5149 

4-30 

3203 

5150 

4-30 

3204 

6161 

4-30 

3205 

6152 

4-30 

3206 

5163 

4-30 

3207 

6154 

4-30 

3208 

5155 

4-30 

3209 

6156 

4-30 

3210 

5157 

4-30 

3211 

5168 

4-30 

3212 

6159 

4-30 

3213 

5160 

4-30 

3214 

5161 

4-30 

3216 

5162 

4-30 

3216 

5163 

4-30 

3217 

5164 

5-9 

3222 

5169 

5-13 

3226 

5170 

5-13 

3227 

5171 

5-17 

3228 

5175 

5-17 

3229 

5176 

6-17 

3230 

6177 

5-17 

3231 

5178 

5-17 

3232 

5179 

5-17 

3233 

5180 

5-27 

3238 

6185 

5-27 

3239 

5186 

5-27 

3240 

5187 

5-27 

3241 

5188 

5-27 

3242 

6189 

5-27 

3243 

6190 

5-27 

3244 

5191 

5-31 

3251 

5198 

5-31 

3252 

5199 

6-31 

3253 

5200 

6-31 

3254 

5201 

5-31 

3255 

5202 

6-31 

3256 

5203 

5-31 

3257 

6204 

6-31 

3268 

5205 

6-31 

.3259 

5206 

5-31 

3260 

5207 

6-31 

.3261 

5208 

6-31 

3262 

5209 

6-31 

3263 

5210 

6-31 

3264 

5211 

5-31 

3265 

6212 

5-31 

3266 

5213 

6-31 

3267 

5214 

6-31 

3268 

5215 

6-31 

3269 

5216 

Drawn  in  Favor  of  In  Payment  of  Distribution  Amount 

Amount  Brought  Forward $11,850.73 


Robert  L.  Parker Traveling  Expenses  County  Society  Services 

T.  F.  Thornton Traveling  Exp.  Econ.  Meeting Med.  Economics  Committee... 

J.  C.  Donahue Traveling  Exp.  Econ.  Meeting Med.  Economics  Committee... 

James  C.  Hill Traveling  Exp.  Econ.  Meeting j Sp^etke^rsXau  ’ 

H.  E.  Farnsworth Child  Health  and  Protection Other  Committees  

E.  J.  Watson Joint  Meeting  Council  and  Com Other  Committees 

John  I.  Marker Trustees  Meeting  Trustees  

M.  C.  Hennessy Council  Phone  Calls Council  

Bankers  Building  Corp April,  1935,  Rent Rent  and  Office  Supplies 

r Administrative,  Misc 

Rent  and  Office  Supplies 

County  Society  Services 

Trustees  

Council  

Legislative  Committee  

Med.  Economics  Committee. . . 

Annual  Session  

Journal  Ptg.  and  Engraving.. 
- Speakers  Bureau  

F.  P.  McNamara Scientific  Exhibits  Expense Annual  Session  

r County  Society  Services 

W-t""  Union  March  Services  L7ss^"“  


N.  W.  Bell  Telephone  Co April  Service  and  March  Toll. 


Speakers  Bureau  

Hotel  Savery  Rooms  during  Legislative  Session Legislative  Committee 

Direct  Advertising  .....Two  mailings  Legislative  Material Legislative  Committee  

Addressograph  Co Plates  and  Equipment Rent  and  Office  Supplies 

[ Stationery  and  Printing 

Central  Engraving  Company Halftones  • Annual  Session  

* LJournal  Ptg.  and  Engraving.. 

Battenfield  & Ball Legislative  Phone  Calls Legislative  Committee 

E.  M.  Myers Legislative  Calls  and  Steno.  Work ....  Legislative  Committee 

Koch  Brothers Legislative  and  Office  Supplies O^ffi^'^Su^ie;; ! ! '. 


f Administrative,  Misc. 

j c ~ ■ ■ ■ 


Gordon  F.  Harkness Misc.  Traveling  Expenses EStfve"  Commit^^^^ 

[.Annual  Session  

fLegislative  Committee  

Wullace-Homestead  Co Printing  ^ Journal  Ptg.  and  Engraving.. 

Mrs.  H.  J.  Wood Secretaries  Luncheon  Annual  Session  

Dutcher,  Walker  & Ries Legal  Services — -First  Quarter Medico-Legal  Committee  .... 

Burnstedt  & Heminway Legal  Services — Crumpton  Case Medico-Legal  Committee  .... 

C.  R.  I.  & P.  Ry Traveling  Expense  Annual  Session  

Marie  Hale  Extra  Help  during  session Annual  Session  

Mary  L.  McCord Davenport  Trip Annual  Session  

Dorothy  M.  Nelson Traveling  Expense Annual  Session  

C.  Anderson  Aldrich Expense — Guest  Speaker  Annual  Session  

W.  S.  Middleton Expense — Guest  Speaker  Annual  Session  

Cash  Postage Rent  and  Office  Supplies 

Robert  L.  Parker May  Salary  General  Salaries  

Grace  J.  McDonald May  Salary  General  Salaries  

R.  R.  Simmons May  Salary  Journal  Ptg.  and  Engraving.. 

Mary  McCord  May  Salary  Speakers  Bureau  

Virginia  Stewart  May  Salary  {journal  Ifg^ard  Engraving; ! 

Dorothy  Nelson  May  Salary  General  Salaries  

Fred  Moore  Traveling  Expense  Administrative,  Misc 

Iowa  Press  Clipping  Bureau March  Clippings  Journal  Ptg.  and  Engraving.. 

Hopkins  & Mulock Insurance  on  Sec.  Treas.  Bonds Administrative,  Misc 

r Trustees  

E.  M.  Myers Traveling  Expense  x Legislative  Committee  

[other  Committees  

Des  Moines  Clean  Towel  Service.  .March,  April,  May  Services Rent  and  Office  Supplies 

Robert  L.  Parker Meeting  Expense  Administrative,  Misc 

E.  D.  Plass Baldridge  Memorial  Committee Other  Committees  

Bankers  Building  Corp May  Rent  Rent  and  Office  Supplies 

F.  A.  Hennessy Telephone  and  Traveling  Expense Legislative  Committee 

Rent  and  Office  Supplies 

County  Society  Services 

Trustees  

Legislative  Committee  

Medical  Economics  Comm 

Annual  Session  

Journal  Ptg.  and  Engraving.. 
Speakers  Bureau  

Hotel  Savery Meeting  Expense  Legislative  Committee  

r Administrative.  Misc 

County  Society  Services 

Western  Union  April  Services  Legislative  Committee  

I Journal  Ptg.  and  Engraving.. 
[Speakers  Bureau  

John  C.  Parsons Meeting  Expense  Annual  Session  

rCounty  Society  Services 

iscellaneous  Expense < Council  

[Annual  Session  

Boice Expense  County  Society  Meeting Council  

Ely Legal  Expense  Medico-Legal  Committee  .... 

Traveling  Expense {Eel^Mative  Comm'iUee' 

Yellow  Cab  Company Taxi  Fare — Robt.  Parker Administrative  Misc 

t Rent  and  Office  Supplies. 


N.  W.  Bell  Telephone  Co May  Service  and  April  Tolls. 


A.  W.  Erskine. 


Mi: 


A. 

A. 


L.  R. 


Stationery  and  Printinit. 


Koch  Brothers 


. Supplies  } Legislative  Committee 

I Annual  Session 


Journal  PtK.  and  Enitravinpr  • ■ 
(^Speakers  Bureau  


22.70 
12.60 
10.00 

3.00 

23.00 

23.00 

25.50 

15.39 
3.60 

90.00 

4.35 
17.06 

1.06 

3.60 

4.45 
139.76 

7.65 

2.65 

4.46 

15.00 
18.12 

.70 

1.98 

1.26 

.65 

67.32 

63.65 

5.92 
2.87 

30.00 

13.25 

2.66 

9.20 

256.60 
60.80 

3.06 

11.40 
43.58 

3.20 
3.83 

651.97 

44.43 

66.25 
198.70 
389.09 

9.95 

10.00 

20.50 
12.60 
10.00 

29.89 

10.00 

75.00 

86.00 
100.00 
100.00 

36.00 
116.00 
150.00 

79.35 

14.35 

87.50 
1.90 
3.40 

4.20 

3.75 
102.85 

14.09 

90.00 

30.70 
16.42 

4.60 

1.75 
104.96 

.90 

12.16 

2.60 
12.56 
11.60 

.82 

.82 

9.09 
.71 
.62 

11.76 

8.35 

3.10 
1.60 

76.76 

19.70 

11.90 

13.70 
.70 

20.62 

145.93 

47.68 

2.30 

22.60 

3.93 


Amount  Forward 


$16,874.54 
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July,  1936 


Date 

1936 


5-31 

5-31 


5-31 


6-18 

6-25 

6-25 

6-25 

6-25 

6-25 

6-25 

6-26 

6-25 

6-25 

6-25 


6-25 


6-25 

6-25 

6-25 

6-25 

6-25 

6-26 

6-25 

6-25 

6-25 

6-25 

6-25 


6-26 


6-25 

6-25 


6-25 


7-1 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-3 

7-16 

7-16 

7-19 

7-27 

7-27 

7-27 

7-27 

7-27 

7-27 

7-27 

7-31 

7-31 

7-31 


7-31 


7-31 

7-31 

7-31 

7-31 

7-31 

7-31 

7-31 

7-31 

7-31 

7-31 

7-31 

7-31 
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Check 

Order 

No. 

No. 

3270 

5217 

3271 

5218 

3272 

5219 

3273 

5220 

3281 

5228 

3282 

5229 

3283 

5230 

3284 

5231 

3285 

6232 

3286 

5233 

3287 

6234 

3288 

6235 

3289 

5236 

3290 

5237 

3291 

5238 

3292 

5239 

3293 

5240 

3294 

5241 

3295 

5242 

3296 

5243 

3297 

5244 

3298 

5245 

3299 

5246 

3300 

5247 

3301 

5248 

3302 

5249 

3303 

5250 

3304 

6261 

3305 

5252 

3306 

5253 

3307 

5254 

3308 

6255 

3309 

5256 

3310 

6257 

3311 

6258 

3312 

6269 

3313 

5260 

3314 

6261 

3315 

5262 

3316 

5263 

3317 

6264 

3318 

6265 

3319 

5266 

3320 

6267 

3327 

6273 

3328 

6274 

3331 

6277 

3332 

.5278 

3333 

5279 

3334 

5280 

3335 

5281 

3336 

5282 

3337 

5283 

3338 

6284 

3340 

5286 

ss-n 

5287 

3342 

5288 

3343 

5289 

3344 

5290 

3345 

5291 

3346 

5292 

3347 

6293 

3348 

5294 

3349 

5295 

3350 

5296 

3351 

6297 

3352 

6298 

3353 

5299 

3364 

6300 

3355 

5301 

Multigraph  Co Ribbon 

Central  Engraving  Co Halftones — Zincs 


Wallace-Homestead  Co Printing 


reinked  Rent  and  Office  Supplies 

J Annual  Session  

(Journal  Ptg.  and  Engraving., 

Stationery  and  Printing 

Legislative  Committee 

Annual  Session 

! Journal  Ptg.  and  Engraving.. 
L Reprints  

J.  Earl  Hammer ‘...Advertising  Commissions  Journal  Ptg.  and  Engraving.. 

Iowa  Press  Clipping  Bureau May  Clippings  Journal  Ptg.  and  Engraving.. 

American  Medical  Assn Chiropractic  Catechism  Legislative  Committee  

French  Way  Cleaners Cleaning  Drapes  Rent  and  Office  Supplies 

Cash  Office  Postage Rent  and  Office  Supplies 

Robert  L.  Parker June,  1935,  Salary General  Salaries  

1935,  Salary General  Salaries  

1935,  Salary Speakers  Bureau  

1935,  Salary Journal  Ptg.  and  Engraving.. 

1 General  Salaries  

iJournal  Ptg.  and  Engraving.. 

Dorothy  Nelson  June,  1935,  Salary General  Salaries  

Rent  and  Office  Supplies 

County  Society  Services 


Grace  J.  McDonald June, 

Mary  McCord  June, 

R.  R.  Simmons June. 

Virginia  Stewart  June,  1935,  Salary. 


N.  W.  Bell  Telephone June  Service  and  May  Tolls M^conor^^^^^^^ 

Annual  Session  

Speakers  Bureau  

R.  D.  Bernard Legislative  Committee  Expense Legislative  Committee  

W.  E.  Walsh Legislative  Committee  Expense Legislative  Committee 

T.  F.  Thornton A.  M.  A.  Meeting Administrative,  Misc 

C.  C.  Hall Legislative  Activities  Legislative  Committee  

Commercial  Engraving  Co Zinc  for  Journal Journal  Ptg.  and  Engraving.. 

T.  F.  Thornton Traveling  Expenses Med.  Economics  Committee... 

Smith  and  Smith  Ptg.  Co 100  Envelopes  Rent  and  Office  Supplies 

r County  Society  Services  

Western  Union  May  Services s Legislative  Committee  

LJournal  Ptg.  and  Engraving.. 

Central  Engraving  Co Halftones  Journal  Ptg.  and  Engraving.. 

Cash  Postaere  for  Journal  Questionnaire Journal  Ptg.  and  Engraving.. 

E.  L.  Wurtzer Traveling  Expense  Other  Committees  

r Administrative,  Misc 

G-  F.  Harhness Traveling  Expense  ^ ! ! ! ! ! ! 

I Annual  Session  

C.  A.  Boice .Traveling  Expense  Council  

e (Rent  and  Office  Supplies 

1 Council 


Koch  Brothers 


Schedule  No.  1 — Continued 

Drawn  in  Favor  of  In  Payment  of  Distribution  Amount 

Amount  Brought  Forward $15,874.54 

3.13 
30.65 

33.19 

10.20 

9.95 

188.60 
782.64 
63.85 

63.00 
15.72 

3.00 

3.80 

10.00 

75.00 

85.00 
100.00 
100.00 

35.00 

115.00 

150.00 
14.14 

2.40 

5.80 

1.55 
4.90 
7.30 

159.48 

7.75 
76.02 

3.56 
7.22 

37.23 
3.46 
3.29 
.10 
1.33 
16.52 

25.00 
12.50 
14.93 

1.83 
21.67 
7.49 
12.60 
7.61 
119.57 
9.95 
167.79 
579.29 

73.04 

40.00 

15.30 

14.60 

175.00 

16.30 

10.00 

600.00 
385.20 

97.56 
17.20 
364.74 
477.24 

2.04 

5.40 

50.00 

3.75 

95.00 

10.00 

50.00 

75.00 

100.00 

11.5.00 

125.00 

35.00 

175.00 

12.60 
5.48 

22.60 
13.98 

1.15 
3.10 
2.65 

4.05 
7.64 

17.44 

66.04 

17.25 
12.50 

180.00 

9.15 
5.52 

20.25 
.63 
.25 

21.61 
8.42 
533.55 
77.95 


rstationery  and  Printing. 
J Annual  Session 


Wallace-Homestead  Co Printing  Engraving.. 

I Reprints  

Cash  Postage  on  Bus.  Rep.  Envs Journal  Ptg.  and  Engraving.. 

S.  Joseph  and  Sons Gavel  Annual  Session  

G.  E.  John Carpenter  Work  Annual  Session  

Scott  County  Med.  Society Annual  Session  Expense Annual  Session  

F.  L.  Rector Cancer  Exhibit  Annual  Session  

Loyal  Davis  Guest  Speaker  Expense Annual  Session  

New  Masonic  Temple  Ass'n Rent — Convention  Annual  Session  

J.  H.  C.  Peterson’s  Sons  Co Exhibit  Booths  Annual  Session  

Davenport  Electric  Con.  Co Wiring  at  Masonic  Temple Annual  Session  

Standard  X-Ray  Corp .View  Boxes  and  Freight Annual  Session  

Master  Reporting  Co Reporting  Meeting  Annual  Session  

Blackhawk  Hotels  Corp Banquet  and  Room  Charges Annual  Session  

Zoecklers  Supplies  Annual  Session  

Raymond  E.  Peck Return  Freight  on  X-Ray  Exhibit Annual  Session  

J.  Earl  Hammer Advertising  Commission  Journal  Ptg.  and  Engraving.. 

Iowa  Tuberculosis  Ass’n Mimeograph  Paper  Stationery  and  Printing 

Grace  J.  McDonald July  Salary  General  Salaries  

Petty  Cash  Office  Postage  Rent  and  Office  Supplies 

Postmaster  Journal  Postage  Journal  Ptg.  and  Engraving.  . 

Robert  L.  Parker July  Salary  General  Salaries  

R.  R.  Simmons July  Salary  Journal  Ptg.  and  Engraving.. 

Mary  McCord  July  Salary  Speakers  Bureau  

, T , c.  , (Journal  Ptg.  and  Engraving.. 

Virginia  Stewart  July  Salary  ^General  Salaries  

Dorothy  Nelson  July  Salary  General  Salaries  

Iowa  Press  Clipping  Bureau June  Clippings  Journal  Ptg.  and  Engraving.. 

Capital  City  Ptg.  Plate  Co Simmons  Cut  and  Etching Journal  Ptg.  and  Engraving.. 

H.  A.  Spilman Council  Expense  Council  

CRent  and  Office  Supplies 

County  Society  Services  

N.  W.  Bell  Tel.  Co June  Tolls,  July  Service -!  Council  

I Journal  Ptg.  and  Engraving.. 
L Speakers  Bureau  

Commercial  Engraving  Co Cut  for  Building  Page Journal  Ptg.  and  Engraving.. 

Gaar  Brothers  Stencil  Coupon  Book  Rent  and  Office  Supplies 

V.  L.  Treynor Traveling  Expenses  Administrative,  Misc 

lowa-Des  Moines  National  Bank.  Safekeeping  Administrative,  Misc 

B.  F.  Wolverton Program  Committee  Meeting Annual  Session  

Bankers  Building  Corp -Tune  and  July  Rent Rent  & Office  Supplies 

James  E.  Reeder Council  Expense  Council  

Addressograph  Co Changes  on  Plates Rent  and  Office  Supplies 

Koch  Brothers  Supplies  Rent  and  Office  Supplies 

. (Other  Committees  

Western  Union  June  Services  } Journal  Ptg.  and  Engraving.. 

Central  Engraving  Co Halftones  for  Journal Journal  Ptg.  and  Engraving.. 

rstationery  and  Printing 

Wallace-Homestead  Co Printing  5 Journal  Ptg.  and  Engraving.. 

LReprints  


.$23,254.68 


. it 


Amount  Forward 
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Date  Check 

Order 

1935 

No. 

No. 

8-23 

3360 

5306 

8-27 

3363 

5309 

8-27 

3364 

5310 

8-27 

3365 

5311 

8-27 

3366 

5312 

8-27 

3367 

5313 

8-31 

3368 

5314 

8-31 

3369 

6315 

8-31 

3370 

5316 

8-31 

3371 

5317 

8-31 

3372 

6318 

8-31 

3373 

6319 

9-13 

3374 

5322 

9-13 

3375 

5323 

9-21 

3381 

5327 

9-26 

3383 

5329 

9-26 

3385 

5330 

9-26 

3386 

5331 

9-26 

3387 

5332 

9-26 

3384 

5333 

9-30 

3398 

5344 

9-30 

3404 

5350 

9-30 

3405 

6351 

9-30 

3406 

6352 

9-30 

3407 

5353 

9-30 

3408 

5354 

9-30 

3409 

5355 

9-30 

3410 

5356 

9-30 

3411 

5357 

9-30 

3412 

5358 

9-30 

3413 

5359 

9-30 

3414 

5360 

9-30 

3415 

5361 

9-30 

3416 

5362 

9-30 

3417 

5363 

9-30 

3418 

5364 

10-23 

3419 

5365 

10-24 

3420 

5366 

10-24 

3421 

5367 

10-24 

3422 

5368 

10-24 

3423 

5369 

10-24 

3424 

6370 

10-24 

3425 

5.371 

10-24 

34V6 

5372 

10-24 

3427 

5273 

10-24 

3428 

5374 

10-24 

3429 

5375 

10-24 

3430 

5376 

10-24 

3431 

5377 

10-24 

3432 

5378 

10-24 

3433 

6379 

10-24 

3434 

5380 

10-24 

3435 

6381 

10-24 

34.36 

6382 

10-24 

3437 

5383 

10-24 

3438 

5384 

10-24 

3439 

5385 

10-24 

3440 

5386 

10-24 

3441 

6387 

10-24 

3442 

6388 

10-24 

3443 

6389 

10-24 

3444 

6390 

10-24 

3445 

5.391 

10-24 

3446 

6.392 

10-24 

3447 

6393 

10-24 

3448 

6394 

10-24 

3449 

6396 

Cash  Office  Postage 


Robert  L.  Parker August 

Grace  J.  McDonald August 

Mary  McCord  August 

Virginia  Stewart  August 

Dorothy  Nelson  August 


■ Rent  and  Office  Supplies. 


Schedule  No.  1 — Continued 

Drawn  in  Favor  of  In  Payment  of  Distribution  Amount 

Amount  Brought  Forward $23,254.58 

10.00 

75.00 

95.00 
116.00 

36.00 

125.00 

175.00 
3.76 
3.85 

100.00 

90.00 
1.42 

.97 

860.80 
18.85 
115.50 
22.76 
77.99 

75.00 

95.00 

115.00 

35.00 

126.00 

175.00 

100.00 

18.25 

27.35 

90.00 
14.18 

1.55 
3.45 
15.05 
14.22 
.75 
23.60 
1.40 
4.20 
44.80 
2.33 
3.26 
4.50 
.20 
2.97 

66.25 
3.11 

16.35 
60.14 


Salary  General  Salaries 

Salary  General  Salaries  

Salary  Speakers  Bureau  

(General  Salaries  

^ (Journal  Ptg.  and  Engraving.. 

Salary  General  Salaries  

Des  Moines  Clean  Towel  Service. . .June,  July  and  August  Service Rent  and  Office  Supplies 

M.  C.  Hennessy Phone  Calls  and  Telegrams Council  

R.  R.  Simmons August  Salary  Journal  Ptg.  and  Engraving.. 

Bankers  Bldg.  Corp August  Rent  Rent  and  Office  Supplies 

T„K,  (Legislative  Committee  

western  union  July  service  (Journal  Ptg.  and  Engraving. . 

Wallace-Homestead  Co Printing  | ReSs^.‘.®.' . '.  ’. 

J.  Earl  Hammer Advertising  Commission  Journal  Ptg.  & Engraving.. 

Postmaster  Mailing  Journal  Bulletins Journal  Ptg.  and  Engraving.. 

Stephens.  Thornell  & Millhone.  . . Legal  Services  Medico-Legal  Comm 

Robert  L.  Parker September  Salary General  Salaries  

Grace  J.  McDonald September  Salary General  Salaries  

Mary  McCord  September,  1935,  Salary Speakers  Bureau  

Virginia  Stewart  September,  1935,  Salary Ifo^rnal  Pr^faTd  Engraving] ! 

Dorothy  Nelson  September,  1935,  Salary General  Salaries  

R.  R.  Simmons September,  1935,  Salary Journal  Ptg.  and  Engraving.. 

Felix  A.  Hennessy Council  Phone  Calls Council  

Iowa  Press  Clipping  Bureau July  and  August  Clippings Journal  Ptg.  and  Engraving.. 

Bankers  Building  Corp September  Rent  Rent  and  Office  Supplies 

Rent  and  Office  Supplies 


fl 

N.  W.  Bell  Telephone  Co August  Service  and  July  Tolls Services. 


N.  W.  Bell  Telephone  Co September  Service  and  August  Tolls 


i Speakers  Bureau  

r Rent  and  Office  Supplies. 
J Legislative  Committee  . . 

^ Speakers  Bureau  

I Other  Committees  

.Trustees  


E.  M.  Myers Trustees  Meeting 

John  I.  Marker Trustees  Meeting Trustees  

Addressograph  Company New  Plates  and  Changes Rent  and  Office  Supplies 

Zaisers  Office  Supplies  Rent  and  Office  Supplies 

Iowa  Tuberculosis  Assn Six  Reams  Mimeo.  Paper Journal  Ptg.  and  Engraving.. 

W-tern  Union  August.  1935,  Service { “elntrL^.^] . ] ] ] ] ] ] ] ] 

Central  Engraving  Co Halftones  for  Journal Journal  Ptg.  and  Engraving.. 

L.  R.  Woodward Traveling  Exp.  and  Phone  Calls (Speakers  Bureau  ]]]]]]]]]]]] 

fRent  and  Office  Supplies. 

Koch  Brothers  Printing  and  Supplies. 


J Stationery  and  Printing 120.39 


Wallace-Homestead  Co. 

Robert  L.  Parker Meeting 


I Legislative  Committee 

I Speakers  Bureau  

Prlntlnir  (Journal  Ptg.  and  Engraving.. 

Meeting  Administrative,  Misc 

Iowa  Press  Clipping  Bureau September  Clippings  Journal  Ptg.  and  Engraving.. 

Cash Office  Postage  Rent  and  Office  Supplies 

JRent  and  Office  Supplies 

Co'inty  Society  Services 

Council  

I Journal  Ptg.  and  Engraving.  . 
I Speakers  Bureau  

Postmaster  Journal  Postage Journal  Ptg.  and  Engraving.. 

Robert  L.  Parker October,  1935,  Salary General  Salaries  

Grace  J.  McDonald .October,  1935,  Salary General  Salaries  

R.  R.  .Simmons October,  1935,  Salary Journal  Ptg.  and  Engraving.. 

Mary  McCord  October,  1935,  Salary Speakers  Bureau  

Virginia  Stewart  October.  1935,  Salary j.Wnal  pfi^^a^d  Englaving:] 

Bankers  Building  Corp October,  1935,  Rent Rent  and  Office  Supplies 

fAdministrative,  Misc 

V”‘»” pT(*'LIe:S;,,w:: 

LSpeakers  Bureau  

Dutcher,  Walker  & Ries Legal  Services  2d,  3d  Quarters Medico-Legal  Committee  .... 

[Rent  and  Office  Supplies 

Koch  Brothers  Printing  and  Supplies “S  Journal  Ptg.  and  Engraving.. 

L Speakers  Bureau  

[“Stationery  and  Printing 

Wallace-Homestead  Co Printing  -/Journal  Ptg.  and  Engraving.. 

[ Reprints  

F.  A.  Hennessy Meeting  October  10,  1935 Council  

L.  R.  Woodward Meeting  October  10,  1935 Council  

F.  P.  Winkler Meeting  October  10,  1935 Council  

James  E.  Reeder Meeting  October  10,  1935 Council  

C.  W.  Ellyson Meeting  October  10,  1935 Council  

A.  W'.  Erskine Meeting  October  10,  1935 Council  

C.  A.  Boice Meeting  October  10,  1935 Council  

H.  A.  Spilman Meeting  October  10,  1935 Council  

James  G.  Macrae Meeting  October  10,  1935 Council  

M.  C.  Hennessy Meeting  October  10,  1935 Council  

F.  A,  Hennessy Fifth  Councilor  Meeting  Sept,  27...  j^pundl  ] ] ] ] ] 

A.  W.  Erskine Traveling  Expense  County  Society  Services 

F.  P.  McNamara Council  Meeting,  Oct.  10,  1935 Council  

Peirce  D.  Knott Public  Relations  Com.  Oct.  10.  1935  Other  Committees  

Evon  Walker  Public  Relations  Com.  Oct.  10.  1935.. Other  Committees  

Walter  R.  Brock Prof.  Relations  Com.  Oct.  10,  1936 ....  Other  Committees  


9.27 

69.29 

476.63 

94.81 

39.52 
9.26 

10.00 

14.38 

2.65 

5.95 

2.00 

33.60 

50.00 

75.00 

95.00 

100.00 

115.00 

36.00 

125.00 

90.00 
.20 
32 
.45 

5.97 

265.35 

65.23 

14.79 

16.21 

4.08 

676.81 

82.47 

20.00 

14.85 

30.50 
21.40 

49.52 
18.00 

13.50 
10.00 

7.00 

15.20 
10.00 
10.00 

5.77 

1.60 

1.60 

10.00 

31.20 


Amount  Forward 


$29,181.95 
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Date 

1935 


10-24 

10-24 

10-24 

10-24 

10-24 

10-24 

10- 24 

11- 8 
11-21 
11-21 
11-21 
11-21 
11-21 
11-21 
11-21 
11-21 
11-21 
11-21 

11-21 

11-21 


11-21 


11-21 

11-21 

11-21 

11-21 

11-21 

11-21 

12-2 

12-11 

12-19 

12-19 

12-19 

12-19 

12-19 

12-19 

12-19 

12-19 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 


12-31 


12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 

12-31 


12-31 


12-31 

12-31 

12-31 

12-31 
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July,  1936 


Check 

No. 


3450 

3451 

3452 

3453 

3454 

3455 

3456 
3473 

3491 

3492 

3493 

3494 

3495 

3496 

3497 

3498 

3499 

3500 

3501 

3502 


Order 

No. 


5396 

5397 

5398 

5399 

5400 
6401 
5402 
5419 

5437 

5438 

5439 

5440 

6441 

6442 

6443 
5444 
5446 
5446 

6447 

6448 


Donald  C.  Conzett Prof.  Relations  Com.  Oct.  10,  1935 ....  Other  Committees  

E.  J.  Watson Prof.  Relations  Com.  Oct.  10,  1935 ....  Other  Committees  

H.  E.  Farnsworth Child  Health  Prot.  Com.  Meet Other  Committees  

R.  H.  McBride Child  Health  Prot.  Com.  Meet Other  Committees  

E.  D.  Plass Child  Health  Prot.  Com.  Meet Other  Committees  

E.  P.  Phillips. Child  Health  Prot.  Com.  Meet Other  Committees  

Howard  A.  Weis Child  Health  Prot.  Com.  Meet Other  Committees  

J.  Earl  Hammer Advertising  Commissions  .Journal  Ptg.  and  Engraving.. 

Paul  Benton  One  Ream  Auto  Copy Rent  and  Office  Supplies 

Old  Dutch  Carbon  & Rib.  Co Coupons  for  ribbons Rent  and  Office  Supplies 

Iowa  Press  Clipping  Bureau October,  1935,  Clippings Journal  Ptg.  and  Engraving.. 

Mark  well  Typewriter  Co Repairs  for  Typewriters ..Rent  and  Office  Supplies 

Des  Moines  Clean  Towel  Service. .. Sept,  Oct.,  Nov.,  Service Rent  and  Office  Supplies 

Cash  Office  Postage Rent  and  Office  Supplies 

Robert  L.  Parker November,  1936,  Salary General  Salaries  

Grace  J.  McDonald November,  1936,  Salary General  Salaries  

R.  R.  Simmons November,  1935,  Salary Journal  Ptg  and  Engraving.. 

Mary  McCord  November,  1936,  Salary Speakers  Bureau  

(General  Salaries 


Virginia  Stewart  November,  1936,  Salary. 


(Journal  Ptg.  and  Engraving.  . 


3503  6449 


Dorothy  Nelson  Nov.  15-Nov.  30,  1935,  Salary General  Salaries 

I Rent  and  Office  Supplies. 

N.  W.  Bell  Telephone  Co Nov.,  1935  Service  and  Oct.  Toll ^ ottr  C^rmPCs"!‘^^^^ 


3504 

3505 


5450 

5451 


3506  6462 


3507 

3508 


6453 

5454 


3516 

3529 

3530 

3531 
3632 


5468 

6475 

5476 

5477 
6478 


I Speakers  Bureau  

Bankers  Building  Corp November,  1935,  Rent Rent  and  Office  Supplies 

Des  Moines  Club Luncheons  Administrative,  Misc 

I Administrative,  Misc 

Western  Union  October  Services  County  Society  Services 

LJournal  Ptg.  and  Engraving.  . 

Coles,  Inc Advertising  Commission  Journal  Ptg.  and  Engraving. . 

Central  Engraving  Co Halftones  Journal  Ptg.  and  Engraving.  . 

jJoumal  Ptg.  and  Engraving.. 
r-rinung  (Reprints  

Cash  Post  Cards  Council  

J.  Earl  Hammer Advertising  Journal  Ptg.  and  Engraving.. 


3509  6455  Wallace- Homestead  Co. 


3533  6479 


3634 

3535 

3636 

3537 

3668 

3559 

3560 

3661 

3662 

3563 

3564 


6480 

6481 

6482 
5483 
6604 
6505 
6606 

6607 

6608 

6609 

6610 


Robt.  L.  Parker December  Salary  

Grace  McDonald December  Salary  

Mary  McCord  December  Salary  

Virginia  Stewart  December  Salary  {^^n^ral  Tafarle""  ' 


• General  Salaries 
.General  Salaries 
.Speakers  Bureau 


3,566 

3567 

3668 

3669 

3570 

3571 

3572 


6.512 

6613 

6514 

6616 

6516 

6517 
5518 


3573  6619 


3574 

3575 

3576 

3577 

3578 
3679 

3580 

3581 

3582 

3583 


6520 

6621 

6522 

6623 

6624 

5525 

5526 
6527 
5528 
6529 


3584  6530 


3585 

3586 

3587 

3588 

3589 


6531 

5632 

5533 

5534 
6535 


3590  5536 


3591  5537 


3592  6538 


3593 

3594 

3595 


5539 

5540 

5541 


Schedule  No.  1 — Continued 

Drawn  in  Favor  of  In  Payment  of  Distribution  Amount 

Amount  Brought  Forward $29,181.95 

19.80 
8.60 

19.85 

20.00 

1.75 
17.75 
11.66 

131.70 

1.50 
9.18 

13.77 

2.10 

3.75 

10.00 

76.00 

95.00 
100.00 
116.00 

35.00 

125.00 

87.50 
14.34 

6.15 
2.70 

26.10 

90.00 
5.06 

3.36 
.47 

4.01 

9.00 
95.62 

686.24 

91.80 

20.00 

36.00 

76.00 

95.00 

116.00 

125.00 

36.00 

17.5.00 

10.00 

60.00 

100.00 

13.52 

7.50 
9.80 
7.65 

17.00 
36.48 

90.00 
14.33 

1.35 

7.16 
8.85 
1.26 

.75 
.75 

8.30 

8.00 

30.50 

20.00 

13.95 

21.40 

15.50 
1.32 

13.60 

18.78 
1.08 

27.86 

6.50 
11.56 
10.00 

19.00 

21.50 
3.45 

2.37 
2.14 
1.95 
1.10 

44.36 
20.20 
78.26 
71.55 

60.00 

92.00 

60.41 

3.30 
61.67 

306.64 
20.28 

14.79 
659.60 

21.81 

25.00 

9.30 
81.17 


Dorothy  Nelson  December  Salary  General  Salaries  

Cash  Postage  Rent  and  Office  Supplies 

H.  J.  McCoy Year’s  Salary  General  Salaries  

R.  R.  Simmons December  Salary  Journal  Ptg.  and  Engraving. . 

Iowa  Press  Clipping  Bureau November  Clippings  Journal  Ptg.  and  Engraving.. 

Paul  Benton  Auto  Copy  Paper  Rent  and  Office  Supplies 

F.  A.  Hennessy Telephone  Calls  Council  

Des  Moines  Light  & Power  Co Light  Globes  Rent  and  Office  Supplies 

C.  P.  Phillips Travel  Expense  Other  Committees  

C.  W.  Ellyson Travel  Expense  Council  

Bankers  Building  Corp December  Rent Rent  

Rent  and  Office  Supplies 

Trustees  

Council  

Legislative  Committee  

Med.  Econ.  Committee 

Other  Committees  

Journal  Ptg.  and  Engraving.. 

Speakers  Bureau  

J.  G,  Macrae Travel  Expense  Council  

F.  P.  Winkler Travel  Expense  Council  

J.  E.  Reeder Travel  Expense  Council  

L.  R.  Woodward Travel  Expense  Council  

John  I.  Marker Travel  Expense  Trustees  

H.  E.  Farnsworth Travel  Expense  Other  Committees  

Gordon  F.  Harkness Postage  Rent  and  Office  Supplies 

H.  A.  Spilman Travel  Expense  {Sth^r' Committees' 

F.  P.  McNamara Travel  Expense  Annual  Session  

Robert  L.  Parker Travel  Expense  Administrative,  Misc. 


3565  6511  N.  W.  Bell  Telephone  Co Dec.  Telephone  and  Nov.  Tolls. 


S.  W.  Corbin Travel  Expense 

E.  M.  Myers Travel  Expense 

Evon  Walker Travel  Expense 

Howard  A.  Weis Travel  Expense 

T.  F.  Thornton .Travel  Expense 

Smith  & Smith  Printing  Co. 

Addressograph  Co 

Zaisers  


Legislative  Committee  . . 

Trustees  

Other  Committees  

Other  Committees 

Med.  Econ.  Committee  . . 

Envelopes  Rent  and  Office  Supplies. 

Supplies  Rent  and  Office  Supplies. 


Office  Supplies  Rent  and  Office  Supplies 

, tt  • rT3  1 i-  1 Administrative  Misc 

Western  Union  Telegraph  (Speakers  Bureau  ,. . . . . 

Central  Engraving  Co Halftones  Journal  Ptg.  and  Engraving.. 

M.  C.  Hennessy Travel  Expense  Council  

C.  A.  Boice Council  Expense Council  

R.  D.  Bernard Legislative  Comm.  E.xpense Legislative  Committee  

Miller,  Everett  & Miller., Attorney  Fees  Medico-Legal  Comm 

("County  Society  Services 

T.  A.  Burcham Travel  Expense -(Administrative,  Misc 

LSpeakers  Bureau  

(■Rent  and  Office  Supplies 

Koch  Brothers  Office  Supplies  -f  Stationery  and  Printing 

L Speakers  Bureau  

rstationery  and  Printing 

Wallace-Homestead  Co Printing  .lournal  Ptg.  and  Engraving.. 

B.  F.  Wolverton Travel  Expense  Other  Committees  

E.  B.  Bush Travel  Expense  Other  Committees  . . . •_ 

Koch  Brothers Office  Furniture  Rent  and  Office  Supplies 


TOTAL 


$33,949.76 


VoL.  XXVI,  No.  7 


Journal  of  Iowa  State  Medical  Society 


Schedule  No.  2 

EXPENDITURES— SPEAKERS  BUREAU 
For  the  Year  Ended  December  31,  1935 


381 


Date 

Check 

Order 

1935 

No. 

No. 

1-18 

3027 

4974 

1-27 

3055 

5002 

1-27 

3056 

6003 

1-27 

3057 

5004 

2-9 

3061 

6008 

2-9 

3062 

5009 

2-9 

3063 

6010 

2-9 

3064 

5011 

2-9 

3065 

5012 

2-13 

3066 

5013 

2-13 

3067 

6014 

2-20 

3113 

5017 

2-20 

3114 

6018 

2-20 

3115 

6019 

2-20 

3116 

6020 

2-20 

3117 

5021 

2-21 

3118 

5022 

2-26 

3119 

6023 

3-4 

3120 

6067 

3-4 

3121 

5068 

3-4 

3122 

5069 

3-4 

3124 

6071 

3-14 

3125 

5072 

3-14 

3126 

5073 

3-14 

3127 

5074 

3-14 

3128 

5075 

.3-21 

3129 

5076 

3-21 

3130 

5077 

3-21 

3131 

5078 

3-28 

3133 

5080 

4-2 

3162 

5109 

4-2 

3163 

5110 

4-2 

3164 

5111 

4-6 

3166 

5113 

4-6 

3167 

5114 

4-15 

3170 

5117 

4-15 

3171 

5118 

4-15 

3172 

5119 

4-15 

3173 

5120 

4-19 

3174 

5121 

4-19 

3175 

5122 

4-19 

3176 

5123 

4-19 

3177 

5124 

4-23 

3186 

5126 

4-23 

3187 

5127 

4-23 

3188 

5128 

4-30 

3189 

5136 

4-30 

3190 

5137 

4-30 

3191 

5138 

4-30 

3192 

5139 

4-30 

3193 

5140 

5-6 

3218 

6165 

5-6 

3219 

5166 

6-6 

3220 

6167 

6-7 

3221 

5168 

6-15 

3223 

5172 

6-15 

3224 

5173 

5-15 

3225 

5174 

5-22 

3234 

5181 

6-22 

3236 

5182 

5-22 

3236 

5183 

6-22 

3237 

6184 

5-29 

3245 

5192 

6-29 

3246 

6193 

5-29 

3247 

6194 

6-29 

3248 

6195 

6-31 

3249 

6196 

6-31 

3250 

5197 

6-21 

3274 

5221 

6-21 

3275 

5222 

6-21 

3276 

6223 

6-21 

3277 

,5224 

6-21 

3278 

6226 

6-21 

3279 

5226 

6-21 

3280 

6227 

7-11 

3321 

5268 

7-11 

3322 

5269 

7-11 

3323 

5270 

7-11 

3325 

5271 

7-11 

3.326 

6272 

7-19 

3329 

5276 

7-19 

3330 

5276 

7-27 

3339 

5285 

8-1 

3356 

6302 

8-16 

3367 

6303 

8-16 

3358 

5304 

8-16 

3359 

6306 

8-23 

3361 

6307 

8-23 

3362 

6308 

9-11 

3377 

5320 

Drawn  in  Favor  of  In  Payment  of  Distribution 

M.  E.  Barnes.  M.D Radio  Talks Radio  Talks  

F.  R.  Richmond,  M.D Post  Graduate  Expense Post  Graduate  Course.., 

Cash  Post  Cards Printing  and  Stationery, 

M.  E.  Barnes,  M.D Traveling  Expense  Travel  Expense  

Felix  Hennessy,  M.D Traveling  Expense  Travel  Expense  

Ray  Rich  Radio  Talks  Radio  Talks  

Chas.  F.  Obermann,  M.D Traveling  Expense  Travel  Expense  

James  Dunn,  M.D Expense  Re  Dr.  Jaffe’s  Dinner Post  Graduate  Course.. 

E.  M.  Myers,  M.D Traveling  Expense  Travel  Expense  

Cash  Postage  Post  Graduate  Course.., 

Mary  L.  McCord Traveling  Expense  Travel  Expense  

T.  U.  McManus,  M.D Traveling  Expense  Travel  Expense  

W.  D.  Sutliff Travel  Expense  Post  Graduate  Course.., 

Chicago  Northwestern  Railway ...  Travel  Expense  Post  Graduate  Course.. 

American  Medical  Ass’n Freight  Charges  Post  Graduate  Course.. 

D.  J.  Glomset,  M.D Traveling  Expense  Travel  Expense  

H.  A.  Reimann,  M.D Traveling  Expense  Post  Graduate  Course.. 

Clifford  J.  Barborka,  M.D Traveling  Expense  Post  Graduate  Course.., 

John  H.  Henkin,  M.D Traveling  Expense  Travel  Expense  

Des  Moines  Slide  Co Lantern  Slides  Miscellaneous  

Lincoln  Hotel  Dinners  Post  Graduate  Course.. 

Ray  Fox.  M.D Travel  Expense  Travel  Expense  

Chicago  & Northwestern  R.  R Travel  Expense  Post  Graduate  Course.. 

J.  E.  Dyson,  M.D Travel  Expense  Travel  Expense  

James  A.  Greene,  M.D Travel  Expense  Post  Graduate  Course.. 

Cash  Post  Cards  Miscellaneous  

E.  W.'*  Scheldrup,  M.D Travel  Expense Post  Graduate  Course.. 

H.  E.  Michelson,  M.D Travel  Expense Post  Graduate  Course.. 

Julia  Cole,  M.D Travel  Expense Travel  Expense  

D.  J.  Glomset,  M.D Travel  Expense Travel  Expense  

Gail  McClure,  M.D Travel  Expense Travel  Expense  

T.  U.  McManus,  M.D Travel  Expense Travel  Expense  

Peter  Bassoe,  M.D Travel  Expense Post  Graduate  Expense. 

J.  Edwards,  M.D Travel  Expense Travel  Expense 

Walter  L.  Palmer,  M.D Travel  Expense Post  Graduate  Course.. 

E.  M.  Myers,  M.D Travel  Expense Travel  Expense  

Frederick  H.  Lamb,  M.D Travel  Expense  and  Misc Post  Graduate  Course.. 

Bernard  Fantus,  M.D Travel  Expense  Post  Graduate  Course.. 

Ivan  T.  Schultz,  M.D Travel  Expense  Travel  Expense  

Mayo  Clinic Travel  Expense  Post  Graduate  Course.. 

Julius  S.  Weingart,  M.D Travel  Expense  Post  Graduate  Course.. 

M.  E.  Barnes,  M.D Radio  Talks  Radio  Talks  

Ray  Rich  Radio  Talks  Radio  Talks  

Fred  M.  Smith,  M.D Travel  Expense  Post  Graduate  Course.. 

E.  M.  MacEwen,  M.D Travel  Expense  Post  Graduate  Course.. 

Samuel  W.  Becker,  M.D Traveling  Expense  Post  Graduate  Course.. 

Glenn  C.  Blome,  M.D Traveling  Expense  jpesrCrlduItl^C 

W.  E.  Sanders.  M.D Radio  and  Travel Radio  Talks 

Warren  H.  Cole.  M.D Traveling  Expense  Post  Graduate  Course.. 

W.  E.  Wolcott,  M.D Traveling  Expense  Travel  Expense  

J.  B.  Synhorst,  M.D Traveling  Expense  Travel  Expense  

D.  J.  Glomset.  M.D Travel  Expense {J^GraSe^Course.' ! ! 

S.  D.  Maiden.  M.D Luncheons.  Dinners,  etc Post  Graduate  Course... 

F.  P.  McNamara.  M.D Traveling  Expense  Post  Graducate  Course. 

Woman’s  Auxiliary  Prizes  Miscellaneous  

Erich  Lindemann.  M.D Traveling  Expense  Travel  Expense  

Cash  Post  Cards  Miscellaneous  

Arthur  W.  Erskine.  M.D Travel  Expense  Post  Graduate  Expense, 

Frank  A.  Ely.  M.D Travel  Expense  Travel  Expense  

Edward  H.  Skinner.  M.D Travel  Expense  Post  Graduate  Expense, 

Mary  Ellen  Oldag.  M.D Travel  Expense  Travel  Expense  

H.  W.  Morgan.  M.D Travel  Expense  Post  Graduate  Expense., 

B.  F.  Wolverton.  M.D Travel  Expense  Post  Graduate  Expense. , 

M.  J.  McGrane.  M.D Travel  Expense  Post  Graduate  Course... 

H.  W.  Rathe.  M.D Travel  Expense  Post  Graduate  Course.., 

E.  M.  MacEwen.  M.D Travel  Expense  Post  Graduate  Course... 

Moses  Barron.  M.D Travel  Expense  Post  Graduate  Course... 

C.  H.  Graening.  M.D Travel  Expense  Travel  Expense  

Wm.  D.  Paul.  M.D Travel  Expense  Post  Graduate  Course... 

R.  N.  Larimer.  M.D Travel  Expense  Post  Graduate  Course... 

C.  A.  Boice.  M.D Travel  Expense  Radio  Talks  

Carl  L.  Gillies.  M.D Travel  Expense  Post  Graduate  Course... 

R.  B.  Gibson.  M.D Travel  Expense  Post  Graduate  Course... 

Gedney  Hotel  Meals  Post  Graduate  Course... 

N.  L.  Hersey.  M.D Telephone  Calls  Post  Graduate  Course... 

M.  E.  Barnes.  M.D Radio  Talks  Radio  Talks  

E.  E.  Shaw.  M.D Travel  Expense  Travel  Expense  

E.  D.  Plass.  M.D Travel  Expense  Travel  Expense  

Mary  L.  McCord Travel  Expense  Travel  Expense  

M.  B.  Call.  M.D Travel  Expense  Travel  Expense  

A.  C.  Starry.  M.D Travel  Expense  I’ost  Graduate  Course... 

Ray  Rich  Radio  Talks  Radio  Talks  

D.  J.  Glomset.  M.D Travel  Expense  Travel  Expense  

Nelle  F.  Schultz.  M.D Travel  Expense  Travel  Expense  

D.  J.  Glomset.  M.D Travel  Expense  Post  Graduate  Course... 

A.  D.  Woods.  M.D Travel  Expense  Travel  Expense  

J.  S.  McQuiston.  M.D Travel  Expense  Travel  Expense  

W.  W.  Bowen.  M.D Traveling  Expenses Travel  Expense  

C^ish  Post  Cards  Printing  and  Stationery. 

W.  W.  Bowen.  M.D .Travel  Expense  Radio  Talks  


Course 


Amount 
5 6.00 

2.17 
10.00 

3.40 

7.00 
6.25 

8.00 
6.00 

19.40 

11.65 

15.50 
6.25 

27.60 

17.60 

1.18 

49.00 

19.80 

25.60 

18.60 

7.60 

12.00 

4.00 

18.80 

4.60 

6.40 
10.00 
16.30 

25.00 

5.20 

21.45 

4.60 

28.90 

29.00 

4.50 
28.80 

2.00 
65.68 

30.00 

3.50 
35.20 

37.50 
5.30 

6.25 
22.25 
16.30 

25.60 

6.20 

6.60 

3.00 

18.60 
46.75 

7.90 

47.96 

48.70 
32.95 

48.45 

26.00 
24.15 
10.00 
21.92 

6.20 

10.29 
18.60 
11.10 

25.70 
12.00 

35.90 

16.30 
16.00 

48.70 

41.09 
12.00 

19.40 
86.02 

45.00 
11.56 

6.60 

5.26 

14.40 

19.10 

19.00 

44.70 

33.60 

6.00 

16.40 
7.80 

74.60 
8.00 

4.26 

10.00 
10.00 

6.00 


Amount  Forward 


$ 1,780.83 
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July,  1936 


Date  Check 

Order 

1935 

No. 

No 

9-11 

3376 

5321 

9-20 

3378 

6324 

9-20 

3379 

5325 

9-20 

3380 

5326 

9-24 

3382 

5328 

10-2 

3388 

5334 

10-2 

3389 

5335 

10-2 

3390 

5336 

10-2 

3391 

6337 

10-3 

3392 

5338 

10-9 

3393 

5339 

10-9 

3394 

5340 

10-9 

3395 

5341 

10-9 

3396 

5342 

10-9 

3397 

5343 

10-15 

3399 

5345 

10-15 

3400 

5346 

10-15 

3401 

6347 

10-15 

3402 

5348 

10-15 

3403 

5349 

10-25 

3457 

5404 

10-26 

3458 

5405 

10-25 

3459 

5406 

10-25 

3460 

5407 

10-25 

3461 

5408 

11-4 

3462 

5403 

11-4 

3463 

5409 

11-4 

3464 

5410 

11-4 

3465 

5411 

11-4 

3466 

5412 

11-4 

3467 

5413 

11-4 

3468 

5414 

11-4 

3469 

5415 

11-6 

3470 

5416 

11-6 

3471 

5417 

11-6 

3472 

6418 

11-13 

3474 

6420 

11-13 

3475 

5421 

11-13 

3476 

5422 

11-13 

3477 

5423 

11-13 

3478 

5424 

11-13 

3479 

5425 

11-13 

3480 

5426 

11-13 

3481 

5427 

11-14 

3482 

5428 

11-14 

3483 

5429 

11-14 

3484 

5430 

11-14 

3485 

5431 

11-21 

3486 

5432 

11-21 

3487 

54.33 

11-21 

3488 

5334 

11-21 

3489 

5435 

11-21 

3490 

5436 

11-26 

3510 

5456 

11-26 

3511 

5457 

11-26 

3512 

5458 

11-26 

3513 

5459 

11-26 

3514 

5460 

11-26 

3515 

5461 

12-2 

3517 

5462 

12-2 

3518 

5463 

12-2 

3519 

5464 

12-2 

3520 

5465 

12-2 

3521 

5466 

12-2 

3522 

5467 

12-9 

3523 

5469 

12-9 

3524 

6470 

12-9 

3525 

5471 

12-9 

3626 

6472 

12-11 

3527 

6473 

12-n 

3528 

5474 

12-27 

3538 

5484 

12-27 

3539 

5485 

12-27 

3540 

5486 

12-27 

3541 

6487 

12-27 

3542 

5488 

12-27 

3543 

5489 

12-27 

3544 

6490 

12-27 

3545 

6491 

12-77 

3546 

6492 

12-27 

3547 

5493 

12-27 

3548 

6494 

12-27 

3549 

5495 

12-27 

3550 

6496 

12-27 

3551 

5497 

12-27 

3552 

6498 

12-27 

3553 

5499 

12-28 

3554 

5500 

12-28 

3555 

6501 

12-28 

3556 

6502 

12-28 

3557 

5503 

Drawn  in  Favor  of 


In  Payment  of 


Amount  Brought  Forward 


Julia  Cole,  M.D 

Walter  Kirch,  M.D 

E.  M.  Myers,  M.D 

Cash  

Rock  Island  Railway 

H.  R.  Sugg.  M.D 

Wallace-Homeslead  Company 

Mayo  Clinic  

Blackhawk  Hotel  Company. . . 

B.  F.  Wolverton.  M.D 

H.  A.  Reimann,  M.D 

W.  M.  Fowler,  M.D 

Avery  E.  Lambert.  M.D 

G.  E.  Harrison,  M.D 

Stark  Travel  Service 

N.  L.  Hersey,  M.D 

M.  E.  Barnes,  M.D 

J.  F.  Edwards,  M.D 

Oliver  S.  Ormsby,  M.D 

Walter  Freeman.  M.D 

R.  O.  Hughes,  M.D 

Cash 

Paley  Rubin,  M.D 

William  F.  Mengert,  M.D.... 

P.  C.  Jeans.  M.D 

Peirce  D.  Knott.  M.D 

C. .  M.,  St.  P.  & P.  R.  R.  Co. 

Erwin  Schmidt,  M.D 

Julius  S.  Weingart,  M.D 

W.  A.  Rohlf,  M.D 

W.  E.  Sanders,  M.D 

C.  Van  Epps,  M.D 


.Travel  Expense  ... 
.Travel  Expense  ... 
.Travel  Expense  ... 

Post  Cards  

.Travel  Expense  ... 
.Traveling  Expense 

.Office  Signs 

Traveling  Expense 
.Traveling  Expense 
.Lantern  Slides  ... 

. Traveling  Expense 
.Traveling  Expense 
. Traveling  Expense 
.Traveling  Expense 
.Traveling  Expense 
.Traveling  Expense 

.Radio  Talks  

, .Radio  Talks  

.Traveling  Expense 
Traveling  Expense 
. Traveling  Expense 

. Post  Cards  

. Traveling  Expense 
, Traveling  Expense 
. Traveling  Expense 
. Traveling  Expense 
.Travel  Tickets  ... 
.Travel  Expense  . . . 
.Travel  Expense  . . . 
Travel  Expense  . . . 
Travel  Expense  . . . 
.Travel  Expense  . . . 


Florence  Johnston,  M.D Travel  Expense 

M.  E.  Barnes,  M.D Radio  Talks  

James  H.  Mitchell.  M.D Travel  Expense 

William  P.  Murphy.  M.D Travel  Expense 

Bernard  Fantus.  M.D Travel  Expense 

Mary  L.  McCord Travel  Expense 

Andrew  Woods.  M.D Travel  Expense 

Grace  E.  Williams,  M.D Travel  Expense 

E.  D.  Plass,  M.D Travel  Expense 

W.  H.  W'^eik,  C.  R.  T.  & P.  R.  R..  . .Travel  Expense  

Andrew  Wood,  M.D Travel  Expense  

D.  B.  Phemister,  M.D Travel  Expense  

E.  M.  MacEwen,  M.D Travel  Expense  

Cash  Post  Cards  

H.  Ij.  Van  Winkle.  M.D Travel  Expense 

A.  W.  Erskine.  M.D Travel  Expense 

Jas.  A.  Greene,  M.D Travel  Expense 

C.  F.  Obermann.  M.D Travel  Expense 

N.  L.  Hersey,  M.D Travel  Expense 

Herman  J.  Smith.  M.D Travel  Expense 

R.  Weslev  Scott,  M.D Travel  Expense 

Leo  G.  Rigler,  M.D Travel  Expense 

S.  D.  Maiden  M.D Travel  Expense 

Emerson  B.  Dawson,  M.D Travel  Expense 

Charlotte  Fisk.  M.D Travel  Expense 

H.  E.  Stroy,  M.D Travel  Expense 

Fred  Moore.  M.D Travel  Expense 

E.  E.  Shaw.  M.D Travel  Expense 

J.  D.  Bovd.  M.D Travel  Expense 

John  C.  Parsons,  M.D Travel  Expense 

D.  J.  Glomset.  M.D Travel  Expense 

E.  D.  Plass,  M.D Travel  Expense 

H.  M.  Korns,  M.D Travel  Expense 

R.  A.  Stewart.  M.D Travel  Expense 

Eastman  Kodak  Stores,  Inc Miscellaneous  

W.  D.  Paul  M.D Meals  and  Photographs 

I. .  R.  Woodward,  M.D Travel  Expense 

Cash  Post  Cards 

H.  Dabn^v  Kerr,  M.D Meals  

Richard  B.  Hull Broadcasting  

S.  D.  Maiden,  M.D Traveling  Expense  .... 

John  H.  Peck.  M.D Travel  Expense  

H.  L.  Beye,  M.D Travel  Expense  

E.  D.  Plass.  M.D Travel  Expense  

F.  A-  Hennessy.  M.D Travel  Expense  

F.  R.  Peterson.  M.D Travel  Expense  

Owen  H.  Wangensteen,  M.D .Travel  Expense  

E.  M.  Myers.  M.D Travel  Expense  

Fred  M.  Smith.  M.D Travel  Expense  

Vernon  C.  D^vid,  M.D Travel  Expense  

Ernest  E.  Irons  M.D Travel  Expense  

D.  M.  Tiierle,  M.D Travel  Expense  

C.  A.  Boice,  M.D Travel  Expense  

Burkett-Upde^raff  Motor  Co Transportation  

AWhur  Steindler.  M.D Travel  Expense 

Chic«igo  Rock  Inland  & P.  R.  R... Travel  Expense 

W.  F.  Bii+h  & Company Handbooks  

Leo  G.  Rigler,  M.D Honorarium — Newton 

Harold  L Brereton,  M.D Travel  Expense 


Distribution  Amount 

$ 1,780.83 

.Radio  Talks  14.00 

.Travel  Expense 7.60 

.Travel  Expense  2.80 

.Printing  and  Stationery 10.00 

.Post  Graduate  Course 15.70 

.Travel  Expense  4.75 

.Printing  and  Stationery 4.34 

.Post  Graduate  Course 26.17 

.Post  Graduate  Course 3.20 

. Travel  Expense  14.30 

.Post  Graduate  Course 28.60 

.Post  Graduate  Course 6.75 

.Travel  Expense  6.10 

.Travel  Expense  11.90 

.Post  Graduate  Course 91.35 

.Travel  Expense  2.40 

.Radio  Talks  5.25 

.Radio  Talks  6.00 

.Post  Graduate  Course 13.80 

.Post  Graduate  Course 96.05 

.Travel  Expense  11.00 

.Miscellaneous  Expense  10.00 

.Travel  Expense  7.86 

.Post  Graduate  Course 8.37 

.Post  Graduate  Course 8.72 

.Travel  Expense  3.80 

.Post  Graduate  Course 17.05 

.Post  Graduate  Course 33.08 

.Post  Graduate  Course 32.0Q 

.Travel  Expense  5.70 

.Travel  Expense  5.30 

.Post  Graduate  Course 4.20 

1 Travel  Expense  23.70 

) Cancer  4.00 

.Radio  Talks  6.25 

.Post  Graduate  Course 19.40 

.Post  Graduate  Course 15.00 

Post  Graduate  Course 76.00 

.Travel  Expense  4.19 

.Post  Graduate  Course 37.27 

.Travel  Expense  6.36 

.Post  Graduate  Course 31.92 

• Post  Graduate  Course 16.65 

.Travel  Expense  12.20 

.Post  Graduate  Course 2.30 

.Post  Graduate  Course 5.30 

• Printing  and  Stationery 10.00 

.Cancer  2.75 

.Cancer  4.00 

.Post  Graduate  Course 10.00 

.Travel  Expense  11. 5Q 

. Travel  Expense  4.20 

. Travel  Expense  8.60 

.Post  Graduate  Course 55.75 

. Post  Graduate  Course 21.50 

.Travel  Expense  19.60 

. Travel  Expense  4.00 

.Travel  Expense  2.90 

.Travel  Expense  12.40 

.Travel  Expense  23.80 

.Travel  Expense  15.35 

.Post  Graduate  Expense 7.77 

.Travel  Expense  1.50 

.Post  Graduate  Expense 98.05 

.Travel  Expense  5.30 

.Post  Graduate  Expense 3.00 

. . Travel  Expense  7.O0 

.Miscellaneous  2.50 

..Post  Graduate  Course 3.87 

. .Travel  Expense  44.95 

..Printing  and  Stationery 12.64 

..Post  Graduate  Expense 4.65 

..Radio  Talks  6.00 

..Travel  Expense  10.85 

..Travel  Expense  7.61 

..Post  Graduate  Expense 27.25 

..Travel  Expense  13.50 

..Travel  Expense  12.50 

..Post  Graduate  Expense 15.79 

..Post  Graduate  Expense 18.20 

..Travel  Expense  3.00 

..Post  Graduate  Expense 10.60 

..Post  Graduate  Expense 10.91 

..Post  Graduate  Expense 10.65 

..Post  Graduate  Course 9.50 

..Travel  Expense  3.10 

..Post  Graduate  Expense 502.32 

..Post  Graduate  Expense 8.75 

..Post  Graduate  Expense 15.45 

..Printing  and  Stationery 76.00 

..Post  Graduate  Course 25.00 

..Travel  Expense  31.80 


TOTAL 


I 3.771.6' 
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President  Burcham : The  report  of  the  Board  of 

Trustees.  Does  any  member  of  the  Board  of 
Trustees  care  to  make  the  report? 


REPORT  OF  THE  BOARD  OF  TRUSTEES 

House  of  Delegates,  Iowa  State  Medical  Society: 

The  annual  report  of  your  Board  of  Trustees  is 
herewith  presented  with  a mingled  feeling  of  satis- 
faction and  appreciation.  Despite  unstable  economic 
conditions  which  disturb,  and  social  unrest  which 
threatens,  causing  the  most  steadfast  to  falter  and 
become  fearful  of  the  future  of  our  professional  life, 
it  is  most  gratifying  to  bring,  for  your  consideration, 
the  record  of  our  transactions,  which  indicates  a pros- 
perous financial  condition  of  our  Society.  Further- 
more, observation  of  the  year’s  work  will  reveal  in- 
creased departmental  activities;  increased  zeal  in  spe- 
cial committees’  work;  proposals  for  new  plans,  laws 
and  regulations  for  the  education  and  protection  of 
its  members. 

In  our  efforts  to  bring  these  activities  into  realities 
by  affording  financial  and  moral  support,  we  have 
had  the  most  generous  cooperation  and  loyal  support 
from  officers  and  committee  chairmen  and  members, 
for  which  they  have  our  grateful  acknowledgment. 
While  these  expanding  activities  have  increased  the 
expenses  very  materially,  every  department  of  en- 
deavor has  been  amply  financed. 

No  less  significant  than  an  excellent  financial  situ- 
ation, is  the  fact  that  not  only  was  every  transaction 
between  the  Board,  the  officers,  the  departmental 
chairmen,  and  various  standing  and  special  com- 
mittees, characterized  by  earnestness  but  also  with- 
out discord.  This  evidence  of  harmony  and  unselfish 
cooperation  speaks  volumes  for  the  stability  and.per- 
petuity  of  our  Society. 

It  is  well  that  this  spirit  pervades  our  membership 
in  such  a generous  measure,  for  there  is  an  ever  in- 
creasing conviction  that  organized  medicine  is  being 
assailed  on  every  hand  by  many  forces — lay,  commer- 
cial and  political.  It  must  be  quite  evident  to  anyone 
who  has  studied  the  trend  of  the  times,  that  “social 
evolution”  is  in  the  making;  that  the  position  of  our 
profession  today  is  none  too  secure.  Indeed,  our 
position  is  precarious  if  we  relax  our  efforts  to  main- 
tain high  ethical  and  scientific  standards  and  to  keep 
our  interests  mutual,  unselfish  and  well  guarded. 
Our  duty  is  to  display,  at  all  times,  adequate  sensi- 
tiveness to  these  new  social  values  and  adequate 
statesmanship  to  meet  these  insidious  forces  in  poli- 
tics which  threaten  our  very  existence. 

Mindful  of  the  many  perplexing  and  serious  prob- 
lems which  lie  before  us,  it  is  reassuring  indeed  to  the 
Board  of  Trustees  in  our  efforts  to  give  ample  finan- 
cial support  and  at  the  same  time  keep  within  the 
bonds  of  financial  security,  to  have  the  hearty  coop- 
eration and  valued  advice  of  those  who  are  respon- 
sible for  the  varied  activities  of  the  society. 


An  analysis  of  the  Auditor’s  Report  will  reveal  that 
not  only  have  our  varied  departmental  activities  been 
encouraged  by  generous  financial  support  after  joint 
consideration  between  the  Board  of  Trustees  and  the 
chairmen  of  the  various  committees,  but  that  this  has 
been  done  within  budget  estimates.  This  could  not 
have  been  done  in  these  past  few  years  without  the 
most  careful  economical  planning  and  adjusting  of 
income  and  expenditures. 

We  dare  not  close  our  eyes  to  the  fact  that  the 
future  threatens  to  be  a turbulent  one  for  our  organ- 
ized interests  and  that  implies  increased  expenditure 
of  funds,  not  infrequently  for  unanticipated  emer- 
gencies. Such  emergency  demands  as  occur,  for  ex- 
ample, during  sessions  of  the  legislature,  while 
anticipated  to  a reasonable  degree  in  the  budget,  may 
require  drawing  on  our  reserve,  one  of  the  exigencies 
for  which  it  was  created.  We  must  not  only  hold 
fast  to  what  we  have  rightfully  and  equably  gained, 
but  must  protect  our  personal  and  organized  inter- 
ests from  future  efforts  to  socialize  us  and  thus  de- 
stroy that  intimate  and  vital  relation  between  patient 
and  physician,  so  necessary  to  the  life  and  growth  of 
our  nrofession. 

To  this  end  v^e  recommend  that  there  be  no  reduc- 
tion in  the  annual  dues  nor  any  radical  measure 
adopted  that  will  permit  a dissipation  of  our  surplus 
by  the  abolition  of  our  annual  dues  for  a period  of 
years.  It  is  our  conviction  that  such  an  action  would 
be  economically  unsound  and  one  which  would  render 
us  financially  helpless  against  unforeseen  legal  ac- 
tions such  as  malpractice  suits  and  other  litigations 
or  for  legal  defense  against  pernicious  legislative  pro- 
posals. It  is  our  belief  also  that  the  rank  and  file  of 
our  membership  are  so  appreciative  of  the  educational 
benefits  received  through  the  Speakers  Bureau,  the 
scientific,  yet  practical  postgraduate  courses,  district 
meetings.  University  extension  lectures  and  clinics, 
educational  programs  on  socialized  medicine  and 
medical  economics,  our  outstanding  medical  journal 
and  the  protection  afforded  the  individual  member, 
that  no  one  will  raise  a dissenting  voice  against  the 
present  dues,  even  though  it  may  mean,  in  some 
cases,  a personal  financial  sacrifice. 

We  are  enthusiastic  in  our  commendation  of  our 
budget  system  because  it  has  meant,  since  its  adop- 
tion, a balanced  budget.  The  advantages,  in  brief, 
are  that  a close  scrutiny  of  every  departmental  ex- 
penditure is  possible;  that  many  unforeseen  emer- 
gency demands  can  be  provided  for  and  unwarranted, 
or  excessive  expenditure  of  funds  by  any  department 
can  be  avoided.  It  has  been  the  consistent  policy  of 
the  Board  of  Trustees  to  meet  in  joint  session  with 
the  Council  and  the  various  committees,  when  so  de- 
sired, in  order  to  provide  liberally  and  equably  in 
the  budget  for  the  departmental  activities.  We, 
therefore,  urge  every  department  to  plan  amply  in 
their  requisitions  for  their  yearly  expenditures,  that 
there  may  be  no  embarrassment  for  lack  of  funds. 
Indeed  it  is  our  impression  that  some  committees 
should  spend  more  money,  provided  it  is  done  com- 
mensurate with  increased  interest  and  efficiency. 
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While  your  Board  of  Trustees  is  in  agreement  re- 
garding' the  continuance  of  present  activities  and 
favors  the  extension  of  even  greater  ones,  we  would, 
with  all  deference  to  their  judgment,  interpolate  as 
a word  of  caution  to  the  members  of  the  House  of 
Delegates’,  the  enthusiastic  endorsement  of  measures 
without  due  consideration  of  the  expenditure  which 
such  legislation  may  require,  for  such  acts  could 
very  readily  lead  to  the  criticism  of  the  unjustifiable 
prodigality  of  funds.  The  problem  of  maintaining 
a balanced  budget  is  therefore  a vital  one,  the  solu- 
tion of  which  should  be  given  serious  thought  by 
every  delegate,  in  every  measure  under  considera- 
tion by  the  House  of  Delegates. 

With  pride  we  recognize  in  our  Journal  a superior 
publication,  one  of  the  outstanding  state  medical 
society  publications  of  the  country.  This  recogni- 
tion is  substantiated  by  the  favorable  consideration 
by  increasing  numbers  of  advertisers,  local,  state  and 
national;  as  well  by  editorial  comment  and  the  in- 
corporation of  scientific  excerpts  by  other  well  known 
journals.  The  constant  endeavor  of  the  publishing 
committee  and  the  editor  is  to  provide  not  only 
scientific  articles  of  literary  merit  and  practical  ap- 
plication, but  also,  through  special  feature  pages, 
to  bring  every  month  interesting,  newsy  material  for 
the  busy  practitioner. 

The  central  office  personnel  is  exceptionally  effi- 
cient, having  been  by  education  and  training  espe- 
cially fitted  for  the  varied  and  exacting  duties  of 
this  office.  They  have  been  loyal  to  the  officers  of 
the  Society,  interested  in  their  work  and  render  a 
type  of  service  impossible  without  long  experience. 
This  office  is  your  office;  your  problems,  your  in- 
quiries and  your  needs  will  be  cheerfully  and  ca- 
pably considered. 

A detailed  account  of  our  financial  transactions 
seems  unwarranted  in  this  report  inasmuch  as  every 
item  of  disbursement  and  receipts  has  been  printed 
elsewhere  in  this  Handbook  over  the  signature  of 
Widdup  & Company,  Certified  Accountants.  It  is 
with  a feeling  of  warranted  satisfaction  that  we  can 
report  every  transaction  which  has  been  directed  by 
the  House  of  Delegates  necessitating  our  endorse- 
ment. All  such  transactions  have  been  conscien- 
tiously considered  by  your  Board  of  Trustees  and 
every  worthy  measure  heartily  endorsed  and  amply 
supported  without  the  cuid;ailment  of  departmental 
achievement  and  without  financial  loss.  Our  mem- 
bership has  increased,  interest  in  medical  affairs 
taken  on  new  life,  friendliness  fostered,  favorable 
legislation  enacted,  ambitions  aroused,  protection  af- 
forded, cooperation  given  and  services  rendered  by 
enthusiastic  district  meetings;  symposia  on  social- 
ized medicine;  programs  on  medical  economics  and 
legislative  matters;  superior  postgraduate  courses; 
county  unit  programs;  public  meetings  for  laymen 
on  subjects  touching  public  and  personal  health,  and 
disease  prevention.  Moreover,  all  these  gainful  is- 
sues have  been  accomplished  within  the  limits  of  a 
balanced  budget! 

With  few  exceptions  the  activities  of  the  various 


committees  have  been  unusually  energetic  and  effec- 
tive. We  commend  their  work,  stress  the  great  need 
of  continued  efforts,  and  recommend  even  greater 
activities  in  the  future. 

We  are  not  unmindful  of  the  thoughtful  consid- 
eration the  House  of  Delegates  has  given  in  the  past 
to  proposed  and  enacted  measures.  Every  trans- 
action that  has  come  before  it  for  decision  has  been 
discussed  and  acted  upon  without  prejudice  and  with 
the  single  purpose  of  increasing  the  strength,  the 
efficiency  and  the  growth  of  our  Society  without  im- 
posing executive  demands  on  the  Board  of  Trustees 
for  their  accomplishment,  which  would  involve  finan- 
cial loss  and  ultimate  insecurity. 

With  a deep  sense  of  gratitude  for  loyalty  and 
cooperation  from  the  highest  office  to  the  humblest 
worker  in  the  ranks;  of  profound  satisfaction  in  the 
knowledge  of  a growing  membership,  increased  ac- 
tivities, extended  protection  and  education  for  the 
individual  member,  enlarged  opportunities  for  the 
ambitious  and  a financially  sound  organization;  with 
abiding  faith  that  the  principles  upon  which  our 
great  Society  was  founded,  will  endure  as  an  im- 
pregnable fortress  against  the  insidious  forces  from 
without  which  would  destroy;  and  finally,  with  the 
supreme  joy  of  serving,  we  submit  our  annual  report. 

Oliver  J.  Fay,  Chairman 
John  I.  Marker 
Edward  M.  Myers 

Dr.  Fay:  Mr.  President,  I move  that  the  report 

be  accepted. 

President  Burcham:  It  has  been  moved  and 

seconded  that  the  report  of  the  Board  of  Trustees 
as  printed  in  the  Handbook  be  accepted.  Is  there 
any  discussion? 

The  question  was  called  for,  put  to  a vote  and 
carried. 

President  Burcham : Next  is  the  report  of  the 

Council.  Is  the  Council  ready  to  report  yet?  I 
think  the  Council  is  having  a meeting,  and  we  will 
probably  have  to  delay  that  report  at  the  present 
time. 

Report  of  the  Delegates  to  the  American  Medical 
Association.  Is  there  any  other  statement  that  any 
of  the  members  of  that  committee  wish  to  make  at 
this  time?  Is  any  member  of  the  committee  here? 

Dr.  Moore;  The  report  of  the  committee  was 
published  in  the  October  Journal.  I have  nothing 
additional  to  report;  perhaps  the  other  delegates 
have. 


REPORT  OF  DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 
These  reports  were  published  in  the  October,  1935, 
issue  of  the  Journal  of  the  Iowa  State  Medical 
Society.  Members  can  refer  to  this  Journal  for  the 
details  of  their  reports.  It  was  felt  that  the  members 
of  tbe  Society  would  profit  more  from  the  reports  if 
they  were  published  soon  after  the  delegates  had  at- 
tended the  sessions  of  the  House  of  Delegates  of  the 
American  Medical  Association. 
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President  Burcham:  Will  someone  move  the  ac- 

ceptance of  the  report? 

Dr.  Thornton:  I move  that  the  report  as  printed 

in  the  Journal  be  accepted. 

The  motion  was  put  to  a vote  and  carHed. 

President  Burcham:  Reports  of  the  Standing 

Committees  of  the  House  of  Delegates.  Committee 
on  Constitution  and  By-Laws.  Is  Dr.  Brock  here? 

Dr.  Brock:  Mr.  President,  the  Committee  on  Con- 

stitution and  By-Laws  is  ready  to  report  but,  as  a 
favor  to  that  Committee,  I am  asking  the  Chair  to 
postpone  this  report  until  we  get  down  to  new  busi- 
ness or  after  the  memorials  and  communications,  if 
you  will  kindly  do  that. 

President  Burcham:  If  there  are  no  objections, 

I will  so  rule. 

President  Burcham : Committee  on  Finance,  Ern- 

est C.  McClure  of  Busseyj  Chairman.  Is  any  other 
member  of  the  Finance  Committee  here?  Do  you 
want  to  accept  that  report  as  published  in  the  Hand- 
book? 


REPORT  OF  THE  FINANCE  COMMITTEE 

A meeting  of  the  Finance  Committee  was  held  in 
the  central  office  of  the  State  Society  on  March  3, 
1936.  All  members  of  the  committee  were  present. 

Two  checks  which  were  outstanding  at  the  time 
the  1935  report  of  the  committee  was  made,  had  in 
the  meantime  been  cleared  and  were  accounted  for. 

The  committee  reviewed  the  audit  for  the  fiscal 
year  1935,  including  all  bills  with  their  correspond- 
ing orders  and  checks.  Fifty-eight  checks  were  out- 
standing on  December  31,  1935.  These  were  listed 
and  filed  to  facilitate  the  1935  audit.  At  the  time  of 
the  committee  meeting,  all  but  two  of  these  outstand- 
ing checks  had  been  cleared  and  were  accounted  for. 
The  committee  voted  to  accept  the  1935  audit  pre- 
pared by  Mr.  Mills  of  Widdup  and  Company. 

Notes  for  1932,  1933,  1934  and  1935  dues  in  the 
amount  of  $639.50  are  being  held  by  the  secretary. 
Of  this  total,  $68.00  is  collectible  for  1932  dues, 
$224.00  for  1933  dues,  $227.50  for  1934  dues  and 
$120.00  for  1935  dues. 

Ernest  C.  McClure,  Chairman 
A.  S.  Bowers 
L.  L.  Carr 

Dr.  Moore:  I move  that  it  be  accepted. 

The  motion  loas  regidarly  carried  and  the  report 
of  the  Finance  Committee  as  published  in  the  Hand- 
book was  accepted. 

President  Burcham : Committee  on  Medical 

Economics,  Dr.  Thomas  F.  Thornton,  Waterloo, 
Chairman. 


REF'ORT  OF  THE  COMMITTEE  ON  MEDICAL 
ECONOMICS 

As  reported  to  the  House  of  Delegates  last  spring, 
the  Committee  on  Medical  Economics  of  the  Iowa 
State  Medical  Society  was  active  during  the  early 
months  of  1935  in  working  out  a satisfactory  medical 
relief  plan,  in  conjunction  with  the  Council,  which 
was  to  be  administered  by  the  Iowa  Emergency  Re- 
lief Administration,  through  the  use  of  federal  and 


state  funds.  Several  meetings  were  held  with  rep- 
resentatives of  the  three  groups  present.  Plans  were 
revised  until  at  last  one  was  drawn  up  which  seemed 
satisfactory  to  all  three  groups.  The  Council  and 
the  Medical  Economics  Committee  approved  the  plan 
and  recommended  it  to  those  counties  whose  own 
funds  were  exhausted  and  who  would  have  to  use 
state  and  federal  funds  for  medical  care.  The  plan 
was  promoted  by  the  Emergency  Relief  Administra- 
tion throughout  the  remainder  of  the  spring  and 
summer  months.  Varying  reports  as  to  the  success 
of  the  plan  were  received.  The  set  up  had  been  de- 
signed to  insure  a fee,  which,  while  very  low,  would 
at  least  repay  the  doctors  for  the  cost  of  their  serv- 
ices and  also  to  keep,  the  control  of  the  problem  of 
medical  care  in  the  hands  of  the  medical  profession. 
When  it  became  apparent  that  this  medical  relief 
plan  was  not  accomplishing  either  of  these  two  goals, 
and  after  it  had  been  given  several  months  of  trial, 
the  official  bodies  of  the  Iowa  State  Medical  Society 
could  no  longer  conscientiously  approve  it.  Conse- 
quently, the  council  withdrew  its  approval  at  its 
fall  meeting,  in  which  action  the  committee  on  Med- 
ical Economics  concurred. 

In  going  over  the  fee  bill  adopted  by  the  State 
Society  in  connection  with  drawing  up  the  medical 
relief  plan,  the  Medical  Economics  Committee  made 
one  change  which  has  not  been  referred  to  the  House 
of  Delegates  up  to  this  time,  viz.,  paracentesis  of 
ear  drum,  $10.00.  Formerly  this  fee  had  been  set 
at  $3.00  but  it  was  the  opinion  of  many  eye,  ear, 
nose  and  throat  men  and  the  members  of  the  com- 
mittee that  this  was  too  low  in  consideration  of  the 
responsibility  involved  in  such  procedures. 

Prior  to  the  last  meeting  of  the  House  of  Delegates, 
the  Committee  on  Medical  Economics  had  approved 
a collection  agency  operating  in  Iowa  under  the  name 
of  the  National  Discount  and  Audit  Company.  After 
approving  an  agency,  the  committee  is  ever  alert  for 
reports  as  to  satisfactory  or  unfavorable  experience. 
Further  investigations  regarding  the  National  Dis- 
count and  Audit  Company  led  the  committee  to  feel 
that  it  did  not  come  up  to  the  standards  of  collection 
agencies  approved  by  the  society  and  the  approval 
of  the  committee  was  withdrawn. 

The  committee  met  in  the  central  office  on  Novem- 
ber 4,  1935,  for  the  purpose  of  examining  the  records 
and  investigating  the  references  received  at  the  office 
relative  to  the  Marathon  Finance  Corporation,  which 
had  sought  the  approval  of  the  State  Society.  Rep- 
resentatives of  the  company  were  at  the  meeting  with 
their  files.  After  reviewing  all  the  data  which  had 
been  collected,  the  committee  unanimously  agi-eed 
that  it  approval  should  be  extended  to  the  Marathon 
Finance  Corporation  to  work  in  Iowa. 

The  chairman  of  the  committee  attended  a meet- 
ing at  Iowa  City  on  November  9,  with  Doctor  A. 
Craig  Baird  of  the  University,  Doctor  Evon  Walker 
of  Ottumwa,  chairman  of  the  Committee  on  Public 
Relations,  and  the  members  of  the  Speakers  Bureau 
Committee.  The  matter  of  metlical  economics  and 
the  program  for  the  high  school  debates  on  the  sub- 
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ject  of  “Socialized  Medicine”  were  discussed  at 
length.  The  handbook  on  this  subject  prepared  by 
the  Minnesotp,  State  Medical  Society  was  approved 
as  material  to  be  sent  to  the  high  schools  in  this 
state  who  were  debating  this  question. 

At  the  request  of  the  chairman,  Dr.  James  C.  Hill, 
who  has  made  quite  an  extensive  study  of  the  question 
of  socialized  medicine,  prepared  an  ai’ticle  on  the 
subject  which  was  mimeographed  and  distributed  to 
those  schools  debating  that  question. 

T.  F.  Thornton,  Chairman 
James  C.  Donahue 
James  C.  Hill 

Dr.  Thornton:  Mr.  President,  I ynove  the  accept- 

ance of  the  report  as  published  in  the  Handbook.  I 
wish,  in  addition,  to  add  that  in  view  of  the  fact 
that  the  activities  of  this  Committee  are  increasing 
and  will  probably  continue  to  do  so  in  the  future, 
the  membership  of  this  Committee  be  increased  to 
five  instead  of  three.  I make  that  motion  also. 

President  Burcham:  That  will  require  an  amend- 

ment to  the  By-Laws,  because  this  Committee  is 
designated  as  three  members. 

Dr.  Thornton:  I will  first  move  the  adoption, 

then,  of  the  report  as  published  on  page  42  of  the 
Handbook. 

President  Burcham:  The  question  is  on  the  adop- 

tion of  the  report,  not  on  the  additional  members 
of  the  Committee. 

The  question  mas  called  for,  put  to  a vote  and 
carried. 

Dr.  Thornton : I wish  to  move,  Mr.  President, 

that  the  By-Laws  be  amended  so  that  the  Committee 
on  Medical  Economics  be  composed  of  five  membei’s 
instead  of  three. 

President  Burcham:  That  constitutes  a change 

in  the  By-Laws  and  will  have  to  lay  over  one  day, 
so  it  will  have  to  be  acted  upon  Friday. 

Committee  on  Medical  Education  and  Hospitals, 
Dr.  Erskine,  Chairman.  I think  Dr.  Erskine  is  in 
the  Council  meeting.  Is  any  other  member  of  the 
Committee  here?  Will  someone  make  a motion  that 
we  accept  the  report? 


COMMITTEE  ON  MEDICAL  EDUCATION 
AND  HOSPITALS 

During  the  past  year  no  important  problem  has 
arisen  which  has  required  the  attention  of  the  Com- 
mittee. 

Arthur  W.  Erskine,  Chairman 

Dr.  Downing:  I move  that  the  report  be  accepted. 

The  motion  teas  put  to  a vote  ami  carried. 
President  Burcham : Medico-Legal  Committee, 

Dr.  Frank  Ely  of  Des  Moines,  Chainnan. 


REPORT  OF  THE  MEDICO-LEGAL  COMMITTEE 
The  Medico-Legal  Committee  has  little  to  report. 
Most  of  the  malpractice  suits  which  have  been  insti- 
gated against  members  of  the  State  Society  during 
the  past  year  have  been  taken  care  of  by  commercial 
insurance  companies. 


The  attention  of  our  Committee  has  been  called  to 
the  possibility  of  legal  trouble  arising  out  of  the 
commitment  of  insane  pei'sons  to  private  mental  hos- 
pitals or  sanatoria.  Some  investigation  has  been 
made  concerning  the  legal  situation  which  this  in- 
vokes but  as  yet  available  information  has  not  shown 
a satisfactory  course  of  procedure  because  it  is  diffi- 
cult to  formulate  a law  by  means  of  which  a patient 
may  be  legally  committed  to  a privately  owned  insti- 
tution without  obligating  the  state  or  county  in  a 
manner  unsatisfactory  to  such  territorial  divisions  or 
subdivisions.  The  state  and  counties  have  their  pre- 
scribed legal  methods  for  management  of  the  insane 
and  have  little  interest  in  the  existence  or  nonexist- 
ence of  private  institutions  for  the  care  of  mental 
cases.  To  those  especially  interested  in  this  matter, 
it  may  be  said  that  your  Committee  will  continue  its 
efforts  to  solve  this  problem  by  promoting  suitable 
legislation  as  soon  as  a feasible  plan  can  be  deter- 
mined. 

F.  A.  Ely,  Chairman 

Dr.  Ely:  Mr.  President,  I move  the  acceptance 

of  the  report  in  the  Handbook.  If  there  are  any 
questions  that  anybody  would  like  to  ask  in  regard 
to  it,  I would  be  glad  to  answer  them.  We  have 
had  very  little  to  do.  There  were  only  two  or  three 
new  cases  that  the  Society  has  been  called  upon 
to  defend  in  the  past  year.  We  have  the  members 
so  well  educated  on  commercial  insurance  that  the 
burden  has  not  fallen  very  heavily  on  us. 

President  Burcham:  Does  anyone  want  to  ask 

the  doctor  any  questions  about  this  matter? 

The  question  was  called  for,  put  to  a vote  and 
ca  fried. 

President  Burcham:  Is  Dr.  Ellyson  here? 

(Absent)  Will  you  stand  please,  while  the  Sec- 
retary reads  the  list  of  departed  members  and  re- 
main standing  in  silent  reverence  to  our  depai’ted 
members  until  the  sound  of  the  gavel? 

Secretary  Parker  read  the  list  of  departed  mem- 
bers contained  on  page  43  of  the  Handbook,  and 
the  members  stood  in  silent  tribute. 


REPORT  OF  THE  COMMITTEE  ON  NECROLOGY 
House  of  Delegates,  Iowa  State  Medical  Society: 

During  the  year  of  1935  death  has  come  to  forty- 
seven  of  our  colleagues.  The  youngest  was  twenty- 
nine  years  of  age;  the  oldest,  ninety-two.  Nineteen 
of  those  who  died  were  sixty  years  of  age  or  younger 
and  ten  were  fifty  years  of  age  or  younger. 

Twenty-two  of  these  physicians  died  of  heart  dis- 
ease; seven  of  cancer;  seven  of  apoplexy;  five  of 
pneumonia;  three  of  anemia — two  of  pernicious  ane- 
mia, one  of  aplastic  anemia. 

One  death  was  accidental.  There  was  one  death 
each  from  x-ray  burns,  leukemia,  sclerosis  of  the 
liver. 

May  we  stand  in  a quiet  memorial  to  our  departed 
colleagues,  while  their  names  are  read? 

Felix  A.  Hennessy.  Chairman 
C.  W.  Ellyson,  Secretary 
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President  Burcham:  Committee  on  Publication, 

Dr.  Simmons,  Editor.  Is  any  other  member  of  the 
Committee  here?  Will  somebody  move  the  accept- 
ance of  the  report? 


REPORT  OF  THE  COMMITTEE  ON 
PUBLICATION 

To  the  House  of  Delegates,  Iowa  State  Medical 
Society: 

Since  the  annual  session  of  19.35,  the  twelve 
monthly  issues  of  the  Journai.  have  borne  testimony 


of  the  activities  of  the  Committee  on  Publications, 
and  these  .Iournals  constitute  a detailed  report.  Due 
to  the  adoption  of  a program  at  the  annual  session 
which  permits  participation  by  a larger  group  of 
members  and  guests,  a correspondingly  larger  num- 
ber of  papers  from  this  source  has  been  reviewed  by 
your  Committee.  With  but  few  exceptions,  these 
papers  have  been  reproduced  in  the  .Iournal;  this, 
together  with  the  increasing  number  of  worthwhile 
contributions  from  many  other  sources,  has  required 
an  increase  in  the  number  of  pages  in  many  issues  of 
the  Journals  during  the  year. 
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Agreeable  to  an  established  editorial  policy  and  in 
full  appreciation  of  the  official  character  of  our  pub- 
lication as  the  house  organ  for  our  State  Society, 
official  announcements,  state  and  county  society  ac- 
tivities and  the  work  of  our  several  committees  have 
been  prominent  displays.  We  have  continued  to  stress 
the  case  history  type  of  presentation  and  through  the 
cooperation  of  the  College  Hospital  staff  at  Iowa 
City,  we  have  been  able  to  add  an  additional  section 
devoted  to  case  reports  from  this  source. 

While  national  advertising  has  not  returned  to  the 
level  of  some  four  or  five  years  ago,  solicitation 
among  local  advertisers  has  increased  revenue  from 
this  source  so  that  we  can  look  with  pride  upon  our 
financial  showing  for  the  year.  Since  the  demand 
for  advertising  space  in  the  Journal  in  its  final 
analysis  must  depend  upon  the  demonstrable  results 
to  the  advertiser  in  increased  patronage  from  the 
members  of  our  Society,  w'e  urgently  solicit  the  co- 
operation of  every  reader  in  demonstrating  the  merits 
of  advertising  displays  carried  in  our  pages. 

Your  Committee  would  not  only  solicit  your  fullest 
cooperation  in  this  regard,  but  we  would  also  urge 
and  invite  your  full  cooperation  with  the  Com- 
mittee in  making  the  Journal  a worthwhile  house 
organ  reflecting  scientific  progress,  as  well  as  or- 
ganizational advancement. 

R.  R.  Simmons,  Chairman 

Dr.  Edward  M.  Myers:  As  a member  of  the  Com- 

mittee, I move  the  acceptance  of  the  report. 

The  motion  was  put  to  a vote  and  earried. 

President  Burcham:  Committee  on  Public  Policy 

and  Legislation.  Do  you  have  anything  to  say.  Dr. 
Moore? 


REPORT  OF  THE  COMMITTEE  ON  PUBLIC 
POLICY  AND  LEGISLATION 

To  the  House  of  Delegates: 

At  the  last  annual  meeting  the  Legislative  Com- 
mittee was  given  a special  commission  when  the 
House  of  Delegates  passed  the  following  resolution 
which  had  been  presented  by  the  Committee  on  Pro- 
fessional Relations: 

“Resolved:  That  three  members  of  the  Legislative 
Committee  of  the  Iowa  State  Medical  Society  shall  be 
empowered  to  become  part  of  an  advisory  council  to 
be  known  as  the  Iowa  State  Interprofessional  Health 
Association.  This  body  will  consist  of  three  mem- 
bers of  the  legislative  committees  of  each  of  the  allied 
professions — veterinarians,  nurses,  dentists,  phar- 
macists and  physicians.  The  purpose  of  this  Asso- 
ciation is  to  promote  friendly  relations  and  coopera- 
tion between  these  various  professions  and  to  protect 
the  public  in  matters  pertaining  to  health.” 

In  accordance  with  your  action,  the  Legislative 
Committee  met  with  representatives  of  the  allied 
professions  in  January,  1936.  The  following  mem- 
bers of  the  Iowa  State  Medical  Society  attended  this 
meeting  in  an  advisory  capacity:  Thomas  A.  Burch- 
am, M.D.,  President;  Robert  L.  Parker,  M.D.,  Secre- 
tary; and  E.  J.  Watson,  M.D.,  Chairman,  Committee 
on  Professional  Relations.  Other  officers  were  invited 


but  could  not  attend  because  of  adverse  weather  con- 
ditions. 

Official  and  ex-officio  representatives  of  each  of  the 
five  professional  groups  were  present.  Representa- 
tives of  each  group  were  called  upon  to  voice  their 
opinion  as  to  the  type  of  organization  which  should 
be  developed.  The  import  of  all  the  discussions  was 
very  similar.  All  favored  the  organization  of  an 
interprofessional  group  and  felt  that  much  good  could 
be  accomplished  through  such  an  organization.  All 
expressed  the  opinion  that  if  an  organization  of  this 
kind  were  too  binding  and  too  tightly  knit  together, 
it  might  fail  its  own  purpose.  Too  highly  centralized 
an  organization  might  cause  dissension  between  the 
professions,  embarrass  the  member  groups  and  even- 
tually cause  the  breakdown  of  the  interprofessional 
organization.  With  a loosely  knit  organization,  each 
group  would  still  be  free  to  develop  in  its  own  way 
any  projects  of  particular  interest  to  its  own  mem- 
bers and  to  work  with  the  other  groups  in  matters 
of  mutual  concern. 

From  among  the  official  representatives  present, 
a Committee  on  Permanent  Organization  and  one  on 
Constitution  and  By-Laws  were  appointed.  After 
conferences  of  these  two  committees,  the  Committee 
on  Permanent  Organization  reported  in  favor  of  the 
formation  of  an  interprofessional  organization  of  the 
professions  of  medicine,  dentistry,  veterinary  medi- 
cine, nursing  and  pharmacy.  This  report  was  unani- 
mously adopted  by  the  delegates. 

The  Iowa  Interprofessional  Association  was  organ- 
ized and  the  following  constitution  was  adopted: 

CONSTITUTION  OF  THE  IOWA  INTERPROFES- 
SIONAL ASSOCIATION 

Article  I 
Name 

Section  1.  The  name  of  this  organization  shall  be 
the  Iowa  Interprofessional  Association. 

Article  II 

Purposes 

Section  1.  The  purpose  of  this  organization  shall 
be  to  federate  the  professional  associations  of  the 
state  to  carry  out  the  following  objects: 

(a)  To  provide  a clearing  house  for  the  interchange 
of  information  respecting  the  plans  and  methods 
of  organization  developed  by  the  various  mem- 
ber societies. 

(b)  To  act  as  a bureau  of  research  and  information 
to  study  and  report  on  various  civic  problems 
in  the  solution  of  which  the  technical  knowledge 
of  professional  people  is  of  value. 

(c)  To  educate  the  public  with  respect  to  the  aims 
of  the  member  professions  and  the  value  of  high- 
grade  professional  service. 

(d)  To  cooperate  in  securing  and  maintaining  legal 
and  ethical  standards  of  character  and  education 
requisite  to  the  rendering  of  high-grade  profes- 
sional service. 

(e)  To  cooperate  with  the  legal  authorities  in  the 
enforcement  of  professional  laws. 

(f ) To  cooperate  in  promoting  plans  for  the  advance- 
ment of  the  material  welfare  of  the  member  pro- 
fessions. 

(g)  To  promote  the  organization  of  county  and  dis- 
trict federations  for  the  carrying  out  of  the  ob- 
jects outlined  above. 
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Article  III 
Membership 

Section  1.  The  membership  of  this  organization 
shall  be  composed  of  delegates  from  its  various  mem- 
ber societies. 

Section  2.  This  organization  shall  be  composed  of 
delegates  of  the  Iowa  State  Dental  Society,  the  Iowa 
Veterinary  Medical  Association,  the  Iowa  Pharma- 
ceutical Association,  the  Iowa  State  Association  of 
Registered  Nurses  and  the  Iowa  State  Medical  So- 
ciety. 

Section  3.  Each  member  organization  shall  be  en- 
titled to  three  delegates  to  be  selected  by  it,  in  any 
manner  satisfactory  to  the  individual  society  or  asso- 
ciation. 

Article  IV 
Meetings 

Section  1.  Regular  meetings  shall  be  held  semi- 
annually in  June  and  December  at  such  times  and 
places  as  may  be  determined  by  the  Executive  Coun- 
cil. 

Section  2.  Special  meetings  may  be  called  by  the 
President  acting  on  his  own  initiative  or  at  the  re- 
quest of  any  of  the  member  organizations.  A call 
for  a special  meeting  shall  state  in  writing  the  object 
of  such  meeting  at  which  no  business  except  that 
stated  in  the  call  shall  be  transacted. 

Section  3.  Delegates  representing  three  of  the 
member  organizations  shall  constitute  a quorum  for 
the  transaction  of  business. 

Section  4.  Each  of  the  five  coordinating  societies 
may  designate  three  representatives  who  shall  be  ex- 
officio  members  of  this  Association. 

Article  V 
Policies 

Section  1.  All  questions  of  policy  not  defined  in 
Article  II  shall  be  determined  by  a majority  vote  of 
the  delegates  present.  All  questions  of  policy  may 
be  referred  to  the  individual  member  organizations 
for  a referendum  vote. 

Article  VI 
Executive  Council 

Section  1.  The  executive  functions  of  this  organ- 
ization shall  be  vested  in  an  Executive  Council  con- 
sisting of  one  councilor  from  each  member  society 
to  be  elected  by  the  delegates  from  among  their 
number  to  serve  for  a term  of  one  year.  Three  of 
the  councilors  shall  constitute  a quorum  for  the 
transaction  of  business. 

Section  2.  The  executive  councilors  shall  elect  an- 
nually from  their  own  number  a president,  a vice 
president,  and  a secretary-treasurer,  whose  duties 
shall  be  those  which  usually  pertain  to  their  respec- 
tive offices. 

Section  3.  The  Executive  Council  shall  meet  upon 
the  call  of  the  president  acting  upon  his  own  initia- 
tive or  at  the  request  of  any  three  councilors. 

Article  VII 
Elections 

Section  1.  Elections  shall  be  held  annually  at  the 
June  meeting  except  that  the  first  election  under  this 
Constitution  may  be  held  at  the  meeting  immediately 
following  its  adoption. 

Section  2.  Vacancies  in  the  Executive  Council 
shall  be  filled  by  election  at  the  first  regular  meeting 
following  their  occurrence. 


Article  VIII 
Committees 

Section  1.  Committees  necessary  to  carry  out  the 
purposes  of  this  organization  may  be  created  from 
time  to  time  by  tbe  Executive  Council  or  by  the  gen- 
eral body  of  delegates. 

Section  2.  Committee  members  shall  be  appointed 
by  the  President  with  the  approval  of  the  Executive 
Council. 

Article  IX 
Dues 

Section  1.  The  annual  dues  of  each  member  or- 
ganization shall  be  $10.00  for  the  first  year.  There- 
after the  amount  will  be  determined  by  the  Execu- 
tive Council. 

Section  2.  Annual  dues  shall  be  due  and  payable 
on  January  2 of  each  year. 

Article  X 
Rules  of  Order 

Section  1.  The  proceedings  of  this  organization 
shall  be  in  parliamentary  form  as  set  forth  in  Rob- 
ert’s “Rules  of  Order.” 

Article  XI 
Amendments 

Section  1.  This  constitution  may  be  amended  at 
any  regular  meeting  by  a two-thirds  vote  provided 
the  proposed  amendments  have  been  read  at  the 
previous  meeting. 

In  accordance  with  the  spirit  of  this  action,  the 
Committee  on  Professional  Relations  of  our  State 
Society  has  communicated  with  the  county  societies 
and  is  urging  local  interprofessional  organizations. 

The  next  specific  steps  for  the  House  of  Delegates 
to  take  are: 

1.  To  name  or  provide  for  appointment  of  repre- 
sentatives from  this  Society  to  the  Iowa  Interprofes- 
sional Association. 

2.  To  recommend  the  use  of  such  funds  as  it  may 
deem  proper  to  the  support  of  this  organization. 

3.  To  issue  such  instructions  to  its  representatives 
as  it  may  desire. 

The  Legislative  Committee  emphasizes  its  belief 
in  the  value  of  interprofessional  organization  for 
legislative  purposes.  It  is  the  firm  conviction  of  your 
committee  that  local  interprofessional  organizations 
ai’e  of  far  greater  influence  than  the  state  organiza- 
tion. The  latter  is  necessary  for  the  proper  develop- 
ment of  local  organizations  but  would  be  powerless 
without  the  influence  of  local  interest  and  activity. 

♦ * ♦ 

The  Basic  Science  Law  became  effective  last  July 

4.  The  Board  consists  of  excellent  personnel  and  is 
well  organized.  As  a non-sectarian  educational 
board,  it  promises  to  contribute  much  to  the  eleva- 
tion of  standards  of  the  practice  of  the  healing  arts 
in  Iowa. 

Its  functional  development  has  not  been  free  of 
interference.  At  present  there  is  a temporary  in- 
junction which  prohibits  the  Board  from  issuing  any 
certiflcates  except  by  examination.  This  had  its 
origin  with  colleges  which  are  not  members  of  the 
North  Central  Association  of  Secondary  Schools  and 
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Colleges.  A word  of  explanation  regarding  certifi- 
cates to  those  in  practice  preceding  July  4,  1935,  may 
not  be  amiss.  Your  committee  is  advised  that  the 
Basic  Science  Board  received  numerous  requests  for 
certificates  stating  their  exemption.  After  counsel 
with  the  office  of  the  Attorney  General,  the  Board 
offered  such  certificates  for  a fee  of  two  dollars.  You 
are  familiar  with  this.  There  has  been  some  mis- 
understanding among  licentiates  as  to  whether  these 
certificates  are  mandatory  or  optional.  On  account 
of  this  and  the  injunction  referred  to  above,  issuance 
of  these  certificates  is  postponed  at  the  time  of  writ- 
ing this  report.  The  hearing  for  consideration  of  the 
injunction  will  probably  be  held  at  an  early  date; 
meanwhile,  the  Attorney  General’s  office  is  advising 
the  Board  as  to  the  best  method  of  procedure.  These 
difficulties  will  undoubtedly  be  adjusted  in  satisfac- 
tory manner  eventually.  They  do  not  find  fault  with 
the  fundamental  purpose  of  the  law.  They  are  con- 
cerned with  details  of  administration.  Every  basic 
science  board  in  existence  has  had  to  fight  for  its 
maintenance  and  every  one  has  been  held  intact. 

The  coming  state  legislative  session  (1937)  is 
likely  to  see  many  measures  introduced  in  which  our 
profession  will  be  interested.  Our  membership  should 
be  interested  individually  and  as  county  units  in 
studying  all  phases  of  social  security,  health  insur- 
ance and  state  medicine.  Attitudes  of  all  candidates 
for  state  legislature  should  be  known  as  well  as  pos- 
sible. Obviously  no  person  can  anticipate  all  the 
questions  which  may  arise  in  a legislative  session. 
Is  there  a general  statement  or  question  which  can 
be  given  to  candidates  to  ascertain  their  attitude  on 
medical  questions?  There  is.  The  pronouncement 
of  the  House  of  Delegates  of  the  American  Medical 
Association  in  February,  1935,  constitutes  an  excel- 
lent statement.  Every  doctor  should  be  familiar  with 
it.  A candidate  who  will  oppose  legislation  in  con- 
flict with  these  points  is  a safe  man  from  the  point 
of  view  of  medical  legislation.  The  ten  points  are 
as  follows: 

First:  All  features  of  medical  service  in  any 

method  of  medical  practice  should  be  under  the  con- 
trol of  the  medical  profession.  No  other  body  or 
individual  is  legally  or  educationally  equipped  to 
exercise  such  control. 

Second:  No  third  party  must  be  permitted  to 

come  between  the  patient  and  his  physician  in  any 
medical  relation.  All  responsibility  for  the  charac- 
ter of  medical  service  must  be  borne  by  the  profes- 
sion. 

Third:  Patients  must  have  absolute  freedom  to 

choose  a legally  qualified  doctor  of  medicine  who 
will  serve  them  from  among  all  those  qualified  to 
practice  and  who  are  willing  to  give  service. 

Fourth:  The  method  of  giving  the  service  must 

retain  a permanent,  confidential  relation  between  the 
patient  and  a “family  physician.”  This  relation  must 
be  the  fundamental  and  dominating  feature  of  any 
system. 

Fifth:  All  medical  phases  of  all  institutions  in- 

volved in  the  medical  service  should  be  under  pro- 
fessional control,  it  being  understood  that  hospital 
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service  and  medical  service  should  be  considered  ■ 
separately.  These  institutions  are  but  expansions  i 
of  the  equipment  of  the  physician.  He  is  the  only  ?• 
one  whom  the  laws  of  all  nations  recognize  as  > 
competent  to  use  them  in  the  delivery  of  service.  !» 
The  medical  profession  alone  can  determine  the  ade-  } 
quacy  and  character  of  such  institutions.  Their  value  ii 
depends  on  their  operation  according  to  medical 
standards.  j 

Sixth:  However  the  cost  of  medical  service  may  ;j> 

be  distributed,  the  immediate  cost  should  be  borne  |r. 
by  the  patient  if  able  to  pay  at  the  time  the  service 
is  rendered.  (“Immediate”  in  this  connection  is  here  it 
interpreted  as  meaning  that  at  least  a part  of  the  | 
medical  service  should  be  paid  for  by  the  patient  at  i 
the  time  the  service  is  rendered.) 

Seventh:  Medical  service  must  have  no  connection 
with  any  cash  benefits. 

Eighth:  Any  form  of  medical  service  should  in-  ! 

elude  within  its  scope  all  legally  qualified  doctors  | 
of  medicine  of  the  locality  covered  by  its  operation  j 
who  wish  to  give  service  under  the  conditions  estab-  ■ 
lished. 

Nine:  Systems  for  the  relief  of  low  income  classes  i 
should  be  limited  strictly  to  those  below  the  “com- 
fort level”  standard  of  incomes. 

Tenth:  There  should  be  no  restrictions  on  treat- 

ment or  prescribing  not  formulated  and  enforced  by  \ 
the  organized  medical  profession.  \ 

Your  Committee  will  have  additional  information  | 
for  the  House  of  Delegates  by  the  time  of  the  annual  , 
meeting. 

Respectfully  submitted, 

Fred  Moore,  Chairman  ; 

R.  D.  Bernard 

S.  W.  Corbin 

Dr.  Moore:  I am  sure  you  would  think  the  mil- 

lennium had  come  if  the  Legislative  Committee 
did  not  have  anything  to  say. 

I want  to  call  attention,  Mr.  President,  to  a cer- 
tain phase  of  the  report  which  I believe  involves  a 
matter  that  comes  under  the  head  of  new  business. 
Then  I wish  to  discuss  very  briefly  certain  features  ! 
pertaining  to  legislative  interests  which  are  not  in-  i 
eluded  in  the  report.  j 

The  report  is  on  page  44.  That  to  which  I per-  i: 
ticularly  want  to  call  your  attention  is  on  pages  45  • 
and  46,  pertaining  to  the  proposed  Interprofessional  , : 
Association.  ' ' 

All  of  you  will  recall  that  at  the  last  meeting  of  ! 
the  House  of  Delegates  the  members  of  the  Legis-  l ‘ 
lative  Committee  were  appointed  to  meet  with  rep-  I 
resentatives  of  the  other  state  associations  for  the  i 
purpose  of  forming  an  Interprofessional  Associa-  | 
tion.  That  has  been  done. 

The  Constitution  which  was  adopted  by  this  inter- 
professional group  calls  for  five  members  of  each 
state  society.  This  House  of  Delegates  should  now 
designate  representatives  of  the  Iowa  State  Medical 
Society. 

The  question  of  financial  support  is  another  point 
for  your  consideration.  The  third  feature  is  to 
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issue  such  instructions  or  suggestions  as  the  House 
of  Delegates  may  see  fit,  to  these  who  are  to  repre- 
sent the  Iowa  State  Medical  Society  in  this  inter- 
professional group. 

I move  that  the  report  be  accepted,  and  that  con- 
sideration of  those  particular  items  come  up  under 
the  head  of  new  business. 

The  motion  was  put  to  a vote  and  carried. 

Dr.  Moore:  It  is  extremely  important  that  we 

take  into  consideration  at  this  time  the  qualifications 
of  candidates  for  offices  in  our  state  government. 
There  are  likely  to  be  many  phases  of  legislation  in 
which  we  will  be  interested.  It  is  very  probable  that 
we  will,  in  the  next  session  of  the  legislature,  have  a 
considerable  number  of  bills  introduced  which  have 
to  do  with  social  security.  We  were  talking  about 
it  a great  deal  at  the  time  of  the  last  session  of  the 
legislature,  but  very  little  was  introduced.  At  that 
time  bills  of  that  character  were  introduced  in  the 
national  Congress.  With  the  funds  which  have  been 
appropriated  by  the  national  Congress  for  the  con- 
duct of  the  security  act,  with  the  funds  which  have 
been  made  available  for  the  use  of  maternal,  child 
hygiene,  crippled  children  and  public  health,  and 
with  the  old  age  security  and  all  those  things,  we 
are  very  likely  to  have  a good  deal  of  legislation 
introduced  which  has  some  bearing  upon  the  prac- 
tice of  medicine.  No  one  can  foresee  just  what  all 
of  those  things  are  going  to  be.  It  would  be  wholly 
impossible,  and  I think  rather  unwise,  perhaps,  to 
ask  candidates  if  they  will  be  opposed  to  a single, 
particular  measure  which  might  have  to  do  with 
these  subjects.  It  seems  to  me  that  the  most  logical 
procedure  is  to  use  the  ten  points  in  medical 
economics  which  were  adopted  by  the  House  of  Dele- 
gates of  the  American  Medical  Association  in  meet- 
ing in  February  a year  ago,  and  ask  candidates 
what  their  attitude  will  be  on  legislation  which  is 
proposed  in  conflict  with  those  ten  points  in  medical 
economics. 

I say  put  that  question  up  to  men  who  will  under- 
stand it,  and  I say  that  in  a wholly  sympathetic  at- 
titude. I was  quite  surprised  the  other  day  when 


one  of  the  candidates  for  the  United  States  Senate 
came  to  me  and  asked  what  he  could  do  to  further 
his  candidacy  and  get  support  among  the  members 
of  the  medical  profession.  I told  him  that  I had  a 
lot  of  friends  who  were  candidates  for  the  United 
States  Senate,  and  I would  have  to  give  them  all 
about  the  same  answer.  I gave  him  a copy  of  the 
ten  points  to  which  I just  referred,  and  asked  him 
to  look  them  over.  I consider  this  man  one  of  a 
very  high  level  of  intelligence.  He  took  the  copy, 
came  back  in  a couple  of  days  and  said,  “I  don’t 
know  what  this  is  all  about.” 

The  thing  is  this : In  the  statement  of  those  ten 

points,  they  have  not  singled  out  one  type  of  or- 
ganization as  opposed  to  another;  they  have  not 
singled  out  compulsory  health  insurance;  they  have 
not  singled  out  any  particular  type  of  socialized 
medicine,  but  they  have  tried  to  visualize  and  ex- 
press in  those  ten  points  the  actual  things  which 
may  happen  between  the  doctor  and  his  patient  in 
the  conduct  of  his  business,  and  then  expressed 
those  things  in  terms  of  personal  relationship.  It 
is  not  always  easy  to  transfer  back  into  corporate 
terms,  so  to  speak,  or  terms  of  corporation  practice, 
just  what  these  individual  experiences  mean. 

It  was  quite  a surprise  to  me  that  that  man  should 
ask  for  an  explanation  of  this.  However,  I presume 
it  is  only  a natural  thing  that  since  we,  of  the  med- 
ical profession,  have  given  considerable  thought  to 
those  things  we  take  it  for  granted  that  everyone 
else  knows  what  we  have  in  mind  when  we  refer 
to  “socialized  medicine,”  or  “compulsory  health  in- 
surance” or  that  “no  third  party  should  interfere  in 
the  relationship  between  the  doctor  and  the  patient.” 

It  is  our  purpose  to  develop  some  brief  explana- 
tions of  these  ten  points  and  put  them  into  your 
hands  so  that  you  may  use  them  in  contacting  these 
candidates.  I think  it  is  very  important  that  you 
contact  your  candidates  for  Congress  and  candidates 
for  the  Senate,  as  well  as  the  candidates  for  the 
legislature  of  Iowa. 

President  Burcham:  Reports  of  Special  Commit- 

tees of  the  House  of  Delegates.  Baldridge  Memorial 
Committee,  E.  M.  Myers,  Chairman. 


Reports  of  Special  Committees 


REPORT  OF  THE  BALDRIDGE  MEMORIAL 
COMMITTEE 

The  Baldridge  Memorial  Committee  met  in  Des 
Moines,  May  16,  1935,  and  drew  up  rules  and  regula- 
tions to  guide  the  writing  and  judging  of  theses  sub- 
mitted for  the  prize  authorized  by  the  House  of 
Delegates  at  its  1935  meeting.  These  rules  are: 

1.  The  Award  shall  be  known  as  the  Baldridge  Prize. 

2.  The  prize  will  consist  of  $50.00  in  cash  to  be 
given  yearly  by  the  Iowa  State  Medical  Society. 

3.  Any  medical  student  of  the  State  University  of 
Iowa,  who  is  a resident  of  Iowa,  is  eligible  for 
the  competition. 


4.  The  prize  shall  be  awarded  for  original  work  in 
medicine.  This  is  interpreted  to  include  both 
preclinical  and  clinical  subjects. 

5.  Theses  which  are  to  be  presented  for  this  compe- 
tition must  be  in  the  office  of  the  Dean  of  the 
College  of  Medicine  on  or  before  March  15. 

6.  Theses  must  be  typewritten  in  triplicate  (double- 
spaced) on  one  side  of  the  paper  and  must  be 
submitted  under  a nom-de-plume  which  must  ap- 
pear on  each  page  of  the  thesis  and  on  the  out- 
side of  a sealed  envelope,  which  contains  the  true 
name,  address,  and  class  of  the  competitor. 

7.  Announcement  of  the  prize  winner  will  be  made 
during  the  annual  meeting  of  the  Iowa  State 


392 


Journal  of  Iowa  State  Medical  Society 


July,  1936 


Medical  Society  and  the  award  will  be  presented 
at  the  regular  Commencement  exercises  of  the 
State  University  of  Iowa. 

8.  If  no  thesis  is  deemed  worthy,  no  award  will  be 
made. 

9.  If  two  theses  of  equal  excellence  are  presented, 
the  prize  shall  be  divided. 

10.  Three  judges  are  to  be  appointed  by  the  Presi- 
dent of  the  Iowa  State  Medical  Society. 

11.  All  theses  shall  become  the  property  of  the  Col- 
lege of  Medicine,  but  publication  in  a medical 
journal  is  not  to  be  denied.  The  winning  thesis 
will  be  published  in  the  Journal  of  the  Iowa 
State  Medical  Society. 

E.  M.  Myers,  Chairman 

D.  J.  Glomset 

E.  D.  Plass 

Dr.  Myers:  Mr.  President  and  Members  of  the 

House  of  Delegates:  The  Baldridge  Memorial 

Committee  appointed  last  year  by  Dr.  Burcham  met 
on  May  16,  1935,  and  formulated  rules  and  regula- 
tions governing  the  writing  and  the  judging  of  ma- 
terial submitted  for  this  prize. 

These  rules  and  regulations  were  then  presented 
to  the  student  body  of  the  medical  school  of  the 
State  University  at  Iowa  by  Dr.  Plass,  and  a copy 
of  these  rules  and  regulations  you  have  before  you 
in  the  Handbook. 

Considering  the  short  time  available  for  the  study 
and  preparation  by  the  students,  the  Committee  was 
very  much  surprised,  agi-eeably  surprised,  at  the 
response.  Four  very  excellent  articles  wei’e  pre- 
sented. It  was  with  a g’ood  deal  of  difficulty  that 
the  Committee  arrived  at  the  selection  of  the  win- 
ner. However,  we  have  made  a decision,  and  the 
name  of  the  author  and  the  title  of  his  thesis  will 
be  announced  tomorrow  night  at  the  banquet.  This 
winning  thesis  shows  an  extensive  amount  of  re- 
search and  study.  It  was  logical  in  its  reasoning 
and  written  in  good  diction.  This  latter  feature 
the  Committee  considered  with  a good  deal  of 
criticism,  because  we  feel  that  this  feature  of  diction 
should  be  emphasized  and  so  characterize  all  med- 
ical writings. 

Considering  the  interest  which  has  been  shown 
on  the  part  of  these  students,  and  the  excellent 
quality  of  the  material  which  has  already  been 
presented,  the  Committee  is  unanimous'  in  its  com- 
mendation of  this  Baldridge  Memorial  Prize  as  be- 
ing one  of  the  most  outstanding  examples  of  con- 
structive work  that  has  been  made  by  the  House  of 
Delegates  for  a long  time. 

By  stimulating  these  students  to  do  real,  earnest, 
constructive  work  in  research  and  study,  I think 
we  are  laying  the  foundation  for  them  for  successful 
clinical  work  in  the  future. 

Speaking  for  the  Committee,  I should  like,  re- 
ferring to  the  rules  and  regulations,  authority  from 
the  House  of  Delegates  to  make  a change  in  Article 
2 of  the  regulations,  making  this  article  read : “The 
prize  will  consist  of  $100  in  cash  to  be  given  yearly 
by  the  Iowa  State  Medical  Society.” 


The  reason  for  this  is  vei'y  obvious  to  the  Com-  • 
mittee,  for  we  feel  that  $50  is  not  ample  to  defray 
the  expense  of  study  and  research,  furnishing  dia- 
grams and  plates,  microphotographs  and  so  forth, 
which  is  necessary  for  a young  student  who  engages  i.- 
in  extensive  research,  laboratoi'y  work  and  study. 

So,  Mr.  President,  pending  the  consideration  of 
this  suggestion  by  the  House  of  Delegates,  I move 
that  the  report  of  the  Baldridge  Memorial  Commit- 
tee  be  adopted. 

President  Burcham:  Dr.  Myers,  do  you  want  that  . 

report  amended  to  include  $100  instead  of  $50? 

Dr.  Myers:  Yes,  I do.  | 

President  Burcham:  Will  somebody  make  that 

amendment? 

Dr.  Myers:  I am  not  clear  whether  that  should 

come  under  the  head  of  new  business  or  whether  we 
can  dispose  of  it  at  this  time. 

President  Burcham:  You  can  bring  it  up  now  or 

under  new  business. 

Dr.  Myers:  I don’t  care  which  it  is;  I want  the 

$100. 

President  Burcham : It  has  been  moved  and 

seconded  that  we  accept  this  report.  Is  there  any  n 
discussion? 

The  question  was  called  for,  put  to  a vote  and 
carHed. 

President  Burcham:  We  will  bring  up  under  new 

business  the  question  of  increasing  the  prize  from 
$50  to  $100. 

Committee  on  Child  Health  and  Protection,  Dr. 
McBride,  Sioux  City,  Chairman.  (Absent.)  Are 
there  any  other  members  of  the  Committee  here? 
Will  somebody  move  that  we  accept  the  report? 


REPORT  OF  COMMITTEE  ON  CHILD  HEALTH  I' 
AND  PROTECTION 

The  Committee  on  Child  Health  and  Protection  , 
held  a meeting  at  Des  Moines,  Sunday,  September 
29.  This  meeting  was  held  in  conjunction  with  the  ■ 
officers  of  the  State  Medical  Society,  i.  e..  Dr.  Thomas 
A.  Burcham,  Dr.  Oliver  J.  Fay,  Dr.  Daniel  J.  Glomset, 
and  Dr.  Fred  Moore,  and  the  representatives  of  the 
State  Department  of  Health,  Dr.  Walter  L.  Bierring,  , 
Dr.  J.  C.  Kinnaman,  and  Dr.  F.  H.  Swift. 

The  purpose  of  the  meeting  was  to  discuss  the 
recently  enacted  Social  Security  Act  and  to  formu-  ■ 
late  a working  program  for  its  administration  in 
Iowa. 

Inasmuch  as  the  Federal  funds  for  public  health 
work  were  to  be  administered  by  the  State  Depart- 
ment of  Health,  Dr.  Bierring  discussed  Title  5 of 
the  Act  and  outlined  the  plans  the  Health  Depart- 
ment had  in  mind  to  carry  out  its  provisions.  The 
sections  of  this  Act  which  are  of  special  interest  to 
the  medical  profession  are  those  relating  to  (a) 
Maternal  and  Child  Health  Service,  and  (b)  The 
Service  for  Crippled  Children.  The  plan  suggested 
by  Dr.  Bierring  was  discussed  by  all  those  present, 
and  several  changes  were  advocated. 

The  Committee  was  represented  at  a meeting  of 
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the  Council  by  Dr.  Lee  F.  Hill,  when  they  met  in 
Des  Moines,  November  21,  1935.  The  Social  Security 
Act  was  discussed  at  this  meeting  and  relatively  the 
same  plan  was  presented  by  Dr.  Bierring,  as  that  out- 
lined to  the  Committee  on  Child  Health  and  Pro- 
tection. 

On  January  22,  1935,  a meeting  of  part  of  the 
Committee  was  held  in  Sioux  City,  where  matters 
of  general  interest  were  discussed. 

The  Committee  has  been  interested  in  the  immun- 
ization program  throughout  the  state  and  contacts 
have  been  made  in  certain  localities  in  an  effort  to 
facilitate  the  program. 

R.  H.  McBride,  M.D.,  Chairman 

Upon  motion  regularly  made  the  report  of  the 
Committee  on  Child  Health  and  Protection  teas  ac- 
cepted. 

President  Burcham:  Report  of  the  Historical 

Committee,  Dr.  Walter  L.  Bierring,  Des  Moines, 
Chairman. 


REPORT  OF  THE  HISTORICAL  COMMITTEE 

The  activities  of  the  Committee  during  the  past 
year  have  been  concerned  largely  with  the  publica- 
tion of  historical  data  connected  with  the  develop- 
ment of  medical  practice  in  the  different  counties 
and  sections  of  the  state. 

The  History  of  Medicine  in  Jefferson  County,  as 
prepared  by  Dr.  James  Frederick  Clarke  of  Fairfield, 
was  published  and  completed  in  the  December,  1935 
number  of  the  Journal.  It  presents  in  interesting 
sequence  the  evolution  of  medical  practice  in  this 
country,  representing  a century  of  medical  progress; 
the  pioneer  doctor  and  his  part  in  the  early  settle- 
ment; military  service  in  the  Civil  War;  the  forma- 
tion of  the  county  medical  society;  the  development 
of  nursing  and  antiseptic  surgery;  the  building  of 
the  county  hospital;  service  in  the  Spanish -Amer- 
ican and  World  War;  and  finally  a complete  list  of 
the  physicians  who  have  practiced  in  Jefferson  County 
since  its  beginning  in  1836.  It  will  be  generally  ad- 
mitted that  such  a record  constitutes  a distinct  con- 
tribution to  the  history  of  medicine  in  Iowa. 

It  is  hoped  to  publish  during  the  coming  year 
similar  histories  of  Black  Hawk  and  Dubuque 
counties.  These  histories  are  now  in  the  process  of 
preparation. 

In  the  December,  1935  Journal  appeared  the  first 
part  (1898-1905)  of  The  History  of  the  State  Society 
of  Iowa  Medical  Women,  as  prepared  by  Dr.  Jean- 
nette Dean-Throckmorton.  The  second  and  conclud- 
ing part  of  the  history  (1905-1935)  written  by  Dr. 
Eppie  McCrae,  was  published  in  the  January,  1936, 
issue. 

The  first  of  a series  of  three  interesting  articles 
on  The  History  of  Drake  University  Medical  School 
by  Dr.  Frederick  .1.  Smith  of  Milford,  was  published 
in  the  March,  1936  Journal,  which,  when  completed, 
will  form  an  important  contribution  to  the  history 
of  medical  education  in  Iowa. 

The  Committee  is  of  the  opinion  that  the  time  has 
arrived  to  collect  and  prepare  for  publication  in  book 


form  the  historical  data  published  in  the  Journal 
during  the  past  five  years,  either  as  a supplement 
to  the  volume  on  The  History  of  Medicine  in  Iowa 
so  ably  edited  and  published  under  the  direction  of 
the  late  Dr.  D.  S.  Fairchild,  or  to  incorporate  the 
same  with  the  more  recent  material  collected  in  a 
separate  publication. 

In  order  to  begin  the  publication  of  a history  as 
outlined,  it  is  requested  that  the  Board  of  Trustees 
of  the  Iowa  State  Medical  Society  appropriate  the 
sum  of  three  hundred  dollars  for  this  purpose. 

Respectfully  submitted, 

Walter  L.  Bierring,  Chairman 

Frank  M.  Fuller 

John  T.  McClintock 

Tom  B.  Throckmorton 

Paul  W.  Van  Metre 

Dr.  Bierring:  Mr.  Chairman,  I beg  to  move  the 

adoption  of  the  report  of  this  Committee  as  it  is 
published  in  the  Handbook.  However,  as  it  carries 
with  it  a recommendation  to  the  Board  of  Trustees 
for  an  appropriation  of  $300,  I beg  to  say  that  the 
Committee  feels  the  time  has  come  to  correlate  these 
historical  facts  that  have  been  published  during  the 
past  five  years  in  the  Journal  of  the  Iowa  State 
Medical  Society,  in  book  form.  While  not  a great 
deal  can  be  accomplished  in  one  year,  we  feel  that 
steps  can  be  taken  for  the  gradual  collection  of  data 
either  in  a separate  volume  or  a revision  of  the 
volume  published  by  the  late  Dr.  Fairchild  about 
five  years  ago. 

I move  the  adoption  of  this  report. 

President  Burcham:  In  regard  to  the  recommen- 

dation calling  for  an  appropriation  of  $300,  our 
Constitution  and  By-Laws  states  that  that  must 
first  be  referred  to  the  Board  of  Trustees  for  ap- 
proval. 

Dr.  Bierring:  I will  change  my  motion  accord- 

ingly, that  this  report  be  referred  to  the  Board  of 
Trustees. 

President  Burcham : Is  there  a second  to  that 

motion? 

The  motion  was  regrdarly  secoTided,  put  to  a vote 
and  carried. 

President  Burcham:  Medical  Library  Committee, 

Dr.  Jeannette  Dean-Throckmorton. 


REPORT  OF  THE  MEDICAL  LIBRARY 
COMMITTEE 

Medical  Department,  Iowa  State  Library 
July  1,  1934  to  June  .30.  19.35 


Requests  for  literature 3,321 

Pieces  of  literature  loaned  14,269 

Pieces  of  literature  borrowed  from  other  libraries 31 

Letters  written  1,292 

Cards  written  1,^37 

Visitors  in  the  Library 2,267 

Telephone  calls  coming  in  (Lonir  distance  1) 666 

Cards  made  for  new  acquisitions — book  file 687 

journal  file  106 

reprint  file  2,698 

3,391  3.391 

Periodicals  receivi*d  by  subscription  reKularly 139 

by  (tift  retrularly 57 


196  196 


394 


Journal  of  Iowa  State  Medical  Society 


July,  1936 


Accessioned  volumes  in  the  Library  June  30,  1935 18,527 

(Increase  of  527  since  July  1,  1934) 

Gifts  to  the  Library — books  359 

journals  (bound)  164 

journals  (unbound)  11,344 

reports  123 

transactions  and  proceedings  79 

bulletins  12 

pamphlets  125 

announcements  5 

programs  8 

collected  studies  7 

reprints  310 

index  3 

museum  exhibits  (3  donors) 7 

Duplicates  given  to  other  Libraries — books 1 

journals  (bound)  . . . 191 

journals  (unbound)..  2,866 

transactions  53 

reports  37 

index  10 

bulletins  12 

studies  1 


Jeannette  Dean-Throckmorton,  Librarian 
Iowa  State  Medical  Library 

Con  R.  Harken,  Committee  Chairman 

Dr.  Jeannette  Dean-Throckmorton:  Mr.  Presi- 
dent and  Members  of  the  House  of  Deleprates:  The 

doctors  of  Iowa  this  past  year  have  been  very  gen- 
erous to  the  medical  library.  You  have  given  me 
books  and  Journals,  in  some  cases  the  entire  library. 
You  ask  me  why  I need  all  these  old  Journals.  The 
question  comes  in:  how  manv  cases  of  spontaneous 
rupture  of  the  left  auricle  of  the  heart?  How  many 
cases  of  meningitis  due  to  diphtheria?  By  the  way, 
that  case  is  the  first  case  ever  reported  in  the 
English  languag-e,  and  Iowa  gets  that  credit.  I 
need  your  old  Journals. 

Then  I have  had  some  real  money  given  to  the 
Medical  Library,  actual  money. 

We  are  told  on  good  authority  that  the  love  of 
money  is  the  root  of  evil.  Well,  I believe  you  will 
agree  with  me  that  sometimes  the  lack  of  it  can  be 
an  evil.  I need  more  money  for  the  medical  library; 
I need  more  so  that  I can  give  you  better  service. 
The  law  library  gets  four  times  the  amount  of  appro- 
priation that  the  medical  library  does.  The  general 
library  gets  six  times  as  much.  I feel  that  you 
doctors  deserve  service  equal  to  the  background  that 
is  given  to  the  lawyers  of  this  state. 

In  order  to  get  any  money,  Mr.  Brigham  decides 
how  much  the  appropriation  will  be.  Then  he  takes 
it  up  with  Mr.  Murtagh,  the  comptroller  of  currency. 
.A,fter  they  settle  upon  the  amount  of  the  appropria- 
tion, it  goes  to  the  legislature.  The  legislature  can 
vote  only  on  what  sums  have  been  set. 

I wish  you  would  do  me  a favor.  It  is  this:  Write 
to  Mr.  Johnson  Brigham  and  Mr.  C.  B.  Murtagh  at 
the  State  House.  Simply  say  that  considering  the 
wide  circulation  of  the  medical  library,  you  would 
be  pleased  if  they  could  see  their  way  clear  to  appro- 
priate a little  larger  sum  for  the  medical  library 
which  would  include  a fund  for  binding.  I haven’t 
had  a penny  for  binding  in  two  years.  The  Journals 
will  not  stand  up  on  the  shelves.  They  should  be 
bound  in  order  to  preserve  them.  I will  be  very 
grateful  if  you  will  do  that. 

President  Burcham:  Will  somebody  move  the 

acceptance  of  the  Doctor’s  report? 

Dr.  Baker:  I m(n>e  that  it  be  accepted. 


The  motion  was  put  to  a vote  and  carried. 
President  Burcham:  Committee  on  Military 

Affairs. 


REPORT  OF  COMMITTEE  ON  MILITARY 
AFFAIRS 

To  the  Officers  of  the  Iowa  State  Medical  Society 
and  Members  of  the  House  of  Delegates: 

Your  Committee  on  Military  Affairs  wishes  to 
submit  the  following  report  for  the  year  1935-36: 

A recent  communication  from  the  office  of  the 
Surgeon  of  the  Seventh  Corps  Area  contains  informa- 
tion of  more  than  passing  interest  to  those  members 
of  the  Iowa  State  Medical  Society  who  hold  re- 
serve commissions  in  the  Medical  Corps  of  the 
United  States  Army. 

There  are  649  Medical  Department  Reserve  Officers 
in  Iowa,  of  whom  119  are  at  present  ineligible  for 
assignment,  promotion,  or  active  duty.  Losses 
through  inactivity  have  been  practicallv  negligible 
for  Iowa.  During;  the  past  year,  probably  not  more 
than  10  or  15  have  been  lost  on  that  account,  and 
about  the  same  number  was  lost  due  to  failure  to 
submit  reports  of  physical  examination  for  reap- 
pointment. About  60  Medical  Department  Reserve 
Officers  from  Iowa  applied  for  two  weeks’  active 
duty  training  during  1935,  38  of  whom  received  train- 
ing. In  addition  to  this,  many  officers  were  selected 
for  a six  months’  tour  of  duty  with  the  Civilian  Con- 
servation Corps.  Those  selected  for  duty  with  the 
C.  C.  C.  were  for  the  most  part  Medical  Corps  Re- 
serve Officers.  Eighteen  Medical  Department  Re- 
serve Officers  f»’om  the  state  of  Iowa  received  pro- 
motions in  1935.  This  does  not  include  Second 
Lieutenants,  Veterinary  Corps,  who  may  be  pro- 
moted to  First  Lieutenants  by  submitting  a satis- 
factory report  of  physical  examination,  if  they  are 
serving  in  an  eligible  appointment  period. 

There  are  approximately  225  Medical  Department 
Reserve  Officers  in  Iowa  enrolled  in  Extension 
Courses  of  the  Medical  Field  Service  School.  Seventy- 
five  of  these  are  new  enrollments,  that  is,  enroll- 
ments since  the  beginning  of  the  school  year,  Sep- 
tember 1,  1935.  There  have  been  no  enrollments 
canceled  so  far  this  year,  but  about  50  students  are 
delinquent  and  will  probably  have  to  be  dropped  at 
the  end  of  the  school  year,  unless  the  required  sub- 
courses and  lessons  are  completed  before  June  1, 
1936.  During  the  past  year  or  two,  there  has  been 
a noticeable  increase  in  the  number  of  Reserve 
Officers  enrolled  in  the  Army  Extension  School, 
probably  due  to  the  fact  that  this  is  about  the  only 
way  a Reserve  Officer  can  properly  qualify  himself 
for  promotion.  At  the  present  time,  this  Corps  Area 
is  considerably  below  the  procurement  requirements 
of  Medical  Corps  Reserve  Officers  in  the  grades  of 
Major  and  Captain,  and  every  effort  is  being  made 
to  have  our  junior  officers  enroll  in  the  extension 
school  with  a view  to  preparing  for  promotion. 

On  January  1,  1935,  there  were  11  Medical  Reserve 
Officers  from  Iowa  enrolled  in  the  Extension  School 
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of  Aviation  Medicine,  two  of  whom  finished  the 
course  during  the  year.  There  were  three  new  en- 
rollments from  Iowa  in  this  field  during  the  year. 

This  report  from  the  Surgeon  is  very  gratifying 
and  shows  that  an  increased  interest  is  being  mani- 
fested in  the  problem  of  national  defense. 

At  the  Davenport  Session  of  the  Iowa  State 
Medical  Society,  the  Military  Surgeons  Club  held  its 
annual  meeting.  A very  interesting  paper  was 
given  by  an  officer  from  the  United  States  Arsenal 
at  Rock  Island  on  the  new  developments  in  ordnance. 
That  meeting  being  the  annual  session,  election  of 
officers  for  the  year  1935-36  was  declared  an  order 
of  business.  The  following  officers  were  elected: 
President,  Thos.  F.  Suchomel,  Maj.  Med.  Res.;  vice 
president,  Harold  A.  Spilman,  Lieut.  Col.,  Med.  Res.; 
secretary,  Arnold  Jensen,  Maj.  Med.  Res. 

The  meeting  was  then  adjourned  to  meet  in  Des 
Moines  in  1936,  in  conjunction  with  the  annual  meet- 
ing of  the  Iowa  State  Medical  Society. 

Thos.  F.  Suchomel,  Chairman 
H.  A.  Spilman 
Arnold  Jensen 

Dr.  Suchomel:  I move  that  the  report  of  the  Com- 

mittee on  Military  Affairs  as  published  in  the  Hand- 
book be  accepted. 

The  motion  was  put  to  a vote  and  carried. 

President  Burcham:  Committee  on  Scientific  Ex- 

hibits, Dr.  McNamara,  Dubuque,  Chairman. 


REPORT  OF  THE  COMMITTEE  ON 
SCIENTIFIC  EXHIBITS 
One  of  the  most  valuable  and  comprehensive 
scientific  exhibits  ever  held  in  Iowa  was  arranged 
for  the  1935  annual  session  at  Davenport.  The  local 
committee  had  aided  greatly  in  making  this  possible. 
The  Scientific  Exhibits  Committee  has  also  arranged 
excellent  exhibits  for  the  1936  session  to  be  held  in 
Des  Moines,  April  29  to  May  1. 

As  a matter  of  constructive  criticism,  the  Com- 
mittee believes  that  the  members  of  the  State  So- 
ciety as  a whole  have  shown  relatively  little  in- 
terest in  the  scientific  exhibits.  Consequently,  the 
enthusiasm  of  some  men  in  the  state  has  been  dulled, 
resulting  in  keeping  them  from  developing  valuable 
exhibits.  As  a possible  remedy  for  this  situation, 
it  might  be  desirable  for  the  State  Society  to  offer 
some  form  of  reward  for  the  efforts  of  the  men  who 
arrange  outstanding  exhibits. 

A second  criticism  is  in  regard  to  the  quarters 
usually  set  aside  for  the  exhibits.  The  great  need 
of  the  Society  is  a more  suitable  hall  for  this  pur- 
pose. Better  quarters  should  be  arranged  as  soon  as 
possible,  at  least  in  Des  Moines,  where  the  meetings 
are  most  frequently  held. 

The  Committee  has  al.so  considered  the  develop- 
ment of  a Hobby  Show  for  the  annual  session.  These 
have  proved  very  successful  in  other  states  and  un- 
doubtedly would  be  of  great  interest  in  Iowa.  Their 
development  depends  upon  an  adequate  and  suitable 
hall  as  well  as  upon  the  interest  of  the  members  of 
the  Society.  J,.  p McNamara.  Chairman 


Dr.  McNamara:  I move  that  the  report  as  printed 
in  the  Handbook  be  accepted. 

The  motion  was  put  to  a vote  and  carried. 

President  Burcham:  Woman’s  Auxiliary  Advisory 
Committee,  Dr.  Johnson  of  Council  Bluffs,  Chair- 
man. (Absent).  Is  any  other  member  of  the  Com- 
mittee present?  Will  someone  move  the  acceptance 
of  the  report? 


REPORT  OF  THE  ADVISORY  COMMITTEE 
OF  THE  WOMAN’S  AUXILIARY 

Immediately  upon  the  appointment  of  the  Advisory 
Committee  of  the  Woman’s  Auxiliary,  the  chairman 
contacted  all  members  of  the  Committee  and  re- 
quested suggestions  as  to  the  program  to  be  car- 
ried on  by  the  Auxiliary.  Much  help  was  given  by 
the  members.  The  chairman  also  met  with  the 
President  of  the  State  Auxiliary  and  a program 
was  outlined  which  was  agreeable  to  the  members 
of  the  Advisory  Committee. 

A great  deal  has  been  accomplished  this  year  by 
the  Auxiliary  in  promoting  health  education  in  the 
schools,  both  along  the  lines  of  preventive  medicine 
and  also  the  medical  pi’ofession’s  viewpoint  regard- 
ing socialized  medicine. 

The  following  report  received  from  the  President 
of  the  Woman’s  Auxiliary  outlines  the  activities  of 
that  organization. 

“A  state  program  for  Auxiliary  activities  was 
planned  with  the  cooperation  of  the  Advisory  Com- 
mittee. This  program  was  approved,  adopted  and 
presented  to  the  county  units.  It  was  submitted  to 
them  to  assist  the  county  auxiliaries  in  preparing 
constructive  programs  in  accordance  with  the  plan 
of  the  National  Auxiliary  and  to  keep  them  informed 
of  the  needs  within  our  own  state  and  the  plan  of 
the  State  Department  of  Health.  This  was  the  first 
attempt  to  develop  such  a state  program  and  it  was 
used,  in  part  if  not  in  its  entirety,  throughout  the 
state. 

“For  the  third  consecutive  year,  the  Auxiliary 
sponsored  a health  essay  contest  in  the  high  schools 
and  junior  high  schools  throughout  the  state.  The 
subject  of  immunization  was  chosen  because  of  the 
emphasis  which  is  being  placed  on  preventive  medi- 
cine and  in  cooperation  with  the  campaign  which 
the  State  Department  of  Health  is  waging  against 
smallpox.  This  contest  does  not  close  until  March 
16;  thus  no  estimate  can  now  be  given  as  to  the 
number  of  participants.  Judging  from  the  inquiries, 
however,  the  response  will  be  most  gratifying.  All 
county  auxiliaries  were  furnished  with  a paper  on 
‘Plans  for  Immunizing  Campaigns,’  prepared  by  Dr. 
.1.  H.  Kinnaman  of  the  State  Department  of  Health. 

“Information  concerning  the  services  of  the  Speak- 
ers Bureau  was  freely  given;  the  number  of  speakers 
placed  is  not  available.  In  addition  to  presenting 
Iowa  physicians  as  speakers,  the  Wapello  and  Potta- 
wattamie county  auxiliaries  presented  Dr.  W.  W. 
Bauer  of  the  American  Medical  Association. 
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“The  publication  of  the  American  Medical  Asso- 
ciation, Hygeia,  has  been  placed  in  many  schools  and 
libraries  over  the  state  by  county  auxiliaries.  Some 
of  our  organizations  have  given  books  on  health 
subjects  to  their  local  libraries  for  circulation  among 
the  laity.  These  books  are  selected  from  the  list 
recommended  by  the  American  Medical  Association. 

“The  outstanding  work  of  the  Auxiliary  for  the 
year  was  the  distribution  of  authentic  material  for 
the  use  of  the  schools  and  students  debating  the 
question  of  Socialized  Medicine.  Two  hundred  fifty 
Iowa  schools  were  registered  for  this  debate  ques- 
tion. They,  as  well  as  libraries,  were  furnished  from 
one  to  three  packets  of  material,  each  containing 
17  pamphlets  and  books  which  had  been  assembled 
and  distributed  by  the  American  Medical  Associa- 
tion. In  addition  to  this,  the  Speakers  Bureau  of 
the  State  Medical  Society  made  available  a booklet 
prepared  by  the  Minnesota  State  Medical  Society. 
Besides  those  schools  registered  as  debating  this 
question,  many  small  schools  as  well  as  individuals 
were  likewise  supplied  with  material. 

“The  Iowa  Auxiliary  was  hostess  to  the  Presi- 
dent of  the  National  Auxiliary. 

“At  the  invitation  of  the  Executive  Committee  of 
the  Cancer  Committee  of  the  Iowa  State  Medical 
Society,  the  President  of  the  State  Auxiliary  attended 
a meeting  in  Des  Moines  on  February  11,  at  which 
time  preliminary  plans  were  made  to  carry  out  edu- 
cational work  on  the  subject  of  cancer. 

“Auxiliary  members  are  serving  in  increasing 
numbers  on  the  health  committees  of  various  organ- 
izations over  the  state.  One  Auxiliary  member  is 
State  Chairman  of  the  Health  Committee  of  the  Fed- 
erated Women’s  Clubs  of  Iowa,  and  many  others 
serve  as  district  or  health  chairman  of  the  Feder- 
ated Women’s  Clubs,  the  Parent-Teacher  Associa- 
tions and  other  groups.  Auxiliary  officers  in  the 
counties  are  better  informed  than  ever  and  are  work- 
ing in  a cooperative  spirit  with  the  medical  societies, 
making  annual  reports,  suggesting  activities  and 
asking  for  suggestions  in  order  that  they  may  best 
support  and  cooperate  in  the  activities  of  the  medi- 
cal profession. 

“Iowa  has  twenty  organized  auxiliaries,  represent- 
ing twenty-four  counties.  Two  counties  are  inactive; 
one  disbanded  two  years  ago  because  of  small  mem- 
bership. One  auxiliary  reorganized  during  the  past 
year.  One  new  unit  was  organized,  the  Northwest 
Medical  Society,  comprising  four  counties — Osceola, 
Lyon,  Sioux  and  O’Brien.  The  organization  work 
of  the  Auxiliai-y  is  handicapped  because  of  lack  of 
funds.  Our  income  is  based  on  dues  of  twenty-five 
cents  per  member.  With  three  hundred  members, 
the  funds  scarcely  cover  supplies,  postage  and  con- 
vention expenses.  The  President  carries  a great 
share  of  the  burden  of  organizing  expenses.  It  is 
readily  obvious  that  the  activities  of  the  Auxiliary 
are  curtailed  by  this  lack  of  funds  for  organizing 
purposes.  In  a number  of  states  where  this  situa- 
tion has  come  up,  the  medical  societies  have  made 
a fund  available.  We  should  like  to  suggest  that  the 
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advisability  of  such  a program  come  before  your 
Committee  for  consideration. 

“The  Woman’s  Auxiliary  would  like  to  express  its 
appreciation  to  the  Advisory  Committee  for  its  gen- 
erous and  conscientious  cooperation  in  Auxiliary 
matters.  The  benefits  and  achievements  cannot  all 
be  ‘pigeonholed.’  Our  local  group  has  an  enviable 
record  for  achievement  in  so  short  a time  and  every 
member  attending  regularly  places  an  inestimable 
value  on  the  friendship  and  understandings  it  has 
brought  about.’’ 

Mrs.  M.  C.  Hennessy,  President 
Woman’s  Auxiliary.  Iowa  State  Medical  Society 
Aldis  A.  Johnson,  Chairman 

Upon  motion  regularly  made  and  cay~ried,  the  re- 
port of  the  Woman’s  Anxilia'i'y  Advisory  Commit- 
tee as  published  in  the  Handbook  was  accepted. 

President  Burcham:  Is  the  Chairman  of  the 

Council  here?  We  passed  the  report  of  the  Council, 
and  I will  ask  for  it  at  this  time.  The  report  has 
not  been  accepted.  If  you  have  any  additional  re- 
port to  make  after  the  acceptance  of  the  report  in 
the  Handbook,  we  will  be  glad  to  hear  it. 


REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 
To  the  House  of  Delegates: 

The  usual  problems  have  presented  themselves 
throughout  the  state,  as  an  aftermath  of  the  unusual 
economic  and  social  conditions  which  have  been  with 
us  for  a few  years  and  that  still  remain  only  partly 
solved.  It  should  be  apparent  to  all  physicians  that 
in  more  complete  membership  in  our  professional 
organization  lies  our  greatest  hope.  With  a greater 
tendency  toward  increasing  bureaucracy  riding  in  the 
saddle,  we  are  likely  to  find  that  consistency  and 
steadfastness  are  two  vital  virtues  that  we  should 
cultivate. 

Two  meetings  of  the  Council  were  held  since  the 
last  annual  meeting  of  the  House  of  Delegates.  The 
chairmen  and  other  members  of  the  Council  commit- 
tees were  invited  to  our  first  meeting  in  order  that 
we  might  aid  them  somewhat  in  defining  their  duties 
and  limitations,  with  the  thought  that  duplication 
and  overlapping  of  committee  activities  might  be 
avoided.  If  we  are  within  our  rights,  the  Council 
would  like  to  suggest  to  the  House  of  Delegates  that 
more  thought  and  consideration  be  given  to  the  crea- 
tion of  committees,  particularly  where  there  is  an 
overlapping  of  activities  which  might  hinder  the  re- 
sults that  we  anticipate  at  the  time  the  committee  is 
created.  We  feel  that  such  careful  consideration  will 
add  to  the  efficiency  and  harmony  both  within  and 
between  the  various  committees. 

Our  second  meeting  was  with  the  Commissioner  of 
Health  and  his  staff,  the  officers  of  the  Society  and 
such  committees  as  would  be  affected  by  the  operation 
of  the  activities  of  the  Social  Security  Act.  The  main 
object  of  the  conference  was  to  allow  the  medical 
profession  of  Iowa  to  have  a voice  in  the  operation 
of  the  different  phases  of  this  Act  before  the  funds 
were  appropriated  and  the  work  begun.  At  the  pres- 


VoL.  XXVI,  No.  7] 


Journal  of  Iowa  State  Medical  Society 


397 


ent  time  I am  not  informed  whether  such  funds  have 
been  appropriated. 

Judging  from  the  various  councilor  district  re- 
ports, we  may  say  that  the  scientific  activities  of  the 
State  Society  throughout  the  state  have  been  such 
as  to  keep  the  medical  profession  in  Iowa  apace  with 
the  general  advancement  in  scientific  medicine. 

Felix  A.  Hennessy.  Chairman 


REPORTS  FROM  COUNCILOR  DISTRICTS 
First  Councilor  District 

As  Councilor  of  the  first  district,  I should  like  to 
express  my  appreciation  to  the  deputy  councilors  and 
officers  of  the  county  societies  in  this  district  for  their 
cooperation.  In  particular  I should  like  to  commend 
the  members  of  the  Floyd  County  Medical  Society 
for  their  activities  in  sponsoring  the  recent  post- 
graduate course  at  Charles  City,  in  conjunction  with 
the  Speakers  Bureau.  Through  the  efforts  of  these 
men  and  the  cooperation  of  the  physicians  in  the 
adjoining  counties,  one  hundred  twenty-five  doctors 
enrolled  for  the  course — a record  which  has  never 
been  exceeded  in  any  other  center  in  Iowa  where 
postgraduate  work  has  been  offered.  To  Dr.  C.  W. 
Ellyson,  councilor  of  the  sixth  district,  and  the  doc- 
tors of  his  district  who  attended  the  course,  we  ex- 
tend our  sincere  thanks  for  their  cooperation  in  es- 
tablishing such  a record  and  in  making  the  project 
a success. 

I am  submitting  herewith  the  reports  of  the  dep- 
uty councilors  in  each  county  in  the  first  district. 

Felix  A.  Hennessy.  Chairman 

Allamakee  County.  Three  new  physicians  located 
in  Allamakee  County  in  1935,  one  of  whom  became 
a member.  No  members  moved  away  nor  were  there 
any  deaths  among  the  physicians  in  this  county. 

One  county  society  meeting  was  held;  a joint  busi- 
ness and  social  meeting  attended  by  about  fifty  per 
cent  of  the  membership.  Five  members  attended 
postgraduate  courses. 

Allamakee  County  is  under  the  Iowa  Emergency 
Relief  Administration  set  up  for  the  medical  care  of 
the  poor. 

A few  public  health  talks  were  given  by  members 
of  the  county  society  and  the  society  actively  sup- 
ported the  Legislative  Committee  of  the  State  So- 
ciety. 

.lohn  W.  Thornton,  Deputy  Councilor 

Bremer  County.  Two  new  physicians  located  in 
Bremer  County  in  1935.  There  were  fifteen  paid  up 
members  of  the  Bremer  County  Medical  Society  for 
1935.  We  had  no  deaths  among  the  physicians  and 
but  one  member  moved  away.  However,  he  returned 
and  is  now  a member  in  good  standing.  We  have  two 
or  three  of  our  county  society  members  who  are 
eligible  for  life  membership  but  so  far  none  have 
made  application. 

We  had  five  meetings  in  1935,  all  of  which  were 
scientific  and  in  two  instances  business  was  trans- 
acted. Ninety-five  per  cent  of  the  members  attended 


the  county  meetings.  Fourteen  members  attended 
the  postgraduate  courses  held  in  Independence,  New 
Hampton  and  Charles  City. 

A committee  was  appointed  to  cooperate  with 
county  supervisors  regarding  the  relief  program. 
The  present  set  up  is  that  the  members  of  tbe  so- 
ciety accept  a twenty-five  per  cent  reduction  of  the 
regular  fee  bill  for  medical  services  and  a fifty  per 
cent  reduction  for  surgical.  We  do  not  have  a writ- 
ten contract — only  a gentlemen’s  agreement — and  we 
aim  to  follow  the  fee  bill  recommended  by  the  State 
Society. 

We  had  two  meetings  called  principally  to  discuss 
the  Social  Security  Act  and  socialized  medicine.  At 
one  of  these  meetings  we  had  talks  presented  by 
Dr.  L.  C.  Kern  of  Waverly,  Dr.  T.  F.  Thomton  of 
Waterloo  and  Dr.  C.  C.  Smith  of  Clarksville. 

We  do  not  have  a Woman’s  Auxiliary  in  Bremer 
County.  Several  health  talks  were  given  during 
1935  by  members  of  our  society.  For  1936  the  phy- 
sicians of  Waverly  have  removed  their  professional 
cards  from  all  three  newspapers  and  we  have  a 
weekly  health  talk  published  and  paid  for  by  the 
staff  of  St.  Joseph  Mercy  Hospital. 

F.  R.  Sparks,  Deputy  Councilor 

Chickasaw  County.  Four  new  physicians  located 
in  Chickasaw  County  in  1935.  One  new  member  was 
taken  into  the  county  medical  society;  three  members 
died. 

One  combined  social  and  business  meeting  was 
held,  with  an  attendance  of  about  sixty  per  cent  of 
the  membership.  Seven  members  took  advantage  of 
postgraduate  courses  offered  in  this  locality. 

Members  of  the  society  were  active  in  supporting 
the  Legislative  Committee  and  in  giving  public 
health  talks. 

The  Chickasaw  County  Medical  Society  is  still 
operating  under  the  emergency  medical  relief  plan 
of  the  Iowa  Emergency  Relief  Administration. 

Paul  E.  Gardner,  Deputy  Councilor 

Clayton  County.  Membership  report:  two  new 
physicians;  one  new  member;  three  life  members. 
Meetings:  two — one  scientific  and  one  business — at- 
tended by  ninety  per  cent  of  members.  Plan  for  med- 
ical care  of  indigent:  Iowa  Emergency  Relief  Plan. 
Other  activities:  Support  of  Legislative  Committee; 
eight  members  participated  in  postgraduate  work; 
about  ninety  per  cent  of  school  and  pre-school  chil- 
dren immunized  against  diphtheria. 

J.  W.  Hudek,  Deputy  Councilor 

Fayette  County.  No  new  physicians  located  in 
Fayette  County.  No  new  members;  no  loss  of  mem- 
bers through  death  or  removal;  one  life  member. 
Five  meetings  of  the  Fayette  County  Medical  So- 
ciety were  held.  Three  of  these  meetings  were  busi- 
ness and  the  others  for  scientific  programs.  We  have 
an  average  attendance  of  about  sixty  per  cent  of  our 
members.  We  had  no  special  meetings  for  a discus- 
sion of  the  subjects  of  socialized  medicine  or  the 
Social  Security  Act  but  they  were  discussed  at  our 
regular  meetings. 

The  members  of  the  society  have  been  rather  ac- 
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tive.  We  actively  supported  the  Legislative  Com- 
mittee. We  have  a county  contract  with  the  Board 
of  Supervisors  for  the  care  of  the  indigent.  About 
five  physicians  took  postgraduate  courses;  about  the 
same  number  gave  talks  on  public  health  subjects. 
Diphtheria  immunization  was  carried  out  in  Oelwein 
and  West  Union.  We  do  not  have  a Woman’s  Aux- 
iliary but  the  women  hold  meetings  in  connection 
with  the  meetings  of  the  county  medical  society. 

C.  C.  Hall,  Deputy  Councilor 

Floyd  County.  No  new  physicians  nor  members  in 
Floyd  County  during  1935.  We  lost  one  member 
through  death.  Monthly  meetings  of  the  county  med- 
ical society  were  held  throughout  the  year,  combin- 
ing scientific,  social  and  business  sessions.  One  of 
the  subjects  discussed  was  that  of  socialized  medi- 
cine. Not  only  do  we  have  one  hundred  per  cent 
attendance  at  our  county  society  meetings,  but  Floyd 
County  Medical  Society  enrolled  one  hundred  per  cent 
for  the  postgraduate  course  given  at  Charles  City 
and  sponsored  by  the  society  in  conjunction  with  the 
Speakers  Bureau. 

We  have  a satisfactory  agreement  with  the  county 
for  the  medical  care  of  the  indigent,  based  upon  one- 
third  of  the  regular  fee  schedule.  Our  county  so- 
ciety was  active  in  the  support  of  the  Legislative 
Committee,  in  the  election  campaign  for  a new  hos- 
pital and  in  public  health  work.  A couple  of  public 
health  talks  were  given  by  members  and  the  county 
sponsored  a community  talk  at  Charles  City  by  Dr. 
Morris  Fishbein  of  the  American  Medical  Association. 

R.  A.  Fox,  Deputy  Councilor 

Howard  County.  No  new  physicians  located  in  the 
county;  one  new  member  taken  into  the  county  medi- 
cal society;  no  members  lost  through  death  or  re- 
moval; one  life  member.  One  meeting  of  the  county 
medical  society  was  held  for  business  purposes,  with 
an  attendance  of  eighty-seven  per  cent  of  the  mem- 
bers. County  society  activities  include:  support  of 
Legislative  Committee;  cooperation  in  the  medical 
relief  plan  of  the  Iowa  Emergency  Relief  Adminis- 
tration; immunization  work  among  all  school  and 
pre-school  children  who  desire  it.  Four  members 
of  the  society  took  postgraduate  work;  about  three 
public  health  talks  were  given  by  members.  We 
have  had  a Woman’s  Auxiliary  but  it  is  now  inactive. 

Wm.  A.  Bockoven,  Deputy  Councilor 

Mitchell  County.  One  new  physician  located  in 
Mitchell  County  in  1935.  Two  new  members  were 
admitted  to  the  county  medical  society.  One  member 
died. 

We  have  had  ■ eight  meetings  during  the  year, 
seven  of  which  were  business,  the  other  social;  at- 
tendance about  seventy-five  per  cent  of  membership. 
Six  members  of  the  society  attended  the  postgrad- 
uate course  held  in  Charles  City;  one  member  at- 
tended a postgraduate  course  in  Cook  County,  Chi- 
cago. Our  county  society  has  actively  supported  the 
activities  of  the  Legislative  Committee  and  are  cam- 
paigning actively  against  our  present  representative 
and  senator,  who  opposed  the  recent  Basic  Science 
Bill. 


We  have  retained  the  contract  previously  held  with 
the  Board  of  Supervisors,  which  gives  us  approxi- 
mately fifty  to  sixty  per  cent  of  our  regular  charges 
for  the  care  of  the  indigent. 

The  sentiment  of  the  society  is  much  against  so- 
cialized medicine.  We  have  neither  a Woman’s  Aux- 
iliary nor  broadcasting  station  in  the  county.  An 
antidiphtheritic  campaign  was  conducted  in  Osage 
by  the  physicians  and  the  American  Legion. 

T.  S.  Walker,  Deputy  Councilor 

Winneshiek  County.  One  new  physician  located 
in  Winneshiek  County;  one  new  member  taken  into 
the  society;  one  member  moved  away;  one  life  mem- 
ber. 

Four  county  society  meetings  were  held  which 
were  combined  scientific,  social  and  business  sessions 
attended  by  about  ninety  per  cent  of  the  members. 
The  subject  of  socialized  medicine  and  the  Social  Se- 
curity Act  were  among  those  discussed. 

For  the  medical  care  of  the  indigent  we  are  still 
continuing  under  the  set  up  of  the  Iowa  Emergency 
Relief  plan,  with  the  exception  that  the  county  is 
now  paying  the  bills. 

Six  members  attended  the  last  postgraduate  course 
given  at  Charles  City.  About  thirty  public  health 
talks  were  given  by  our  members;  we  cooperate  with 
the  local  interprofessional  society  in  giving  radio 
talks  on  health  matters  once  a week  over  the  local 
broadcasting  station. 

A.  F.  Fritchen,  Deputy  Councilor 


Second  Councilor  District 

Membership  has  been  maintained  in  that  there 
were  no  delinquent  members  in  the  second  district  in 
1935.  There  are  still  twenty-two  eligible  non-mem- 
bers in  the  district — four  in  Butler,  one  in  Cerro 
Gordo,  three  in  Franklin,  four  in  Hancock-Winne- 
bago,  four  in  Humboldt,  five  in  Kossuth  and  one  in 
Worth.  The  eligible  non-members  of  the  Hancock- 
Winnebago  Medical  Society  are  all  in  Winnebago 
County.  Hancock  County  has  one  hundred  per  cent 
membership,  as  has  Wright  County. 

The  following  physicians  have  been  voted  life 
membership  by  their  county  societies  and  are  recom- 
mended to  the  House  of  Delegates  for  such  honor: 

Dr.  G.  M.  Lee,  of  Thompson,  Winnebago  County. 

Dr.  F,  A.  Stevens,  of  Belmond,  Wright  County. 

Dr.  J.  H.  Sams,  of  Clarion,  Wright  County. 

Dr.  C.  H.  Morse,  of  Eagle  Grove,  Wright  County. 

The  inclement  weather  of  the  past  winter  pre- 
vented much  of  the  usual  activity  of  the  district,  but 
the  county  societies  have  maintained  their  usual 
activities. 

The  following  reports  are  the  reports  of  the  indi- 
vidual deputy  councilors. 

L.  R.  Woodward,  Councilor 

Cerro  Gordo  County.  One  new  physician  located 
in* the  county;  one  new  member  taken  into  the  county 
medical  society;  no  members  were  lost  through  re- 
moval or  death;  one  life  member. 

Nine  meetings  of  the  county  medical  society  were 
held,  all  of  which  were  combined  scientific,  social  and 
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business  sessions,  attended  by  ninety  per  cent  of  the 
membership.  One  of  the  subjects  discussed  was  the 
Social  Security  Act. 

Twelve  members  of  the  society  attended  postgrad- 
uate courses  during  the  year;  about  ten  health  talks 
were  given  by  members.  Other  activities  of  the 
county  society  include:  support  of  the  Legislative 
Committee;  patient  listing  committee;  hospitaliza- 
tion committee.  We  have  a contract  with  the  Board 
of  Supervisors  for  care  of  the  indigent  sick  based 
upon  a fee  schedule  of  fifty  per  cent  of  the  minimum 
fee  schedule  recommended  by  the  State  Society. 

There  is  an  active  Woman’s  Auxiliary  in  Cerro 
Gordo  County,  to  which  about  sixty  per  cent  of  the 
eligible  members  belong.  In  1935  they  raised  money 
to  contribute  to  the  funds  to  sponsor  the  Health 
Essay  Contest  of  the  state  Woman’s  Auxiliary. 

W.  E.  Long,  Deputy  Councilor 

Franklin  County.  No  new  physicians  located  in 
the  county;  two  new  members  were  taken  into  the 
county  medical  society;  no  loss  of  members;  no  life 
members. 

Eight  meetings  of  the  county  medical  society  were 
held,  combining  business  and  scientific  sessions. 
About  ninety  per  cent  of  the  members  attend  regu- 
larly. The  subject  of  socialized  medicine  was  dis- 
cussed at  our  meetings. 

Five  members  attended  postgraduate  courses; 
eight  public  health  talks  were  given  by  members  of 
the  society.  Other  activities  along  public  health  lines 
consisted  of  immunizing  the  school  children  through- 
out the  county  against  diphtheria. 

Franklin  County  Medical  Society  actively  sup- 
ported the  Legislative  Committee. 

We  have  no  contract  for  the  care  of  the  indigent 
sick  nor  do  we  have  a Woman’s  Auxiliary. 

Walter  K.  Long,  Deputy  Councilor 

Humboldt  County.  No  new  physicians  have  located 
in  the  county  during  1935;  no  new  members  admitted 
to  the  society;  one  member  moved  away;  we  have 
no  life  members  of  the  State  Society. 

Four  business  meetings  of  the  Humboldt  County 
Medical  Society  were  held  during  the  year.  About 
seventy-five  per  cent  of  our  members  attend  our 
meetings.  Informal  discussions  of  the  subjects  of 
socialized  medicine  and  the  Social  Security  Act  were 
held. 

Five  members  of  the  society  took  postgraduate 
work.  The  county  society  carried  on  diphtheria  im- 
munization work  in  the  schools. 

The  society  was  active  in  its  support  of  the  Legis- 
lative Committee. 

.1.  K.  Coddington,  Deputy  Councilor 

Kossuth  County.  No  new  physicians  located  in 
the  county;  one  new  member  was  taken  into  the 
county  medical  society;  two  members  were  lost  by 
death;  we  have  no  life  members. 

Six  meetings  of  the  county  medical  society  were 
held  in  1935,  combining  scientific,  social  and  business 
sessions.  The  subject  of  socialized  medicine  was  one 
of  those  discussed.  All  of  the  members  attend  the 


meetings,  and  all  members  attended  postgraduate 
courses  during  the  year. 

A few  public  health  talks  were  given  by  members 
of  the  society.  Immunization  work  against  diph- 
theria and  scarlet  fever  was  carried  on  in  the  county. 

The  Kossuth  County  Medical  Society  was  active  in 
its  support  of  the  Legislative  Committee. 

Our  arrangements  for  the  care  of  the  indigent  sick 
include  a fee  bill  applicable  to  such  cases. 

W.  T.  Peters,  Deputy  Councilor 

Wright  County.  One  new  physician  located  in  the 
county;  one  new  member  admitted  to  the  county 
medical  society;  no  loss  of  members;  applications 
for  three  life  members  to  come  before  the  House  of 
Delegates. 

Eight  meetings  of  the  county  medical  society  were 
held  during  the  year,  combining  scientific  and  busi- 
ness sessions.  The  subject  of  socialized  medicine 
was  among  those  discussed.  Approximately  eighty 
per  cent  of  the  membership  attend  the  meetings. 

Twenty  of  our  doctors  have  taken  postgraduate 
work  in  the  past  two  years.  About  thirteen  public 
health  talks  have  been  given  by  members  of  the 
society  during  the  year.  The  county  society  has 
carried  on  immunization  against  diphtheria  in  the 
public  schools  of  Eagle  Grove,  Belmond,  Goldfield, 
Rowan,  Dows  and  Clarion  in  the  past  year.  We 
actively  supported  the  Legislative  Committee. 

The  plan  in  force  in  Wright  County  for  the  care  of 
the  indigent  sick  is  an  agreement  with  the  Board 
of  Supervisors.  The  county  society  does  the  work 
for  indigents  at  fees  as  set  forth  in  the  set  up  orig- 
inally planned  by  the  Iowa  Emergency  Relief  Ad- 
ministration, with  the  understanding  that  these  fees 
shall  be  paid  in  full  by  the  county  Board  of  Super- 
visors. The  bills  are  sent  to  the  social  worker  before 
the  third  of  each  month  and  a committee  from  the 
society,  consisting  of  the  deputy  councilor,  the  pres- 
ident and  secretary  of  the  society,  meets  with  said 
social  worker  for  the  purpose  of  auditing  the  books 
before  presenting  same  to  the  Board. 

J.  H.  Sams.  Deputy  Councilor 
John  R.  Christensen,  Secretary 


Third  Councilor  District 

The  thii-d  councilor  district  has  had  another  normal 
year.  Normal  in  the  sense  that  the  various  socie- 
ties, county  as  well  as  district,  have  been  functioning 
without  much  strain  or  controversy.  Several  of  the 
county  societies  had  a 100  per  cent  membership  in 
1935;  likewise,  several  counties  have  had  more  regu- 
lar meetings  with  good  programs.  Both  the  North- 
west Iowa  and  the  Upper  Des  Moines  District  socie- 
ties have  had  splendid  programs,  good  attendance 
and  an  increase  in  membership. 

O’Brien  and  Osceola  Counties  combined  in  carry- 
ing out  a tuberculosis  testing  program  under  the 
direction  of  the  Iowa  Tuberculosis  Association.  This 
campaign  was  highly  successful  and  greatly  appre- 
ciated both  by  the  medical  profession  and  the  public. 

The  third  and  fourth  councilor  districts  had  a 
joint  meeting  at  Sioux  City  in  December  for  the 
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purpose  of  discussing  the  Social  Security  Act.  The 
Hon.  Guy  Gillette  of  Cherokee,  gave  a splendid  ad- 
dress on  that  part  of  the  Act  that  pertains  to  the 
medical  profession.  His  views  were  generously  ap- 
plauded by  the  two  hundred  doctors  present.  Dean 
E.  M.  MacEwen  of  Iowa  City  also  gave  his  views  on 
the  subject,  and  his  talk  was  followed  by  several 
impromptu  addresses  by  other  physicians. 

Many  of  the  counties  have  had  diphtheria  immuni- 
zation campaigns  with  excellent  results. 

A more  detailed  report  of  the  activities  in  each 
county  is  given  by  each  deputy  councilor. 

Frank  P.  Winkler.  Councilor 

Clay  County:  One  new  physician  located  in  the 

county  in  1935;  no  new  members  in  the  county  so- 
ciety; no  loss  of  members;  no  life  members. 

Six  meetings  of  the  county  medical  society  were 
held  during  the  year.  These  meetings  were  business 
and  social  and  were  attended  by  about  ninety  per 
cent  of  our  members.  Next  year  we  hope  to  have 
scientific  programs  for  at  least  some  of  our  meetings. 
At  one  of  our  meetings  we  had  a discussion  of  the 
Social  Security  Act.  The  consensus  of  opinion  was 
that  since  the  Act  has  been  passed  and  will  soon  be 
in  effect,  we  as  a society  would  cooperate  in  that 
part  of  the  program  that  had  to  do  with  preventive 
medicine  and  promoting  the  health  of  the  community. 
The  society  would  resent  any  effort  that  tended  to 
encourage  state  medicine  or  dictated  in  the  practice 
of  our  profession. 

Three  of  our  members  attended  postgraduate 
courses  during  1935.  The  entire  society  actively  sup- 
ported the  Legislative  Committee,  and  cooperated  in 
the  smallpox  immunization  work  done  in  all  schools 
in  the  county. 

The  members  of  the  Clay  County  Medical  Society 
have  a contract  for  the  care  of  the  indigent  sick  for 
$275.00  a month  for  furnishing  all  medical  services, 
attendance  and  attention  including  necessary  medi- 
cines, except  serums,  insulin  and  liver  extract.  This 
sum  does  not  include  fees  for  emergency  surgical 
services.  For  such  services  one-third  of  the  fee 
schedule  recommended  by  the  Medical  Economics 
Committee  of  the  State  Medical  Society  is  used  as  a 
basis  of  charges. 

.1.  M.  Sokol,  Deputy  Councilor 

Dickinson  County.  Two  new  physicians  located  in 
the  county;  two  new  members  were  admitted  to  the 
county  society;  two  members  were  lost  by  death  and 
removal;  no  life  members. 

Twelve  county  society  meetings  were  held.  Many 
of  these — the  social  and  scientific  meetings— were 
held  in  conjunction  with  the  Emmet  County  Medical 
Society.  Both  the  questions  of  socialized  medicine 
and  the  Social  Security  Act  were  discussed.  There 
was  a fair  attendance  at  all  meetings. 

Between  three  and  five  members  attended  post- 
graduate courses.  Public  health  activities  of  the 
county  society  included  some  immunization  work  in 
several  schools. 

The  only  arrangement  we  have  for  the  care  of  the 


indigent  is  a county  fee  schedule.  Each  doctor  sub- 
mits his  own  accounts  for  the  cases  under  his  care. 

There  is  a Woman’s  Auxiliary  in  Dickinson  County. 

D.  G.  Nicholson,  Deputy  Councilor 

Emmet  County.  Membership  status  did  not  change 
during  the  year,  nor  did  any  new  physicians  locate 
in  the  county;  no  life  members. 

Nine  meetings  of  the  county  society  were  held. 
The  scientific  meetings  were  held  in  conjunction  with 
Dickinson  County.  Business  meetings  were  held 
separately.  Talent  for  our  programs  is  drawn  from 
within  our  own  counties,  from  our  state  university 
College  of  Medicine,  other  counties,  and  from  out- 
side the  state.  Socialized  medicine  and  the  Social 
Security  Act  were  among  the  various  subjects  dis- 
cussed. About  seventy-five  per  cent  of  the  members 
attend  the  meetings. 

Postgraduate  courses  were  attended  by  eight  mem- 
bers; public  health  talks  given  by  ten.  The  society 
as  a whole  supported  the  Legislative  Committee. 

We  have  a Woman’s  Auxiliary  to  the  Emmet 
County  Medical  Society. 

In  the  early  pa>t  of  1935  the  Iowa  Emergency 
Medical  Relief  Plan  for  the  care  of  the  indigent  was 
accepted  by  vote  of  the  members.  After  a twenty 
per  cent  cut  of  the  fee  schedule  which  had  been 
agreed  upon  had  been  put  in  effect,  we  voted  not  to 
accept  it.  The  local  Board  of  Supervisors  could  do 
nothing  as  the  county  poor  funds  were  exhausted. 
Several  meetings  of  the  county  were  held  to  solve 
this  p.'oblem  but  no  very  satisfactory  solution  was 
reached.  As  a result  the  physicians  in  the  county 
took  care  of  the  indigent  without  compensation.  We 
now  have  a lump  sum  contract  of  $8,200.00.  This 
provides  for  all  medical  care,  nursing  and  drug  bills 
for  all  indigent  people  for  the  year.  This  amount  is 
pro-rated. 

M.  T.  Morton,  Deputy  Councilor 

Lyon  County.  One  new  physician  located  in  the 
county;  no  new  membeis;  no  applications;  no  loss 
of  members;  no  life  members. 

Ten  county  medical  society  meetings  were  held  dur- 
ing the  year.  The  meetings  were  a combination  of 
business,  social  and  scientific  sessions,  and  were  at- 
tended by  about  eight  per  cent  of  our  membership. 
Both  the  subjects  of  socialized  medicine  and  the  So- 
cial Security  Act  were  among  those  considered.  Each 
member  of  the  society  entertains  the  society  in  turn 
at  the  meetings. 

At  least  a couple  of  public  health  talks  were  given 
by  members  of  the  society.  The  society  sponsored 
toxoid  and  Schick  testing  clinics  and  smallpox  vac- 
cination clinics.  The  society  also  supported  the  Leg- 
islative Committee. 

In  taking  care  of  the  indigent  sick  in  the  county, 
each  member  submits  his  bill  in  accordance  with  an 
adopted  fee  schedule.  The  patient  has  his  choice  of 
physician. 

There  is  a Woman’s  Auxiliary  to  the  medical  so- 
ciety in  the  process  of  formation. 

L.  L.  Corcoran,  Deputy  Councilor 
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O’Brien  County.  No  change  in  membership  status 
during  the  year;  no  life  members;  one  new  physician 
located  in  the  county. 

Four  county  society  meetings  were  held,  combin- 
ing scientific,  social  and  business  sessions.  Approxi- 
mately eighty  per  cent  of  our  membership  attends 
the  meetings.  One  of  the  subjects  discussed  was 
that  of  socialized  medicine. 

Eighty  per  cent  of  our  membership  attended  post- 
graduate courses.  Public  health  talks  were  given  by 
about  six  members.  The  society  as  a whole  coop- 
erated in  immunization  work  throughout  the  county 
and  in  tuberculosis  testing  work.  O’Brien  County 
actively  supported  the  Legislative  Committee. 

Our  local  Board  of  Supervisors  allows  two-thirds 
of  the  regular  fee  schedule  for  medical  care  of  indi- 
gent cases. 

A Woman’s  Auxiliary  has  just  been  organized  in 
the  county  with  about  eighty  per  cent  of  all  the 
eligible  women  belonging. 

W.  R.  Brock,  Deputy  Councilor 

Osceola  County.  No  new  physicians  located  in  the 
county  during  the  year;  no  new  members  admitted 
to  the  society;  no  members  lost;  one  life  member. 

Four  county  medical  society  meetings  were  held. 
The  meetings  combined  scientific,  social  and  business 
sessions  and  were  attended  by  about  ninety  per  cent 
of  the  membership.  Socialized  medicine  and  the  So- 
cial Security  Act  were  among  the  subjects  discussed. 

One  member  took  postgraduate  work.  Entire 
county  supported  the  Legislative  Committee.  Both 
diphtheria  immunization  and  tuberculosis  testing 
programs  were  carried  out  throughout  the  county. 

We  have  an  agreement  with  the  County  Board  of 
Supervisors  for  the  care  of  the  indigent.  They  allow 
two-thirds  of  the  regular  fee  schedule  for  such  pa- 
tients. 

A Woman’s  Auxiliary  has  just  been  organized  in 
the  county.  Approximately  eighty  per  cent  of  the 
eligible  members  belong. 

Frank  Reinsch,  Deputy  Councilor 

Palo  Alto  County.  No  change  in  membership 
status;  no  new  physicians  located  in  the  county;  no 
life  members. 

Four  county  medical  society  meetings,  combined 
business  and  scientific,  were  held  in  1935,  attended  by 
about  sixty-six  per  cent  of  our  members.  Both  so- 
cialized medicine  and  the  Social  Security  Act  were 
among  the  subjects  discussed. 

The  county  society  supported  the  Legislative  Com- 
mittee. About  nine  members  attended  postgraduate 
courses.  We  conducted  at  Emmetsburg  last  spring 
a laboratory  course  put  on  by  the  Speakers  Bureau 
of  the  State  Society.  There  were  approximately  35 
doctors  from  central  northwest  Iowa  in  attendance 
at  the  meetings.  Approximately  eight  public  health 
talks  were  given  by  members  of  the  Palo  Alto  County 
Medical  Society. 

In  our  county,  the  individual  physician  receives 
authority  from  the  county  Board  of  Supervisors  for 
the  care  of  the  indigent. 


The  Palo  Alto  County  Medical  Society  has  cooper- 
ated with  the  Board  of  Directors  of  the  Palo  Alto 
Hospital  in  the  activities  of  the  hospital,  the  mem- 
bers of  the  society  acting  as  staff  of  the  institu- 
tion. The  County  Society  has  gone  on  record  in  1935 
as  pledging  its  support  to  the  Board  of  the  Palo  Alto 
Hospital  and  requesting  that  a new  hospital  be  built 
in  and  for  Palo  Alto  County. 

H.  L.  Brereton,  Deputy  Councilor 


Fourth  Councilor  District 

As  Councilor  of  the  Fourth  District,  I wish  to  sub- 
mit the  following  reports: 

Buena  Vista  County.  No  change  in  membership 
status:  no  new  physicians  located  in  county;  one  life 
member  at  present,  three  more  eligible. 

One  meeting  of  tbe  county  society  was  held  during 
the  year.  It  was  a combined  social  and  business 
meeting  and  was  attended  by  about  sixty  per  cent  of 
the  membership.  The  subjects  of  socialized  medicine 
and  the  Social  Security  Act  were  discussed  at  this 
meeting  as  well  as  at  other  meetings  attended  by 
the  members. 

The  society  supported  the  Legislative  Committee. 
Nine  members  attended  the  postgraduate  course 
given  last  fall.  About  three  or  four  public  health 
talks  were  given  by  our  members.  Three  or  four 
immunization  projects  were  carried  out  in  the  county. 

The  Buena  Vista  Medical  Society  has  drawn  up  a 
fee  schedule  which  the  Board  of  Supervisors  has  ac- 
cepted for  medical  services  to  indigent  patients. 

H.  E.  Farnsworth,  Deputy  Councilor 

Cherokee  County.  No  new  physicians  located  in 
the  county  during  the  year;  one  new  member  ad- 
mitted to  the  county  medical  society;  two  members 
were  lost  through  removal;  one  life  member. 

Nine  meetings  of  the  county  medical  society  were 
held.  The  meetings  combined  social,  scientific  and 
business  sessions,  attended  by  about  ninety  per  cent 
of  our  membership.  The  subject  of  socialized  medi- 
cine was  among  those  discussed. 

Activities  of  the  members:  eleven  attended  the 
postgraduate  course  given  last  fall  at  Ida  Grove. 

County  society  activities:  Four-H  Club  examina- 

tions; diphtheria  and  smallpox  immunization  work 
among  small  children;  support  of  Legislative  Com- 
mittee. 

The  medical  care  of  the  indigent  is  taken  care  of 
in  Cherokee  County  under  the  plan  of  the  Iowa  Emer- 
gency Relief  Administration — bills  submitted  by  in- 
dividual physicians  and  fees  paid  directly  to  the 
doctor. 

C.  H.  Hall,  Deputy  Councilor 

Crawford  County.  One  new  physician  located  in 
the  county  in  1935;  no  new  members  admitted  to  the 
society;  no  members  lost;  no  life  members. 

Two  combined  social,  business  and  scientific  county 
society  meetings  were  held  with  an  attendance  of 
about  fifty  per  cent  of  the  members. 

Activities  of  members;  three  or  four  attended  post- 
graduate courses;  one  gave  public  health  talk. 

Activities  of  county  society;  supported  the  Legis- 
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lative  Committee;  carried  on  diphtheria  immuniza- 
tion work. 

The  medical  care  of  the  indigent  is  provided  under 
the  plan  of  the  Iowa  Emergency  Relief  Administra- 
tion, which  is  open  to  all  licensed  physicians  and 
osteopaths  of  the  county. 

C.  L.  Sievers,  Deputy  Councilor 

Ida  County.  The  membership  status  remained  un- 
changed during  the  year;  no  new  physicians  located 
in  the  county;  three  life  members. 

Three  business  meetings  of  the  county  society  were 
held  in  1935,  with  an  attendance  of  about  ninety  per 
cent  of  the  membership.  The  subjects  of  socialized 
medicine  and  the  Social  Security  Act  were  discussed. 
Scientific  sessions  are  held  in  conjunction  with  Ply- 
mouth, Cherokee  and  Buena  Vista  Counties. 

Ten  members  attended  the  postgraduate  course 
held  at  Ida  Grove  and  sponsored  hy  the  Four  County 
Medical  Society. 

The  county  society  actively  supported  the  Legisla- 
tive Committee  and  carried  on  a complete  diphtheria 
immunization  program  throughout  the  schools  of  the 
county. 

We  do  not  have  a contract  in  our  county  for  the 
care  of  the  indigent  but  there  is  an  agreement 
between  the  county  society  and  the  Board  of  Super- 
visors which  is  satisfactory. 

E.  S.  Parker,  Deputy  Councilor 

Sac  County.  Two  or  three  new  physicians  located 
in  the  county  during  1935;  two  new  members  were 
admitted  to  the  county  society;  we  lost  two  physi- 
cians by  death;  we  have  one  life  member. 

We  held  seven  meetings  of  the  county  society  in 
this  county  last  year  and  the  attendance  was  good — 
about  seventy-five  per  cent  of  the  membership.  Our 
society  discussed  both  socialized  medicine  and  the  So- 
cial Security  Act  but  never  came  to  any  definite  con- 
clusions as  to  just  what  should  be  done  about  either. 

As  far  as  I am  aware  there  were  no  public  health 
talks  given  by  any  of  our  members  in  1935.  We 
were  active  in  public  welfare  work  and  in  preventive 
medicine,  carrying  out  diphtheria  and  scarlet  fever 
immunization  campaigns.  We  supported  the  Legis- 
lative Committee  one  hundred  per  cent. 

At  present  we  have  no  contract  for  attending  the 
poor  but  are  working  on  an  old  contract.  The  super- 
visors allow  us  fifty  per  cent  of  our  regular  fees  but 
we  have  to  have  authority  from  the  trustees  to  at- 
tend these  cases  or  we  receive  no  pay  for  our  services 
in  connection  with  them. 

L.  H.  Jones.  Deputy  Councilor 

Woodbury  County.  Five  new  physicians  located  in 
the  county  during  the  year;  two  new  members  were 
admitted  to  the  county  society;  one  member  lost 
through  death;  we  have  five  life  members. 

Nine  meetings  of  tbe  county  medical  society  were 
held.  One  meeting  was  social,  the  others  were  scien- 
tific. Our  meetings  are  attended  by  about  seventy- 
five  per  cent  of  our  membership.  A joint  meeting  of 
the  third  and  fourth  councilor  districts  was  held  in 
Sioux  City.  Our  members  were  thus  privileged  to 
join  in  a discussion  of  the  questions  of  socialized 
medicine  and  the  Social  Security  Act. 


The  society  was  active  in  its  support  of  the  Legis- 
lative Committee.  It  was  also  active  in  immuniza- 
tion work,  immunizing  1,860  against  diphtheria  and 
vaccinating  1,102  against  smallpox.  Other  county 
society  activities  include  our  welfare  clinic,  tuber- 
culosis programs,  etc.  About  sixty  public  health  talks 
were  given  by  members  of  our  society.  We  have  a .. 
county  contract  for  the  care  of  the  indigent  in  the  .. 
county. 

There  is  a Woman’s  Auxiliary  to  the  Woodbury  ? 
County  Medical  Society,  to  which  approximately  fifty 
per  cent  of  the  eligible  members  belong.  It  is  a ;e 
purely  social  organization.  ^ 

There  is  a radio  station  in  Woodbury  County  over 
which  at  various  times  individual  members  give  radio  • 
talks.  However  this  is  not  conducted  as  a program  If 
of  the  society. 

Peirce  D.  Knott.  Deputy  Councilor  (J 
James  E.  Reeder,  Councilor 


Fifth  Councilor  District 

I am  submitting  herewith  reports  received  from  1 
the  deputy  councilors  in  the  following  counties:  n 

Boone  County.  One  new  physician  located  in  Boone  a 
County  in  1935;  three  new  members  were  admitted  1 
to  the  county  society;  two  members  were  lost  through  I 
death  and  removal;  we  have  no  life  members. 

We  had  ten  or  twelve  meetings  of  the  county  med-  i 
ical  society  during  the  year.  They  were  combined  | 
scientific,  social  and  business  sessions  and  were  at-  ^ 
tended  by  about  ninety  to  one  hundred  per  cent  of  j 
our  membership.  The  subject  of  socialized  medicine  | 
was  one  of  those  considered.  The  Social  Security 
Act  was  discussed  in  a general,  informal  way.  The 
Boone  and  Story  County  Medical  Societies  meet  to-  i 

■j 

gether  about  six  or  eight  times  a year. 

All  members  except  one  took  postgraduate  work. 

The  society  as  a whole  was  active  in  its  support  of 
the  Legislative  Committee.  Smallpox  and  diphtheria 
immunization  work  was  carried  out  in  the  county. 

We  have  a county  contract  for  the  care  of  the  in- 
digent. 1 

There  is  a radio  station  in  Boone  County  but  the 
society  does  not  broadcast  public  health  talks  over  it. 

James  O.  Ganoe,  Deputy  Councilor 

Calhoun  County.  Two  new  physicians  located  in  , 
the  county  in  1935;  both  new  men  were  taken  into 
the  county  medical  society;  we  have  one  life  member 
in  active  practice,  one  retired  and  one  no  longer  a ' 
resident  in  the  state. 

Seven  meetings  of  the  county  medical  society  were  | 
held  during  the  year,  combining  scientific  and  busi-  j 
ness  sessions  and  attended  by  about  twenty-five  per  | 
cent  of  the  membership.  The  Social  Security  Act  | 

was  one  of  the  subjects  discussed.  There  was  one  I 

meeting  of  the  Twin  Lakes  District  Society,  at  which  j 
time  Dr.  Morris  Fishbein  spoke  on  the  subject  of  I 
socialized  medicine. 

Two  members  reported  having  taken  postgraduate  ' 
courses.  About  eleven  public  health  talks  were  given  : 
by  members  of  the  Calhoun  County  Medical  Society. 
Diphtheria  immunization  work  was  carried  out  in 
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I the  schools  at  Lake  City,  Pomeroy  and  Jolley.  The 
society  was  active  in  its  support  of  the  Legislative 
Committee. 

Other  county  society  activities  include  cooperation 
in  the  interprofessional  organization,  a committee 
; on  old  age  pensions  for  physicians,  and  a county  so- 
; ciety  contract  for  the  care  of  the  indigent.  This 
' contract  is  based  on  fifty  per  cent  of  the  fee  schedule 
recommended  by  the  Medical  Economics  Committee 
of  the  Iowa  State  Medical  Society. 

* P.  W.  Van  Metre.  Deputy  Councilor 

Dallas  County.  The  membership  status  in  the 
I county  has  not  changed  during  the  year;  no  new  phy- 
l sicians  have  located  in  the  county;  we  have  four  life 
I members. 

There  have  been  four  meetings  of  the  Dallas- 
Guthrie  Medical  Society  in  1935.  The  meetings  are 
combined  scientific  and  business  sessions,  attended 
by  about  eighty  per  cent  of  the  members.  The 
questions  of  socialized  medicine  and  the  Social  Se- 
curity Act  were  among  those  discussed. 

Postgraduate  work  was  taken  by  six  members; 
public  health  talks  were  given  by  four  members. 
Diphtheria  immunization  work  carried  out  in  Dexter 
and  Waukee.  The  society  was  active  in  its  support  of 
the  Legislative  Committee  and  the  Basic  Science 
Law. 

We  are  working  under  the  plan  of  the  Iowa  Emer- 
gency Relief  Administration  for  the  care  of  the  indi- 
gent sick. 

There  is  a Woman’s  Auxiliary  to  our  medical  so- 
ciety. About  seventy-five  per  cent  of  the  eligible 
' members  belong.  During  1935  they  cooperated  in 
the  health  essay  contest  sponsored  by  the  Woman’s 
Auxiliary  to  the  State  Society. 

} E.  J.  Butterfield,  Deputy  Councilor 

Greene  County.  Two  new  men  located  in  Greene 
County  late  in  1935;  both  of  their  applications  are 
now  on  file;  no  members  were  lost  during  the  year; 
we  have  three  life  members. 

Four  county  society  meetings  were  held,  combin- 
ing scientific,  social  and  business  sessions.  About 
eighty  per  cent  of  our  membership  attends  the  meet- 
ings. Socialized  medicine  and  the  Social  Security 

Act  were  among  the  subjects  discussed. 

I 

The  society  was  active  in  its  support  of  the  Legis- 
lative Committee.  There  were  no  postgraduate 
courses  held  in  our  locality  during  the  year  so  that 
, members  could  attend.  About  five  public  health  talks 
were  given  by  our  members.  Diphtheria  innocula- 
tion  and  smallpox  vaccinations  were  carried  out  in 
two  towns.  The  physicians  helped  in  the  summer 
round-up  program,  which  includes  immunization. 
They  also  cooperated  in  the  4-H  Club  examinations. 

We  have  an  arrangement  for  the  care  of  the  indi- 
gent sick  which  has  been  in  operation  for  several 
years  and  has  in  general  been  satisfactory.  The 
patient  must  first  get  an  order  from  the  office  of  the 
county  welfare  woi'ker;  he  then  has  his  choice  of 
physician.  The  county  medical  society  has  an  agree- 
ment with  the  Board  of  Supervisors  as  to  the  fees 
charged. 


There  is  no  Auxiliary  in  the  county  but  several  of 
the  doctors’  wives  belong  to  the  Auxiliary  of  the 
Twin  Lakes  District  Society,  probably  about  six  per 
cent  of  the  eligible  members.  They  worked  in  Par- 
ent-Teachers Associations  and  supported  health 
programs. 

Ben  C.  Hamilton.  Jr.,  Deputy  Councilor 

Guthrie  County.  No  new  physicians  have  located 
in  the  county  during  1935;  one  new  member  admitted 
to  the  society;  one  member  lost  through  death;  one 
member  retired;  we  have  ten  life  members  in  the 
Dallas-Guthrie  Medical  Society,  six  in  Guthrie  and 
four  in  Dallas. 

Four  meetings  of  our  combined  society  were  held, 
combining  business  and  scientific  sessions.  About 
eighty  per  cent  of  the  membership  attends  these 
meetings.  The  subjects  of  socialized  medicine  and 
the  Social  Security  Act  were  among  those  considered. 

Two  members  report  taking  postgraduate  work. 
The  entire  society  was  active  in  supporting  the  Legis- 
lative Committee.  A great  deal  of  immunization 
work,  particularly  against  diphtheria,  has  been  car- 
ried out  in  the  various  towns  in  the  county. 

We  are  under  the  Iowa  Emergency  Relief  set  up 
for  the  medical  care  of  the  indigent. 

There  is  a Woman’s  Auxiliary  to  the  Dallas- 
Guthrie  Medical  Society  to  which  about  seventy-five 
per  cent  of  the  eligible  members  belong.  They  co- 
operated in  sponsoring  the  health  essay  contest. 

S.  J.  Brown,  Deputy  Councilor 

Polk  County.  Eleven  new  physicians  located  in 
the  county  during  the  year;  nineteen  new  members 
were  admitted  to  the  society;  eleven  members  were 
lost  through  death  or  removal;  we  have  fourteen  life 
members. 

Sixteen  meetings  of  the  county  medical  society 
were  held  in  1935 — fourteen  were  scientific,  part  of 
one  social,  and  one  and  part  of  another  business. 
Our  average  attendance  is  about  thirty  per  cent  of 
the  membership.  The  subjects  of  socialized  medicine 
and  the  Social  Security  Act  were  among  those  dis- 
cussed. 

Most  of  the  committees  of  the  society  handle 
routine  business.  Activities  of  especial  interest  are 
listed: 

1.  Program. 

2.  Public  Health  and  Legislation.  Interprofessional 
organization. 

3.  Professional  Relations. 

4.  Public  Relations. 

5.  Educational.  Drama  of  Health  radio  serie.s 
broadcast  over  KSO. 

G.  Auditing. 

7.  Bulletin  Advisory.  The  advertising  in  the  county 
society  Bulletin  which  is  issued  once  a month. 

8.  Physicians  Service  Bureau.  Telephone  exchange. 

9.  Credit  Reference  Bureau.  Delinquent  list;  Credit 
letters;  Stuffers  for  use  of  physicians. 

10.  Military  Affairs. 

11.  Commitment  Committee.  Examination  of  pa- 
tients seeking  admittance  to  University  Hospital. 

12.  Economics.  County  medical  contract;  none  now 
in  effect. 
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13.  Medicodental  Bureau.  For  patients  of  low  in- 
come. 

14.  Medical  Emergency  Relief.  Set  up  for  Iowa 
Emergency  Relief  Administration.  Not  effective 
in  Polk  County. 

15.  Golf. 

16.  Immunization  and  Child  Health.  Diphtheria  im- 
munization campaign. 

17.  Advisory  to  Broadlawns.  Board  of  Hospital 
Trustees. 

Provisions  for  medical  care  of  the  indigent  in  Polk 
County  include:  Broadlawns  Hospital;  a county  phy- 
sician by  contract;  township  physicians  on  fee  basis; 
health  center  clinics;  Iowa  Maternal  Health  League; 
well  baby  clinics;  city  health  department  (immuni- 
zation only);  Still  College  clinic. 

The  county  society  has  engaged  in  an  extensive 
program  of  immunization  work.  Outside  of  Des 
Moines  299  Schick  tests  were  given,  598  immunized 
against  diphtheria  and  477  vaccinated  against  small- 
pox. 

The  county  society  was  active  in  its  support  of  the 
Legislative  Committee  of  the  State  Society. 

Records  show  that  34  talks  to  lay  groups  were 
given  by  members  of  our  county  society,  as  well  as 
13  radio  talks  on  the  State  Society  broadcasting 
periods  and  7 Drama  of  Health  broadcasts  conducted 
by  our  own  society. 

We  have  a Woman’s  Auxiliary  to  which  approxi- 
mately seventy-five  per  cent  of  the  eligible  members 
belong.  Committees  were  appointed  late  in  1935  to 
carry  out  projects  recommended  by  the  national 
auxiliary. 

The  statistics  for  this  report  were  furnished  by 
the  Executive  Office  of  the  Des  Moines  Academy  of 
Medicine  and  the  Polk  County  Medical  Society. 

Joseph  B.  Priestley,  Deputy  Councilor 

story  County.  Two  new  physicians  located  in  the 
county  in  1935;  two  new  members  were  admitted  to 
the  society;  three  members  were  lost  through  re- 
moval and  death;  we  have  one  life  member. 

We  had  ten  county  medical  society  meetings — 
combined  business  and  scientific  sessions.  About 
ninety  per  cent  of  our  membership  attends  the  meet- 
ings. The  subjects  of  socialized  medicine  and  the 
Social  Security  Act  were  discussed. 

Our  county  was  active  in  its  support  of  the  Legis- 
lative Committee.  It  also  carried  on  a complete 
diphtheria  and  smallpox  immunization  program  in 
the  Ames  city  schools  as  well  as  a tuberculosis  test- 
ing program. 

There  is  a radio  station  located  in  our  county  but 
since  the  Speakers  Bureau  of  the  State  Society 
broadcasts  over  it  weekly,  our  county  society  has 
never  attempted  to  develop  any  radio  program. 

The  Story  County  Medical  Society  has  a contract 
with  our  Board  of  Supervisors  for  the  medical  care 
of  the  indigent  in  the  county.  For  1936  this  amounts 
to  $4,200.00. 

Earl  B.  Bush,  Deputy  Councilor 


Webster  County.  There  were  four  new  physicians 
located  in  the  county  in  1935;  all  four  became  mem- 
bers of  the  county  society;  one  member  was  lost  by 
death.  Dr.  A.  A.  Arent  of  Callender;  we  have  no  life 
members. 

Webster  County  Medical  Society  held  nine  meet- 
ings during  the  year.  The  meetings  were  business 
and  scientific  with  social  functions  following.  Our 
attendance  averaged  close  to  sixty  per  cent  of  the 
membership. 

Five  members  took  advantage  of  postgraduate 
courses  in  varous  localities. 

Committee  activities  were  confined  to:  child  health 
and  protection;  interprofessional  relations;  auditing 
committee  functioning  with  local  welfare  society  and 
county  Board  of  Supervisors;  consultation  committee 
to  pass  on  emergency  welfare  cases;  grievance  com- 
mittee to  safeguard  interests  of  society  contract  with 
county  and  Welfare  Society.  Our  interprofessional 
organization  was  very  active  in  1935.  Our  society 
actively  supported  the  Legislative  Committee  both 
at  home  and  with  visits  to  the  legislature  while  in 
session  at  Des  Moines. 

The  Webster  County  plan  for  the  care  of  the  indi- 
gent is  superior  to  any  in  the  state.  The  close  rela- 
tionship between  patient  and  physician  is  maintained 
and  active  cooperation  is  enjoyed  with  the  local  re- 
lief agencies  and  also  the  county  Board  of  Super- 
visors. The  plan  is  essentially  one  of  a fee  schedule. 
All  indigents  are  treated  according  to  schedule  of 
fees  and  before  treatment  is  instituted  they  submit 
an  order  from  the  relief  agency  for  same.  This 
applies  in  all  cases  except  emergencies.  An  auditing 
committee  checks  all  accounts  each  month  with  the 
relief  agency  and  Board  of  Supervisors,  thereby  giv- 
ing a triple  check  on  all  accounts.  In  cases  of  emer- 
gency surgery,  the  auditing  committee  must  be  con- 
sulted and  examine  case  before  surgery  is  instituted, 
thereby  making  the  number  of  cases  operated  a min- 
imum. 

Socialized  medicine  is  one  of  the  most  discussed 
topics  in  the  society.  The  Social  Security  Act  was 
discussed  by  Hon.  Fred  C.  Gilchrist  at  a well  attended 
meeting. 

Our  Woman’s  Auxiliary  is  well  organized  with 
about  ninety  per  cent  of  the  eligible  membership. 
The  Auxiliary  carried  on  a campaign  to  place  Hygeia 
in  all  schools  and  were  successful. 

Public  Health  Work:  An  estimate  of  the  number 
of  talks  on  public  health  given  by  members  is  from 
thirty  to  forty.  Our  county  is  well  immunized  against 
diphtheria  and  smallpox,  due  to  the  intensive  work 
done  by  the  school  physician  and  school  nurse  in  the 
city  of  Fort  Dodge  and  the  public  school  nurse  in 
the  county  schools.  No  radio  station  operates  in  our 
county;  therefore,  as  a society  we  do  not  broadcast 
health  talks  but  some  of  our  members  broadcasted 
from  stations  in  the  state.  Our  society  each  year 
conducts  a free  health  clinic,  having  as  our  primary 
purpose  that  of  discovering  early  tuberculosis  and 
heart  disease. 

L.  L.  Leighton.  Deputy  Councilor 
W.  W,  Pearson,  Councilor 
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Sixth  Councilor  District 

Roughly  we  have  adhered  to  the  practice  of  quar- 
I terly  district  meetings  scattered  over  the  district, 
I with  such  special  meetings  as  were  considered  neces- 
; sary. 

In  June  we  had  our  annual  picnic  and  golf,  or  rec- 
i reation  meeting  with  golf  and  bridge  in  the  after- 

i noon  and  an  interesting  “travelogue”  by  Dr.  E.  E. 

Shaw  of  Indianola  in  the  evening.  This  meeting  was 
held  at  the  Vinton  Golf  and  Country  Club. 

In  September  Dr.  T.  C.  Denny,  medical  director 
of  the  Iowa  Emergency  Relief  Administration,  ex- 
plained the  Iowa  “set  up”  on  medical  relief  before  a 
I sixth  district  meeting  at  the  Hotel  Tallcorn  in  Mar- 
I shalltown. 

In  November  Dr.  W.  W.  Bauer,  Director  of  the 
Bureau  of  Health  and  Public  Instruction  of  the  Amer- 
I ican  Medical  Association,  gave  an  interesting  talk 
I before  a group  of  the  allied  professions  at  Black’s 
! Tea  Room  in  Waterloo. 

' In  December  a special  meeting  was  arranged  at 
the  Hotel  Tallcorn  in  Marshalltown  for  a discussion 
of  the  recently  enacted  Social  Security  Act.  Hon. 
John  W.  Gwynne,  of  Waterloo,  explained  the  medi- 
cal provisions  of  the  Act  and  definitely  proved  that 
he  had  made  a deep  study  of  and  had  a clear  under- 
standing of  the  Social  Security  Act.  Because  of  bad 
roads  and  weather  only  about  half  of  the  large  num- 
ber of  physicians  who  had  made  reservations  were 
able  to  attend. 

In  January  Dr.  F.  P.  McNamara,  of  Dubuque, 
chairman  of  the  Executive  Cancer  Committee  of  the 
State  Society  and  Iowa  chairman  of  the  American  So- 
ciety for  the  Control  of  Cancer,  had  an  open  date  for 
Dr.  F.  L.  Rector,  field  agent  for  the  American  Society 
for  the  Control  of  Cancer.  Dr.  Rector  explained  the 
I activities  of  his  society  before  a Waterloo  medical 
! group  and  before  a larger  group  of  the  Waterloo 
Woman’s  Club. 

I Generally  there  has  been  little  change  in  the  mem- 
bership and  activities  in  the  counties  of  the  sixth 
district.  Jasper  County  sponsored  a highly  instruc- 
tive postgraduate  course  on  the  subject  of  cancer  at 
Newton  and  this  and  the  other  courses  conducted  by 
the  Speakers  Bureau  in  the  surrounding  territory 
were  liberally  attended  by  our  physicians, 
j While  as  Councilor  of  this  district  I may  be  inclined 
I to  criticise  many  physicians  as  not  being  fully  awake 
1 to  the  economic  movements  now  affecting  the  medical 
profession,  I also  wish  to  commend  the  same  stable 
j characteristics  that  will  not  permit  a medical  group 
1 to  be  stampeded  by  C.  W.  A.,  N.  R.  A.,  Emergency 
I Medical  Relief  set-up.  Social  Security  Act,  or  any 
other  movement  that  is  a part  of  the  present  eco- 
I nomic  situation. 

The  deputy  councilors  in  each  county  in  my  dis- 
trict, together  with  the  county  society  officers,  have 
I handled  their  own  local  problems  to  the  satisfaction 
' of  their  own  members.  For  this  reason  no  attempt 
has  been  made  to  make  periodic  visits  to  counties 
, except  when  requested.  The  combined  county-dis- 
trict meetings  have  seemed  to  solve  this  requirement 
very  nicely. 


I wish  to  thank  the  following  deputy  councilors  in 
the  sixth  district  for  their  cheerful  coopei’ation  during 
the  past  year: 

C.  J.  Snitkay,  Belle  Plaine,  Benton  County. 

A.  J.  Joynt,  Waterloo,  Black  Hawk  County. 

H.  V.  Kahler,  Reinbeck,  Grundy  County. 

E.  0.  Koeneman,  Eldoi-a,  Hardin  County, 

I.  J.  Sinn,  Williamsburg,  Iowa  County. 

H.  P.  Engle,  Newton,  Jasper  County. 

A.  D.  Woods,  State  Center,  Marshall  County. 

A.  A.  Pace,  Toledo,  Tama  County. 

I should  also  like  to  express  my  appreciation  to  Dr. 
F.  E.  Simeral  of  Brooklyn  who  so  kindly  cooperated 
in  carrying  out  the  duties  of  deputy  councilor  as  well 
as  his  own  work  as  secretary,  when  Dr.  C.  V.  Laugh- 
ton, formerly  deputy  councilor  for  Poweshiek  County, 
left  the  state.  Dr.  E.  B.  Williams  of  Montezuma  has 
now  agreed  to  assume  the  responsibilities  of  deputy 
councilor  in  that  county. 

C.  W.  Ellyson,  Councilor 

Seventh  Councilor  District 

The  following  reports  of  the  deputy  councilors  in 
the  seventh  district  show  that  the  condition  of  the 
medical  profession  in  the  component  societies  is  good 
and  that  zeal  is  undiminished. 

A number  of  new  contracts  have  been  made  for 
the  care  of  the  indigent.  It  is  very  gratifying  to 
note  that,  according  to  their  terms,  an  increasing 
share  of  the  responsibility  for  deciding  purely  med- 
ical problems  is  being  placed  upon  the  shoulders  of 
the  organized  medical  profession. 

Arthur  W.  Erskine,  Councilor 

Buchanan  County.  The  Buchanan  County  Medical 
Society  has  spent  a very  successful  year.  The  doc- 
tors of  the  county  are  cooperative  and  the  society 
is  a harmonious  organization.  We  have  one  life 
member;  no  new  physicians  located  in  the  county  dur- 
ing the  year;  one  physician  moved  away. 

At  the  first  of  the  year  we  concluded  the  laboratory 
course  of  the  Speakers  Bureau,  which  was  a worth- 
while project  and  which  was  attended  by  all  but  three 
of  the  members  of  our  county  society. 

Four  county  society  meetings  were  held  during 
the  year,  three  of  which  were  scientific.  The  summer 
meeting  was  scientific  but  was  preceded  by  an  after- 
noon of  golf.  At  this  meeting  we  had  an  attendance 
of  75  physicians;  our  usual  attendance  averages 
about  ninety  per  cent  of  our  membership.  The  pro- 
grams for  these  meetings  were  as  follows: 

Spring  meeting — Harold  Entz,  M.D.,  Waterloo. 

Summer  meeting — Hugh  Cabot,  M.D.,  Rochester. 

Fall  meeting — John  H.  Peck,  M.D.,  Des  Moines. 

Winter  meeting — State  Department  of  Health,  Des 
Moines. 

At  these  meetings  we  had  brief  discussions  of  the 
subjects  of  socialized  medicine  and  the  Social  Se- 
curity Act. 

The  county  society  has  been  very  active  in  other 
ways.  We  actively  supported  the  Legislative  Com- 
mittee of  the  State  Society.  We  carried  on  a county- 
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wide  diphtheria  immunization  campaign  and  are 
about  to  start  a tuberculin  testing  program  in  the 
Independence  schools.  We  have  a contract  with  the 
Board  of  Supervisors  for  the  medical  care  of  the 
indigent,  in  which  is  incorporated  a definite  fee 
schedule.  Seven  talks  to  the  public  on  health  sub- 
jects were  given  by  members  of  our  county  society. 

A gi’eat  deal  of  the  credit  for  our  successful  year 
should  go  to  our  very  active  county  society  secretary, 
Dr.  Nelson  L.  Hersey. 

C.  W.  Tidball,  Deputy  Councilor 

Cedar  County.  One  new  physician  located  in  Cedar 
county  in  1935  and  one  removed  from  the  county. 
Three  scientific  and  business  meetings  were  held 
which  were  attended  by  about  seventy-five  per  cent 
of  the  membership.  Two  members  attended  post 
graduate  courses.  The  society  supported  the  Legis- 
lative Committee  of  the  State  Society. 

No  formal  plan  is  in  force  in  the  county  for  the 
care  of  the  indigent,  care  being  still  rendered  on  a 
reduced  fee  basis.  There  is  an  active  Woman’s  Aux- 
iliary which  assisted  in  the  immunization  campaign 
against  diphtheria  and  smallpox  and  also  in  the 
program  of  the  state  Cancer  Committee. 

E.  J.  Van  Metre.  Deputy  Councilor 

Clinton  County.  Two  new  physicians  located  in 
Clinton  County  during  1935;  we  have  two  new  mem- 
bers ; one  member  died  and  we  have  one  life  member. 

The  county  society  held  fifteen  meetings  during  the 
year,  seven  scientific,  two  social  and  six  business 
meetings.  Five  of  the  business  meetings  were  in  re- 
gard to  the  care  of  the  indigent.  We  have  an  aver- 
age attendance  of  seventy  at  our  meetings.  Twelve 
or  fifteen  of  our  members  took  the  postgi’aduate  work 
given  at  Davenport. 

We  have  a legislative  committee  which  is  quite  ac- 
tive and  always  has  been.  We  keep  in  close  touch 
with  the  legislators  in  regard  to  medical  legislation. 
A member  of  the  society  was  out  working  during  the 
last  two  days  previous  to  the  passing  of  the  Basic 
Science  Law. 

We  have  a contract  with  our  local  Board  of  Super- 
visors which  is  approved  by  the  Iowa  Emergency  Re- 
lief Administration  and  a working  plan  whereby  the 
physicians  take  care  of  the  patients  in  their  own 
offices.  Home  calls  and  specialties  are  rotated  alpha- 
betically, the  local  relief  committee  turning  over  to 
the  medical  director  a list  of  all  the  indigent  and 
also  making  a report  on  border  line  cases.  We 
pass  on  the  patients  sent  to  Iowa  City  and  endeavor 
to  keep  within  our  quota.  We  care  for  as  many 
patients  locally  as  possible  instead  of  sending  them 
to  Iowa  City.  Of  course,  our  obstetric,  orthopedic, 
and  long  drawn  out  cases  are  sent  to  Iowa  City,  if 
possible. 

We  did  not  have  much  of  a discussion  on  socialized 
medicine  or  on  the  Social  Security  Act  in  our  meet- 
ings because  at  that  time  we  were  working  on  the 
county  medical  relief  plan  under  which  we  are  now 
operating. 

The  society  has  never  had  an  auxiliary  and  right 
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now  there  seem  to  be  so  many  activities  that  the 
matter  has  been  dropped. 

A number  of  public  health  talks  were  given  by 
different  members  in  the  schools  and  junior  college 
during  the  year.  There  was  not  much  immunization 
done  in  the  city  of  Clinton  proper  because  in  the 
last  four  years  we  have  put  over  two  immunization 
programs  for  diphtheria  and  one  for  smallpox  and 
the  year  before  quite  a little  scarlet  fever  immuniza- 
tion was  done.  However,  in  the  county  outside  of 

Clinton  there  were  465  individuals  immunized  I 

against  diphtheria  and  109  against  smallpox.  We  ,» 
have  no  radio  stations  in  the  county;  therefore  we 
do  no  radio  broadcasting. 

Although  our  rotating  plan  for  indigent  care  prob- 
ably smacks  somewhat  of  socialized  medicine,  the 
doctors  themselves  are  handling  the  entire  medical  1 
part;  the  only  contact  we  have  with  the  govern-  -i 

mental  force  is  for  the  list  of  indigents  and  reim-  -i 

bursement  for  their  care.  The  medical  society  q 

handles  all  other  details  such  as  the  distribution  of  i 
care  and  finances. 

Ralph  F.  Luse,  Deputy  Councilor 

Delaware  County.  The  Delaware  County  Medical  i 
Society  held  six  meetings  in  1935.  These  were  com-  -i 
bined  business  and  scientific  meetings  and  were  at- 
tended by  about  seventy-five  per  cent  of  our  mem-  i 
bership.  Three  new  physicians  located  in  the  county;  ; 
three  new  members  were  taken  into  the  society;  one  >) 
member  died.  There  are  fourteen  members  and  five  s 
eligible  non-members  in  the  county. 

In  March,  1935,  the  county  medical  society  ap-  -i 
proved  the  public  health  tuberculosis  project  and  it  J 
was  carried  out  in  April  and  May.  Thirty-eight  per  i 
cent  of  the  pupils  enrolled  in  our  public  schools  re^  «. 
ceived  the  Mantoux  test  and  eleven  per  cent  reacted  'fc 
positively.  In  June  we  invited  the  members  of  the 
surrounding  county  medical  societies  to  meet  with  us 
and  asked  Dr.  John  Peck  of  Des  Moines  to  interpret  A 
the  radiographs  taken  during  the  project.  f 

Three  of  our  members  took  postgraduate  work  dur-  !• 
ing  the  year;  two  gave  public  health  talks.  We  ac- 
tively supported  by  the  Legislative  Committee  of  the  i 
State  Society. 

We  have  a county  contract  for  the  care  of  indigent  fl 
sick.  We  have  been  operating  on  the  same  fee  4 
schedule  for  two  years.  For  1935  we  spent  $8,689.14  I 
for  medical  aid  and  had  an  average  of  404  cases  per 
month  on  relief. 

J.  I.  Jones,  Deputy  Councilor 

Dubuque  County  meetings:  During  1935  the  Du-  i 

buque  County  Medical  Society  maintained  a high  de- 
gree of  interest  in  scientific  medicine.  Nine  regular,  ; 
three  special,  and  one  anniversary  meetings  were  held 
with  a total  attendance  of  311,  or  an  average  attend- 
ance of  about  forty-five  per  cent  of  our  membership. 

The  society  also  had  one  public  meeting  at  which 
Doctor  F.  L.  Rector  of  Evanston,  Illinois,  gave  a 
lecture  on  “The  Prevention  of  Cancer”  to  175  inter- 
ested listeners.  During  the  year  the  following  guest 
speakers  read  interesting  papers  before  the  society: 
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Gordon  F.  Harkness,  President,  Iowa  State  Med- 
ical Society,  Davenport. 

T.  A.  Burcham,  President,  Iowa  State  Medical  So- 
ciety, Des  Moines. 

R.  L.  Parker,  Secretary,  Iowa  State  Medical  So- 
ciety, Des  Moines. 

A.  W.  Erskine,  Councilor,  Iowa  State  Medical  So- 
ciety, Cedar  Rapids. 

Felix  Hennessy,  Councilor,  Iowa  State  Medical 
Society,  Calmar. 

Oliver  J.  Fay,  Trustee,  Iowa  State  Medical  Society, 
Des  Moines. 

T.  C.  Denny,  Medical  Director,  Iowa  Emergency 
Relief  Administration,  Des  Moines. 

C.  H.  Warfield,  Chicago,  Illinois. 

A.  H.  Connelly,  Chicago,  Illinois. 

Max  Cutler,  Chicago,  Illinois. 

F.  L.  Rector,  Evanston,  Illinois. 

Walter  Fansler,  Minneapolis,  Minnesota. 

Several  of  the  talks  were  on  the  subject  of  social- 
ized medicine  and  two  on  the  Social  Security  Act. 

Membership:  There  were  no  delinquent  members 

in  1935.  Three  new  physicians  located  in  Dubuque 
County;  two  new  members  were  added  and  one  active 
member  became  an  associate.  There  are  now  fifty- 
two  active  members  in  Dubuque  County. 

Legislation : The  members  were  active  in  promot- 

ing the  passage  of  the  Iowa  Basic  Science  Law.  Many 
members  saw  our  legislators  personally  and  several 
went  to  Des  Moines  at  the  time  the  bill  was  being 
considered  in  the  state  Senate  and  House  of  Repre- 
sentatives. In  addition  many  members  circulated 
petitions  and  gave  talks  before  lay  groups  indicat- 
ing the  importance  of  the  legislation  as  a public 
health  measure.  The  society  was  very  pleased  that 
the  three  Dubuque  County  members  of  the  state  legis- 
lature voted  for  the  passage  of  the  bill  in  spite  of 
well  organized  political  opposition. 

Relief  Work:  As  in  previous  years  the  medical 

care  of  relief  patients  has  been  efficiently  carried  on 
by  the  medical  profession  of  Dubuque  County  through 
a lump  sum  contract.  As  far  as  is  known  there  has 
not  been  a single  complaint  in  regard  to  the  character 
of  the  medical  service  rendered.  The  county  still  re- 
ceives four  times  the  amount  of  medical  service  it 
pays  for,  even  on  the  basis  of  charges  which  are 
one-tenth  to  one-twelfth  the  minimum  fee  schedule 
of  the  State  Medical  Society.  In  the  majority  of 
cases  doctors  actually  render  medical  and  surgical 
care  at  a personal  loss.  Indeed,  it  is  regrettable  that 
the  manner  in  which  the  medical  profession  has  car- 
ried on  its  essential  service  during  the  national  crisis 
of  the  last  four  years  has  not  been  an  example  for 
many  of  the  self-seeking  and  self-interested  “pa- 
triots” who  have  been,  and  are,  infesting  our  national 
government. 

Other  Activities:  Five  members  attended  post- 

graduate courses.  Ten  public  health  talks  were  given 
by  members  of  the  Dubuque  County  Medical  Society. 
No  active  immunization  campaign  was  carried  on 
but  a great  amount  of  immunization  work  was  done 
by  the  doctors.  p.  j,  McNamara,  Deputy  Councilor 


Johnson  County.  Summary  of  membership  at  the 
beginning  of  1935: 

Life  : 3 Nonresident 3 

Active  102  Affiliate 2 

Associate  10  Junior  62 


Total  182 

Members  paying  no  dues  3 

Members  paying  full  dues  115 

Members  paying  local  dues  only 64 

Life  members:  One  lost  by  death.  Net  loss:  1. 

Members  paying  full  dues:  Eight  were  received 

by  application;  four  by  transfer  from  junior  mem- 
bership ; eight  were  lost  by  transfer  to  other  societies 
and  two  were  dropped  for  non-payment  of  dues. 

Junior  and  Affiliate  members:  Twenty-two  were 

received  by  application ; thirty-six  were  lost  by  resig- 
nation, lapse,  or  removal  from  the  county;  four  by 
transfer  to  full  membership.  Net  loss,  18. 

Summary  of  present  membership  (March,  1936)  : 

Life  2 Nonresident  3 

Active  100  Affiliate 2 

Associate  14  Junior 44 


Total  165 

Members  paying  no  dues 2 

Members  paying  full  dues  117 

Members  paying  local  dues  only 46 

Ten  regular  meetings,  nine  of  which  included  scien- 
tific programs,  and  one  special  meeting  were  held. 
The  only  guest  speaker  of  the  year  was  W.  Wayne 
Babcock,  M.D.,  of  Temple  University,  Philadelphia. 
The  May  meeting  was  held  jointly  with  the  Cedar, 
Muscatine,  Louisa,  Washington,  and  Iowa  County 
Medical  Societies,  under  the  auspices  of  the  Admin- 
istrator of  the  University  Hospital.  The  average  at- 
tendance for  each  meeting  was  83  members  and  nine 
guests. 

The  foregoing  is  a report  on  the  membership  and 
meetings  of  the  society,  made  by  our  secretary. 

In  addition  I might  add  that  our  county  society, 
or  at  least  those  members  who  are  engaged  in 
practice,  has  a contract  which  provides  for  all  medical 
care  of  the  indigent.  It  is  the  same  plan  in  effect  in 
our  county  last  year. 

Our  society  actively  supported  the  State  Society 
Legislative  Committee.  There  is  a plan  in  force  in 
the  county  for  immunization  work.  The  local  Lions 
Club  supplies  free  diphtheria  toxoid  and  smallpox 
vaccine;  the  work  is  done  by  individual  physicians. 
However,  there  has  been  little  response  on  the  part 
of  the  public.  About  ten  public  health  talks  were 
given  by  our  members  and  at  irregular  intervals 
members  of  the  society  have  broadcast  public  health 
talks  over  our  local  radio  station. 

Geo.  C.  Albrijrht,  Deputy  Councilor 

Jones  County.  There  are  nineteen  physicians  in 
Jones  County  (Jones  County  has  a population  of 
20,000).  Of  the  nineteen,  there  are  four  ineligible 
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for  membership  in  the  county  society.  Of  the  fifteen 
eli^ble  physicians,  twelve  have  paid  their  1936  dues. 

During  1935  we  lost  one  member  by  death  and  two 
were  admitted  by  transfer  from  other  county  so- 
cieties. 

Because  of  the  high  quality  of  the  scientific 
meetings  held  each  month  by  the  Linn  County  Med- 
ical Society,  the  medical  profession  of  Jones  County 
holds  no  scientific  meetings  but  regularly  attends  the 
Linn  County  sessions.  Four  business  meetings  are 
held  each  year,  with  an  average  attendance  of  about 
70  per  cent  of  the  members. 

The  Jones  County  Medical  Society  unanimously 
voted  not  to  continue  with  the  Iowa  emergency  plan 
for  the  care  of  the  indigent  and  upon  giving  the 
County  Board  of  Supervisors  notice  of  this  fact,  we 
were  asked  to  meet  with  Dr.  T.  C.  Denny,  medical 
director  of  the  Iowa  Emergency  Relief  Administra- 
tion, and  the  County  Board  of  Supervisors.  At  this 
meeting,  held  Januai*y  10,  1936,  the  action  of  the 
medical  society  was  reconsidered.  The  plan  then 
agreed  upon  was  in  effect  the  same  as  before  except 
that  if  the  bills  were  allowed  by  a committee  of  three 
physicians  meeting  with  the  County  Board  as  an 
auditing  committee,  they  would  be  paid  in  full, 
the  County  Supervisors  agi-eeing  to  meet  the  differ- 
ence between  the  amount  of  the  bills  and  the  amount 
of  money  granted  by  the  I.  E.  R.  A. 

Socialized  medicine  is  being  debated  and  discussed 
at  rotary  clubs,  topic  clubs  and  high  schools  in  our 
county. 

We  have  no  Woman’s  Auxiliary  in  Jones  County. 

T.  M.  Redmond.  Deputy  Councilor 

Linn  County.  Four  physicians  located  in  Linn 
County  in  1935.  Three  new  members  were  taken  into 
the  county  society.  Six  members  moved  out  of  the 
city  and  one  died.  We  have  three  life  members. 

The  society  held  ten  scientific  meetings  at  which 
the  following  out  of  town  speakers  appeared: 

Wm.  G.  Olmstead,  M.D.,  St.  Louis,  Missouri 

Louis  G.  Herrmann,  M.D.,  Cincinnati,  Ohio. 

Arthur  F.  Bratrud,  M.D.,  Minneapolis,  Minnesota. 

Guy  S.  Van  Alstyne,  M.D.,  Chicago,  Illinois. 

Emil  Novak,  M.D.,  Baltimore,  Maryland. 

L.  W.  Dean,  M.D.,  St.  Louis,  Missouri. 

Geo.  V.  I.  Brown,  M.D.,  Milwaukee,  Wisconsin. 

Paul  Hanzlik,  M.D.,  Palo  Alto,  California. 

John  F.  Erdmann,  M.D.,  New  York,  New  York. 

H.  B.  Cushing,  M.D., Montreal,  Canada. 

Arnold  Jackson,  M.D.,  Madison,  Wisconsin. 

Edw.  Jackson,  M.D.,  Denver,  Colorado. 

Arthur  E.  Hertzler,  M.D.,  Halstead,  Kansas. 

A ten  minute  paper  was  also  given  by  a member 
of  the  Linn  County  Medical  Society  at  eight  of  the 
meetings.  About  eighty  per  cent  of  the  members 
attended  the  meetings  and  at  least  five  per  cent  at- 
tended postgraduate  courses.  The  average  attend- 
ance for  the  ten  meetings  was  215  physicians.  The 
committee  activities  of  the  society  are  interprofes- 
sional relationships,  public  policies  and  legislation, 
publications,  constitutional,  medical  relief,  executive 


council,  tuberculosis,  medical  credit  ratings,  and  the 
society  actively  supported  the  Legislative  Commit- 
tee of  the  State  Society. 

The  indigents  were  cared  for  for  three  months 
under  the  plan  devised  by  the  Linn  County  Medical 
Society,  which  was  satisfactory  to  everyone  except 
the  overseer  of  the  poor  and,  apparently,  the  State 
Emergency  Relief  Administration,  which  failed  to 
give  it  the  support  which  we  believed  its  many  ex- 
cellent features  deserved.  Later  the  poor  were  cared 
for  under  the  Iowa  unifonn  relief  plan  which  was 
discontinued  by  the  society  in  December.  The  indigent 
care  is  now  rendered  under  a contract  plan  which 
retains  many  of  the  good  features  of  the  original 
Linn  County  plan.  Dr.  Morris  Fishbein,  Dr.  Ray 
Lyman  Wilbur,  and  Dr.  Thomas  A.  Burcham  spoke 
to  the  society  on  the  subjects  of  socialized  medicine 
and  the  Social  Security  Act. 

At  least  fifteen  public  health  talks  were  given  by 
our  members  in  1935. 

Nine  32  page  issues  of  our  bulletin  were  printed. 
The  average  monthly  circulation  was  900  and  the 
bulletin  was  self-supporting.  Thirty  members  of  the 
society  contributed  original  articles  and  abstracts  in 
the  bulletins. 

L.  M.  Downing,  Deputy  Councilor 

Jackson  County.  The  Jackson  County  Medical  So- 
ciety has  sixteen  members  in  good  standing,  including 
one  new  member;  none  have  removed  or  died.  We 
have  one  life  member.  During  1935  the  Jackson 
County  Medical  Society  held  four  meetings  which 
85  per  cent  of  the  members  attended. 

There  were  no  special  committee  activities  except 
that  of  the  legislative  committee  which  made  an  at- 
tempt to  function  against  adverse  legislation,  and 
adverse  representation  in  the  Iowa  Senate. 

Our  economic  plan  is  that  of  the  Iowa  Emergency  : 
Relief  Administration  as  far  as  medical  care  for  the  r 
indigent  sick  is  concerned.  We  have  no  other  con-  9 
tracts. 

There  were  no  discussions  in  our  programs  con-  i 
cerning  socialized  medicine  or  the  Social  Security  ) 
Act;  most  of  our  members  did,  however,  hear  dis-  i 
cussions  on  these  subjects  in  the  neighboring  county  I 
society  meetings. 

We  have  a Woman’s  Auxiliary  to  which  every 
eligible  woman  belongs.  They  have  had  two  meet- 
ings this  year. 

There  has  been  no  public  health  work  in  the  county  ' 
in  the  past  year. 

G.  C.  Ryan,  Deputy  Councilor 


Eighth  Councilor  District 

The  societies  of  the  eighth  district  continued  their 
activities  during  1935  as  in  previous  years.  Each 
society  is  active,  programs  are  good,  comprising  both 
local  and  imported  talent.  Most  of  the  societies  meet 
monthly,  three  meeting  quarterly.  Attendance  aver- 
ages probably  seventy-five  per  cent  for  all  counties. 
Harmony  is  predominant.  The  fact  that  the  members 
of  the  society  work  well  together  has  had  the  effect  of 
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convincing  the  public  that  since  doctors  are  good 
friends,  they  must  be  worth  trusting.  Each  county 
has  had  an  arrangement  for  the  care  of  the  indigent; 
this  has  worked  especially  well  in  Scott,  Louisa, 
Washington,  Henry,  Jefferson  and  Van  Buren  coun- 
ties. Muscatine,  Des  Moines,  and  Lee  counties  have 
had  arrangements  which  have  not  been  completely 
satisfactory.  The  State  Emergency  Relief  plan  has 
not  proved  very  satisfactory,  except  in  Van  Buren 
county.  However  it  seems  to  be  one  of  the  unpleas- 
ant features  of  the  practice  of  medicine  during  the 
present  period.  The  cooperative  spirit  of  the  doctors 
has  been  increasingly  manifest  and  the  future  holds 
promise  of  great  usefulness  for  the  profession.  We 
have  little  fear  of  state  medicine  or  health  insurance 
as  long  as  doctors  appreciate  their  responsibility. 
The  meeting  in  Washington,  December  19,  with  Con- 
gressman Eicher,  demonstrated  very  conclusively 
that  the  medical  profession  has  great  power  of  an 
educational  nature  in  the  political  field.  This  is  an 
opportunity  and  a responsibility  which  must  not  be 
shirked. 

C.  A.  Boice,  Councilor 

Henry  County.  There  have  been  three  new  phy- 
sicians located  in  the  county  in  the  past  year;  two 
new  members  in  the  county  Society.  Two  members 
have  been  recommended  for  life  membership  in  the 
State  Society  and  one  doctor  has  moved  from  the 
county. 

The  society  held  nine  meetings  during  1935.  The 
programs  were  scientific  and  business;  the  average 
attendance  is  eighty  per  cent  of  the  membership. 
There  have  been  no  postgraduate  courses  held  in  the 
county  nor  have  the  members  attended  elsewhere. 
The  society  sponsored  a heart  and  lung  clinic  last 
fall.  The  society  took  an  active  part  in  legislative 
matters  in  the  past  year. 

The  Society  has  had  a contract  with  the  Board  of 
Supervisors  for  several  years  providing  for  the  pay- 
ment for  the  care  of  the  indigent.  This  contract  has 
proved  quite  satisfactory  and  has  been  renewed  for 
the  year  1936. 

Upon  three  occasions  members  of  the  society  have 
given  public  health  talks.  The  society  has  coopera- 
ted actively  in  the  immunization  of  the  school  chil- 
dren against  diphtheria.  A large  per  cent  of  the 
school  children  are  now  immunized. 

S.  W.  Huston,  Deputy  Councilor 

Jefferson  County.  Jefferson  County  Medical  So- 
ciety has  met  each  month,  except  for  two  months  in 
the  summer.  Our  meetings  have  been  fairly  regu- 
larly attended  by  the  members  and  have  been  very 
instructive.  Our  society  has  put  on  an  immunizing 
campaign  against  diphtheria,  in  the  city,  and  we  now 
have  plans  to  immunize  the  country  children  through- 
out the  county.  In  both  these  campaigns  we  have 
given  our  services  free.  We  have  held  one  chest 
clinic.  We  have  a contract  with  the  county  Board 
of  Supervisors  for  care  of  the  indigent  on  a basis  of 
fifty  per  cent  recommended  fee  schedule  of  the  State 
Society.  We  furnish  the  drugs.  All  patients  are  re- 
ferred to  us  by  the  welfare  worker.  Our  society  was 


fairly  active  politically  last  year;  but  apparently  did 
very  little  good,  for  we  had  both  senator  and  repre- 
sentative to  fight.  This  year  our  Senator  is  a can- 
didate for  United  States  Representative.  No  new 
doctors,  no  deaths  among  the  doctors  in  the  county. 
No  postgraduate  courses. 

Ira  Nelson  Crow,  Deputy  Councilor 

Lee  County;  Keokuk.  One  new  physician  has 
located  in  Keokuk;  three  new  members  have  been 
received  into  the  society;  one  member  moved  to 
Topeka,  Kansas.  We  have  no  members  holding  life 
membership  in  the  State  Society. 

The  society  held  four  meetings  during  the  year; 
the  programs  were  social,  scientific,  and  business;  the 
attendance  varies  from  eighty  to  one  hundred  per 
cent  of  the  membership.  Practically  all  of  the  com- 
mittee activities  of  the  year  were  centered  about  the 
relief  problem;  the  society  actively  supported  the 
legislative  committee  during  the  year. 

The  society  cared  for  indigents  for  a time  under 
the  Emergency  Relief  plan.  This  proved  very  un- 
satisfactory. The  society  has  recently  adopted  a fee 
bill  to  govern  indigent  work. 

There  have  been  several  discussions  concerning  so- 
cialized medicine,  during  the  year. 

The  society  does  not  have  a Woman’s  Auxiliary. 

There  have  been  several  public  health  talks  by 
members  and  the  society  has  been  active  in  immuniz- 
ing against  diphtheria. 

A.  M.  Paisley,  Deputy  Councilor 

Lee  County;  Fort  Madison.  Dr.  I.  W.  Traverse  of 
Fort  Madison  died  during  the  year;  there  have  been 
no  new  doctors  or  removals  during  this  period.  The 
county  society  held  four  meetings  during  the  year, 
the  programs  being  scientific  and  business.  Twenty- 
three  of  the  members  have  attended  postgraduate 
courses.  The  society  has  been  very  active  in  attempt- 
ing to  secure  a satisfactory  arrangement  for  pay- 
ment for  the  care  of  the  indigent.  The  State  Emer- 
gency Relief  plan  proved  very  unacceptable.  Two 
meetings  were  held  to  discuss  the  Basic  Science  Law 
and  the  society  took  an  active  part  in  legislation. 
The  society  has  reaccepted  state  aid  for  indigent  care 
for  a period.  We  do  not  have  a woman’s  auxiliary. 
There  have  been  no  public  health  talks  by  members. 
Diphtheria  immunization  has  been  given  to  all  be- 
ginners in  the  school. 

R.  L.  Feightner,  Deputy  Councilor 

Louisa  County.  Twelve  regular  meetings  of  the 
society  were  held.  The  programs  were  scientific  and 
economic.  No  postgraduate  courses  or  clinics  have 
been  held  during  the  year. 

Immunization  campaigns  have  been  suggested  on 
the  basis  of  a much  reduced  cost  to  the  patrons,  if 
the  schools  would  take  care  of  the  record  and  of  the 
indigent  pupils,  but  we  have  had  no  response  from 
the  schools. 

One  death  occurred  during  the  year.  One  new  doc- 
tor located  in  the  county,  Dr.  E.  T.  Plowman,  of 
Morning  Sun. 

During  the  early  part  of  the  year  we  had  a con- 
tract with  the  Supervisors  for  the  care  of  the  in- 
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digent  on  the  basis  of  a definite  percentage  of  our 
regular  fee  schedule.  Then  the  Board  cancelled  that 
contract  and  offered  one  of  their  own,  which  was 
slightly  better  from  the  doctor’s  viewpoint.  No  con- 
tract has  yet  been  entered  into  for  the  year  1936. 

A majority  of  the  men  still  remain  delinquent  on 
State  Society  dues. 

J.  H.  Chittum,  Deputy  Councilor 

Muscatine  County.  We  had  a very  satisfactory 
year  with  more  interest  and  activity  than  has  been 
customary. 

There  were  nine  meetings:  eight  scientific  meet- 
ings. There  was  an  average  attendance  of  about 
sixty-five  per  cent. 

In  the  city  of  Muscatine  we  gave  the  Schick  test 
to  about  1,900  individuals  and  gave  diphtheria  toxoid 
to  more  than  1,500. 

Our  members  cooperated  well  in  pre-school  exam- 
inations and  with  the  Boai’d  of  Supervisors  and  Wel- 
fare in  an  immense  amount  of  charity  work,  requiring 
more  than  the  usual  amount  of  sacrifice  in  propor- 
tion to  the  amount  of  funds  available  for  this  service. 

Eight  of  our  members  attended  the  district  meeting 
at  Washington,  Iowa,  in  conference  with  Congress- 
man Eicher. 

No  new  doctors  and  no  deaths  among  our  members 
in  1935. 

T.  F.  Beveridge,  Deputy  Councilor 

Scott  County.  Scott  County  Medical  Society  holds 
ten  meetings  during  the  year.  For  each  of  these  ten 
meetings  a speaker  of  note  is  secured.  The  society 
furnishes  the  dinner,  after  which  the  well  attended 
meetings  are  held.  This  year  the  society  sponsored 
a graduate  medical  course  to  the  doctors  in  this 
vicinity.  Physicians  came  from  a distance  of  one 
hundred  miles.  One  hundred  thirty-seven  attended 
the  course;  through  good  and  bad  weather  it  was  well 
attended. 

The  society  maintains  an  immunization  clinic  the 
year  around.  Every  Saturday  the  poor  may  be  vac- 
cinated against  smallpox  or  immunized  against  diph- 
theria. 

Scott  County  Medical  Society  did  a lot  of  political 
work  in  connection  with  the  Basic  Science  Law  and 
we  hold  ourselves  in  readiness  at  any  time  to  assist 
the  Leislative  Committee. 

Dr.  Harry  C.  DeBoi’cey,  Davenport,  is  the  only  new 
member.  Dr.  Wm.  W.  Bailey,  Davenport,  died  during 
the  year. 

Lastly,  the  Scott  County  Medical  Society  sponsored 
one  of  the  greatest  meetings  the  State  Society  ever 
held. 

A.  P.  Donohoe,  Deputy  Councilor 

Van  Buren  County.  Number  of  physicians  eligible 
in  county,  13.  Number  of  members  in  county  society, 

13. 

Meetings,  four,  mostly  business  sessions.  We  had 
two  men  from  Des  Moines  in  September.  They  pre- 
sented a very  good  program  but  not  many  were  pres- 
ent due  to  failure  to  get  word  to  members. 

Our  contract  for  the  care  of  the  indigent  is  ap- 
parently satisfactory,  much  more  so  than  the  old  flat 
fee  which  we  will  never  accept  again.  Our  county  has 


gone  beyond  its  legal  indebtedness,  hence  we  are  re- 
ceiving help  from  the  state.  The  “county”  or  old  ' 
people  are  paid  from  county  funds  direct  from  Des 
Moines  and  so  far  are  being  paid  one  hundred  per 
cent.  The  Iowa  Emergency  Relief  plan  is  paying 
from  fifty-eight  to  one  hundred  per  cent,  averaging 
perhaps  seventy-five  per  cent. 

Dr.  Stephenson  of  Milton  died  the  night  of  Decem- 
ber 19,  1935.  He  has  been  succeeded  in  Milton  by 
Dr.  Mathews,  who  came  from  across  the  line  in  Mis- 
souri. Dr.  Peppers  of  Birmingham  and  Dr.  McClurg 
of  Keosauqua  gave  up  their  practice  and  joined  the  ii 

ccc. 

C.  R.  Russell,  Deputy  Councilor 

Washington  County.  There  have  been  no  new  phy-  •' 
sicians  locating  in  Washington  County  the  last  year; 
there  are  no  new  members  nor  have  there  been  any  'o 
deaths  or  removals;  there  are  four  members  who  are 
life  members  of  the  State  Society. 

The  society  meets  monthly  except  during  July  and  I- 
August.  The  September  meeting  is  a banquet  to 
which  the  wives  and  friends  are  invited.  The  pro-  c 
gram  is  usually  non-medical.  The  other  meetings  are  r 
scientific  and  business.  Every  physician  in  the  county 
is  a member  of  the  society  and  the  attendance  at  h 
meetings  is  practically  100  per  cent.  There  are  sev-  i 
eral  active  committees  sponsored  by  the  society — - 
cooperating  with  the  Chamber  of  Commerce,  health  b 
unit  activities,  public  education,  legislative  activities,  ■ 
immunization  campaign  against  diphtheria. 

The  legislative  committee  was  very  active  during  ,r 
the  last  term  of  the  legislature.  The  society  has  for  i" 
several  years  had  a contract  with  the  Board  of  Super- 
visors for  the  care  of  the  indigent.  This  contract  is  . 
based  on  a percentage  of  the  recommended  Fee  Bill 
of  the  State  Society.  This  contract  has  proved  quite  d 
satisfactory  to  the  doctors,  the  board,  and  the  indi-  .il 
gent  in  its  operations.  The  society  has  been  active 
in  education  anent  the  Social  Security  Act.  The  so-  ■') 
ciety  sponsored  a meeting  on  December  19,  of  the  ^ 
physicians  of  the  First  Congressional  District  and  '>i 
its  Congressman,  the  Hon.  Mr.  Eicher.  Twenty-five  "f 
per  cent  of  the  physicians  attended  this  meeting. 
The  result  was  good. 

The  society  has  a woman’s  auxiliary  comprising  c 
about  seventy-five  per  cent  of  the  eligible  women,  y 
They  have  confined  their  efforts  to  educational  work.  > 

There  have  been  at  least  six  public  health  talks  by  1 
members;  each  year  active  immunization  campaigns 
are  carried  on. 

E.  E.  Stutsman,  Deputy  Councilor 


Ninth  Councilor  District 

The  county  societies  of  this  district  are  all  organ- 
ized and  hold  regular  meetings  devoted  to  the  con- 
sideration of  medical  problems,  scientific,  economic 
and  social.  There  is  still  room  for  improvement  but 
there  has  been  an  honest  effort  to  study  and  discuss 
the  various  subjects  and  our  professional  organiza- 
tion, in  general,  is  in  a healthy  state  in  the  ninth 
district. 

Appended  hereto  are  the  reports  of  the  deputy 
councilors.  Harold  A.  Spilman,  Councilor 
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Appanoose  County.  No  new  physicians  located  in 
the  county  during  the  year;  four  new  members  were 
! admitted  to  the  county  society;  three  members  were 
lost  through  death  and  removal;  we  have  no  life 
members. 

Six  meetings  of  the  county  medical  society  were 
j held  in  1935,  combining  scientific,  social  and  busi- 
ness sessions.  About  one-third  of  our  members  at- 
tend the  meetings.  The  subjects  of  socialized  medi- 
cine and  the  Social  Security  Act  were  among  those 
discussed. 

The  county  society  actively  supported  the  Legis- 
lative Committee.  Smallpox  immunization  work  has 
, been  done  among  the  children  in  the  small  towns  and 
, country. 

The  indigent  sick  are  cared  for  in  Appanoose 
i County  under  the  plan  of  the  Iowa  Emergency  Relief 
Administration. 

C.  S.  Hickman,  Deputy  Councilor 

Davis  County.  One  new  physician  located  in  the 
county;  two  new  members  were  admitted  to  the 
county  society;  one  member  was  lost  through  re- 
moval; we  have  four  life  members. 

Eight  county  medical  society  meetings  were  held 
during  the  year,  combining  scientific,  social  and  busi- 
ness sessions.  A fair  percentage  of  the  membership 
attends  the  meetings. 

County  society  activities  include:  support  of  the 
Legislative  Committee,  diphtheria  immunization 
work. 

We  are  working  under  the  Iowa  Emergency  Re- 
lief set  up  for  the  care  of  the  indigent  sick  in  Davis 
County. 

H.  C.  Youns.  Deputy  Councilor 

Keokuk  County.  One  new  physician  located  in  the 
' county;  no  new  members  admitted  to  the  society; 

‘ two  members  lost  through  removal;  we  have  no  life 
i members. 

. Three  meetings  of  the  Keokuk  County  Medical 
Society  w'ere  held.  We  combine  scientific  and  busi- 
ness sessions;  our  attendance  is  about  eighty-five 
or  ninety  per  cent  of  our  membership.  At  these  meet- 
ings we  had  an  informal  discussion  of  the  subject  of 
» socialized  medicine. 

Seven  members  of  the  society  attended  postgrad- 

fuate  courses.  The  county  as  a whole  supported  the 
Legislative  Committee.  County  society  also  spon- 
sored a tuberculosis  clinic. 

' Several  members  of  the  society  entered  into  indi- 
I vidual  contracts  with  the  Board  of  Supervisors  for 
the  care  of  the  indigent  sick,  after  having  agreed  not 
to  do  so. 

C.  L.  Heald,  Acting  Deputy  Councilor 

Lucas  County.  One  member  died;  we  have  one 
life  member. 

Twelve  meetings  of  the  Lucas  County  Medical  So- 
ciety were  held  in  1935.  These  meetings  were  com- 
bined scientific,  social  and  business  sessions  and 
were  attended  by  about  seventy-five  per  cent  of  the 
membership. 

The  county  society  was  active  in  support  of  the 
Legislative  Committee.  It  has  also  conducted  diph- 
theria immunization  work  in  the  county. 


We  are  under  the  set  up  of  the  Iowa  Emergency 
Relief  Administration  for  the  care  of  the  indigent 
sick. 

R.  C.  Gutch,  Deputy  Councilor 

Mahaska  County.  One  new  physician,  C.  D.  N. 
Gilfillan,  located  in  the  county  in  1935;  two  new  phy- 
sicians were  admitted  to  the  county  society;  no  mem- 
bers were  lost;  we  have  no  life  members. 

Twelve  meetings  of  the  Mahaska  County  Medical 
Society  were  held  during  the  year,  combining  scien- 
tific, social  and  business  sessions.  Our  attendance 
is  about  fifty  per  cent  of  our  membership. 

Ten  of  our  members  attended  postgraduate  courses. 
The  county  was  very  active  in  supporting  the  legis- 
lative Committee.  Other  activities  of  the  society 
include:  supporting  postgraduate  course  at  Newton; 
sponsoring  tuberculosis  testing  program  in  Oska- 
loosa;  giving  health  examinations  to  4-H  Club  mem- 
bers in  the  county. 

The  medical  care  of  the  indigent  in  Mahaska 
County  is  provided  under  the  set  up  of  the  Iowa 
Emergency  Relief  Administration. 

L.  F.  Catterson,  Deputy  Councilor 

Marion  County.  No  new  physicians  located  in 
Marion  County  in  1935  and  no  new  members  were 
added  to  our  number.  One  member  removed  and  two 
died.  We  have  no  life  members.  Three  meetings, 
only,  were  held  during  1935;  two  were  scientific  and 
one  business.  Attendance  at  meetings  has  averaged 
ninety-five  per  cent  of  the  total  membership.  Two 
of  our  members  attended  postgraduate  courses. 

Marion  County  is  one  of  the  bankrupt  counties. 
In  consequence  since  April,  1935,  we  have  cared  for 
the  indigent  under  the  set  up  of  the  Iowa  Emergency 
Relief  Administration.  This  plan  hasn’t  worked  out 
to  the  liking  of  all  the  members  and  a majority 
would  be  overjoyed  to  return  to  the  Marion  County 
contract  plan. 

We  have  had  no  formal  discussion  of  the  subjects 
of  either  socialized  medicine  or  the  Social  Security 
Act  but  both  topics  have  had  plenty  of  informal  dis- 
cussion whenever  our  medical  group  has  met. 

We  gave  our  whole  hearted  support  to  the  Legis- 
lative Committee.  The  Senator  from  our  district 
was  one  of  our  number  and  hence  helped  the  cause 
but  our  Representative  was  out  of  line  from  first  to 
last  in  spite  of  our  contacts  with  him. 

In  1935  our  Woman’s  Auxiliary  won  a trophy  for 
one  hundred  per  cent  membership.  They  were  active 
in  the  state  health  essay  contest  and  in  the  health 
programs  sponsored  by  the  Federated  Women’s 
Clubs. 

Three  public  health  talks  were  given  by  our  mem- 
bers this  year,  two  before  Rotary  Clubs  and  one 
before  a Parent-Teachers  Association  gathering. 
One  public  program  relative  to  school  health  prob- 
lems was  rendered  by  members  at  Knoxville.  A diph- 
theria immunization  program  was  carried  out 
routinely  in  the  various  communities  of  the  county 
as  has  been  done  for  the  past  decade. 

We  have  no  radio  station  in  the  county  so  can’t 
broadcast  public  health  talks,  although  two  of  our 
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members  have  been  honored  by  having  been  chosen 
as  speakers  for  the  Iowa  State  Medical  Society 
broadcasts  over  WSUI  and  WOI. 

C.  S.  Cornell,  Deputy  Councilor 

Monroe  County.  One  new  physician  located  in  the 
county  in  1935;  one  new  member  was  admitted  to 
the  society;  one  member  moved  out  of  the  county; 
we  have  three  life  members. 

Four  county  medical  society  meetings  were  held, 
three  of  which  were  scientific  and  business  and  one 
social.  Our  usual  attendance  is  one  hundred  per  cent 
of  the  members.  Two  members  report  attending 
postgraduate  courses. 

The  county  society  actively  supported  the  Legis- 
lative Committee. 

The  Iowa  State  Emergency  Relief  plan  is  in  force 
in  Monroe  County  for  the  medical  care  of  the  indi- 
gent. This  plan  is  not  at  all  satisfactory. 

We  have  a Woman’s  Auxiliary  to  which  all  eligible 
women  belong. 

T.  A.  Moran,  Deputy  Councilor 

Wapello  County.  No  new  physicians  located  in  the 
county  in  1935;  one  new  member  was  admitted  to  the 
society;  six  members  were  lost  through  death  or  re- 
moval; we  have  one  life  member. 

Seventeen  meetings  of  the  Wapello  County  Medical 
Society  were  held.  These  are  scientific,  social  and 
business  meetings  and  are  attended  by  about  ninety 
or  ninety-five  per  cent  of  our  entire  membership. 
Among  the  subjects  discussed  were  those  of  social- 
ized medicine  and  the  Social  Security  Act. 

Activities  of  the  individual  members:  twelve  took 

postgraduate  work;  public  health  talks  given  by 
about  twelve. 

County  society  activities  include  support  of  the 
Legislative  Committee;  care  of  relief  cases;  care  of 
county  poor;  immunization  of  individuals  through  the 
county  against  typhoid  following  flood. 

The  Board  of  Supervisors  of  Wapello  County  em- 
ploy a county  physician  to  take  care  of  the  indigent. 

Our  Woman’s  Auxiliary  has  one  hundred  per  cent 
membership.  In  addition  to  their  social  activities 
they  assist  Sunnyslope  Sanitorium  financially,  pro- 
mote better  public  understanding  of  medical  prob- 
lems, donated  a subscription  to  Hygeia  to  Sunnyslope 
Sanitorium. 

D.  L.  Rater,  Deputy  Councilor 

Wayne  County.  No  new  physician  located  in  our 
county  in  1935;  no  new  members;  one  member  moved 
away;  we  have  no  life  members. 

We  had  three  meetings  of  our  county  medical  so- 
ciety. Our  meetings  combine  scientific,  business  and 
social  sessions  and  are  attended  by  about  ninety  per 
cent  of  our  membership.  Both  socialized  medicine 
and  the  Social  Security  Act  were  among  the  subjects 
discussed. 

Eight  of  our  members  took  postgraduate  work; 
about  ten  public  health  talks  were  given  by  mem- 
bers. The  county  society  actively  supported  the 
Legislative  Committee.  We  also  did  extensive  im- 
munization work  in  the  schools. 

We  are  using  the  Iowa  Emergency  Relief  Admin- 
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istration  plan  for  the  medical  care  of  the  indigent 
in  Wayne  County. 

We  have  a Woman’s  Auxiliary  to  which  every  eli- 
gible woman  belongs. 

S.  W.  Corbin,  Deputy  Councilor 


Tenth  Councilor  District 

I submit  herewith  the  following  reports  from  the  ,<n 
deputy  councilors  of  the  tenth  councilor  district: 

Adair  County.  One  new  physician  located  in  the  U 
county  in  1935;  one  new  member  was  admitted  to  the  id 
county  society;  one  member  moved  away;  we  have  ^ 
no  life  members.  I 

Three  county  medical  society  meetings  were  held  M 
during  the  year.  These  were  business  meetings  and 
were  attended  by  the  entire  membership. 

About  eighty  per  cent  of  the  members  attended  Id 
postgraduate  courses. 

The  society  as  a whole  was  active  in  its  support  li 
of  the  Legislative  Committee. 

About  three  public  health  talks  were  given  by  our  if 
members;  the  only  immunization  work  done  in  the  M 
county  was  that  done  in  private  practice.  | 

We  have  a contract  with  the  Adair  County  Relief 
Office  for  the  medical  care  of  the  indigent.  It  was  'j 
adopted  in  June  1935  and  has  proved  rather  satis-  i 
factory.  It  is  a modified  fee  schedule  contract  which  { 
is  cumulative  in  monthly  allowances.  The  physicians  u 
make  up  their  own  fee  schedule. 

A.  S.  Bowers,  Deputy  Councilor 

Adams  County.  One  new  physician  located  in  the  m 
county;  one  new  member  was  admitted  to  the  county  t 
society;  one  member  moved  away;  we  have  one  life  i 
member  at  present,  two  more  members  are  eligible  ) 
for  this  honor.  . 

There  were  six  meetings  of  the  Adams  County  ( 
Medical  Society.  These  meetings  were  combined  » 
scientific,  social  and  business  sessions  and  were  at-  |l 
tended  by  the  entire  membership. 

The  county  was  active  in  support  of  the  Legisla-  ‘i 
tive  Committee. 

Six  members  took  advantage  of  postgraduate  ’ 
courses  during  the  year. 

We  have  no  plan  for  the  medical  care  of  the  indi- 
gent of  the  county. 

W.  F.  Amdor,  Deputy  Councilor  t 

Clarke  County.  No  new  physicians  located  in  the  «t 
county;  no  new  members  taken  into  the  society;  one  » 
member  moved  away;  we  have  no  life  members. 

We  had  four  combined  scientific  and  business  meet-  ♦ 
ings  during  the  year.  Our  meetings  are  attended  by  ' 
the  entire  membership. 

Three  members  attended  postgraduate  courses;  > 
one  public  health  talk  was  given  by  one  of  our  mem- 
bers. 

The  county  society  supported  the  Legislative  Com- 
mittee of  the  State  Society. 

Clarke  County  is  working  under  the  set  up  of  the 
Iowa  Emergency  Relief  Administration  for  the  med- 
ical care  of  the  indigent. 

H.  E.  Stroy,  Deputy  Councilor 
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Decatur  County.  One  new  physician  located  in  the 
county  and  was  admitted  to  membership;  three  mem- 
bers were  lost  through  death  and  removal;  we  have 
four  life  members. 

Four  business  meetings  of  the  society  were  held 
during  the  year;  the  attendance  was  one  hundred  per 
cent.  Our  society  is  very  small — consists  of  our  four 
life  members  and  four  younger  men.  Two  other 
eligible  men  are  not  interested  or  financially  unable 
to  belong.  Monthly  meetings  of  the  Decatur  County 
Hospital  staff  are  held  with  this  same  group.  At 
these  meetings  scientific  programs  are  put  on  locally. 
The  county  society  gets  outside  speakers  on  special 
occasions.  At  our  meetings  we  have  discussed  the 
subject  of  socialized  medicine. 

The  county  society  sponsored  a postgraduate 
course  at  the  Decatur  County  Hospital  last  spring, 
which  all  of  the  members  attended.  Several  health 
talks  have  been  given  by  our  members  and  a gi’eat 
deal  of  immunization  work  done;  diphtheria  immuni- 
zation at  Lamoni  and  Garden  Grove;  tuberculosis 
testing  at  Leon.  The  county  society  was  active  in  its 
support  of  the  Legislative  Committee. 

We  do  not  have  a contract  for  the  care  of  the  indi- 
gent sick  but  have  an  agreement  based  on  a fee 
schedule. 

J.  E.  McFarland.  Deputy  Councilor 

Madison  County.  Two  new  physicians  located  in 
the  county;  two  new  members  admitted  to  the  so- 
ciety; one  member  lost  through  death;  we  have  two 
life  members. 

Ten  scientific  program  meetings  held  during  the 
year,  attended  by  about  eighty  per  cent  of  the  mem- 
bership. The  subject  of  socialized  medicine  was 
among  those  discussed. 

One  member  attended  postgraduate  courses;  pul- 
lic  health  talks  were  given  by  about  four  of  our 
members.  No  concerted  immunization  work  done  in 
the  county  in  1935. 

The  county  society  actively  supported  the  Legis- 
lative Committee. 

Madison  County  is  under  the  Iowa  Emergency  Re- 
lief plan  for  the  care  of  the  indigent  sick. 

C.  B.  Hickenlooper,  Deputy  Councilor 

Ringgold  County.  No  new  physicians  nor  members 
in  1935;  one  member  moved  away;  we  have  no  life 
members. 

We  have  a regular  meeting  of  the  county  society 
each  month.  Our  programs  are  combined  scientific, 
social  and  business.  The  entire  membership  attends 
the  meetings.  Both  the  subjects  of  socialized  medi- 
cine and  the  Social  Security  Act  were  discussed. 

Postgraduate  courses  were  attended  by  three  mem- 
bers. 

The  county  society  was  active  in  its  support  of  the 
Legislative  Committee  of  the  State  Society. 

The  Ringgold  County  Medical  Society  has  a lump 
sum  contract  of  $3,000.00  annually  for  the  medical 
care  of  all  cases  unable  or  not  disposed  to  pay.  The 
contract  is  not  entirely  satisfactory  but  we  believe 
it  is  the  most  satisfactory  that  we  could  secure. 

K.  J.  Watson,  Deputy  Councilor 


Taylor  County.  No  change  in  the  membership 
status  during  the  year;  no  new  physicians  located 
in  the  county;  we  have  two  life  members. 

Two  meetings  of  the  county  medical  society  were 
held.  The  meetings  were  combined  scientific,  social 
and  business,  attended  by  more  than  ninety-five  per 
cent  of  our  membership. 

Two  members  attended  postgraduate  courses. 

Society  activities  included  supporting  the  Legisla- 
tive Committee  and  sponsoring  a chest  clinic. 

We  are  working  under  the  medical  relief  plan  of 
the  Iowa  Emergency  Relief  Administration  which  is 
not  at  all  satisfactory. 

G.  W.  Rimel,  Deputy  Councilor 

Union  County.  One  new  physician  located  in  the 
county  but  he  is  not  eligible  for  membership;  we  lost 
one  member  through  removal;  we  have  two  life 
members. 

There  were  thirteen  meetings  of  the  county  society, 
twelve  of  which  were  the  regular  monthly  society 
meetings.  The  thirteenth  meeting  was  a tubercu- 
losis conference.  Our  meetings  are  scientific  and 
are  attended  by  about  seventy  per  cent  of  our  mem- 
bership. The  subjects  of  socialized  medicine  and  the 
Social  Security  Act  were  among  those  discussed. 

Four  members  took  the  postgraduate  course  offered 
at  Leon.  Public  health  talks  were  given  by  four  or 
five  of  our  members. 

Other  society  activities  were:  support  of  the  Legis- 
lative Committee;  tuberculosis  survey;  4-H  Clubs 
and  Boy  Scouts  health  examinations. 

Union  County  has  the  set  up  of  the  Iowa  Emer- 
gency Relief  Administration  for  the  medical  care  of 
the  indigent. 

John  C.  Parsons,  Deputy  Councilor 
J.  G.  Macrae,  Councilor 


Eleventh  Councilor  District 

Submitted  herewith  are  reports  from  all  the  coun- 
ties comprising  the  eleventh  councilor  district.  Since 
they  give  a comprehensive  review  of  the  individual 
societies,  I will  not  enlarge  on  the  activities  of  the 
various  county  societies. 

During  the  year  of  1935  there  were  two  postgrad- 
uate courses  held  in  this  councilor  district  under  the 
auspices  of  the  Speakers  Bureau  of  the  Iowa  State 
Medical  Society.  One  in  the  spring  was  sponsored  b> 
the  Pottawattamie  County  Medical  Society  and  was 
held  in  Council  Bluffs.  The  fall  course  was  sponsored 
by  the  Cass  county  Medical  Society  and  was  held  at 
Atlantic.  Both  of  these  courses  were  well  attended 
and  by  members  from  practically  every  county  so- 
ciety in  the  district.  These  courses  were  well  ar- 
ranged and  created  a great  deal  of  interest  among 
those  who  attended. 

A District  meeting  was  held  in  Logan  in  December 
for  the  sole  purpose  of  discussing  the  Social  Security 
Act.  A free  discussion  of  the  part  the  profession 
in  this  district  would  play  in  the  activities  of  the 
Social  Security  Act  under  the  guidance  of  the  State 
Department  of  Health  was  entered  into  by  everyone 
present.  The  conclusion  of  those  present  was  that 
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they  were  not  satisfied  with  the  measure  at  all  but 
would  cooperate  as  long  as  it  was  administered  under 
the  direction  of  the  State  Department  of  Health  and 
working  in  harmony  with  the  Iowa  State  Medical 
Society.  We  were  unable  to  have  the  Congressman 
of  this  district  with  us  for  the  meeting  but  a com- 
mittee was  authorized  to  formulate  the  views  of  the 
medical  men  in  this  district  with  reference  to  health 
insurance  and  to  forward  this  viewpoint  to  the  con- 
gressmen and  senators.  This  committee  is  to  meet 
in  the  near  future  for  this  purpose. 

During  the  course  of  the  year  the  societies  of  this 
district  became  so  completely  dissatisfied  with  the 
medical  plan  of  the  Iowa  Emergency  Relief  Admin- 
istration that  they  unanimously  asked  the  Iowa  State 
Medical  Society  to  withdraw  its  approval  and  coop- 
eration with  the  Iowa  Emergency  Relief  Administra- 
tion in  the  promotion  of  the  plan. 

M.  C.  Hennessy,  Councilor 

Audubon  County.  One  new  physician  located  in 
the  county  in  1935;  one  new  member  was  taken  into 
the  county  society;  no  members  were  lost;  we  have 
one  life  member. 

Four  combined  scientific  and  business  meetings 
were  held  during  the  year,  attended  by  ninety  per 
cent  of  our  membership.  The  question  of  socialized 
medicine  was  among  those  discussed. 

Four  members  attended  postgraduate  courses. 
Public  Health  talks  were  given  by  a few  of  our  mem- 
bers. No  general  immunization  work  was  carried 
out  in  the  county. 

The  society  was  active  in  its  support  of  the  Legis- 
lative Committee. 

We  have  no  special  arrangement  for  the  care  of 
the  indigent  sick. 

W.  H.  Halloran,  Deputy  Councilor 

Cass  County.  Two  new  members  located  in  the 
county  in  1935,  both  of  whom  have  submitted  their 
applications  for  membership;  two  members  were  lost 
by  removal  and  death;  we  have  one  life  member. 

Two  combined  scientific  and  business  meetings 
were  held,  attended  by  about  seventy-five  per  cent 
of  the  membership.  The  subjects  of  socialized  medi- 
cine and  the  Social  Security  Act  were  among  those 
discussed. 

Thirteen  members  of  our  society  attended  the  post- 
graduate courses  given  in  this  district.  Public  health 
talks  were  given  by  a couple  of  our  members.  Toxoid 
was  administered  in  the  schools  of  Atlantic. 

The  county  society  actively  supported  the  Legisla- 
tive Committee. 

Cass  County  is  under  the  set  up  of  the  Iowa  Emer- 
gency Relief  Administration  for  the  care  of  the 
indigent  sick. 

We  have  a Woman’s  Auxiliary  to  which  about 
sixty  per  cent  of  the  eligible  members  belong.  They 
have  used  their  influence  in  health  matters  in  various 
women’s  organizations  to  which  they  belong. 

R.  L.  Barnett,  Deputy  Councilor 

Fremont  County.  No  new  members  located  in  the 
county;  no  new  members  admitted  to  the  society;  one 
physician  of  the  county  died  but  he  was  not  in  prac- 
tice; we  have  no  life  members. 


About  six  meetings  of  the  county  medical  society 
were  held.  The  meetings  were  combined  scientific, 
social  and  business  sessions,  attended  by  about  eighty 
per  cent  of  our  membership.  The  subjects  of  social- 
ized medicine  and  the  Social  Security  Act  were  among 
those  discussed. 

About  fifty  per  cent  of  our  members  took  advan- 
tage of  the  postgraduate  courses  given  in  this  dis- 
trict. Public  health  talks  were  given  by  a couple  of 
members.  The  society  cooperated  in  supporting  the 
Legislative  Committee  and  in  smallpox  and  diph- 
theria immunizing  campaigns  in  the  county. 

The  plan  in  force  in  our  county  for  medical  care 
of  the  indigent  is  a twenty-five  per  cent  discount  from 
the  regular  fee  schedule. 

A.  E,  Wanamaker,  Deputy  Councilor 

Harrison  County.  No  change  in  the  membership 
status  of  the  county;  no  new  physicians  located  here; 
we  have  no  life  members. 

Twelve  scientific  sessions  of  the  county  society 
were  held.  Our  meetings  are  attended  by  about 
seventy-five  or  eighty  per  cent  of  our  members.  Both 
socialized  medicine  and  the  Social  Security  Act  were 
among  the  questions  considered. 

About  fifty  per  cent  of  our  members  took  post- 
graduate courses  during  the  year.  Society  activities 
included  support  of  the  Legislative  Committee  and 
diphtheria  immunization  work  in  the  county. 

Harrison  County  is  working  under  the  medical  plan 
of  the  Iowa  Emergency  Relief  Administration  for 
the  care  of  the  indigent. 

We  have  a Woman’s  Auxiliary  to  which  about  fifty 
per  cent  of  the  eligible  members  belong. 

E.  J.  Cole.  Deputy  Councilor 

Mills  County.  Three  new  members  located  in  the 
county  in  1935;  three  new  members  admitted  to  the 
society;  no  members  were  lost;  we  have  two  life 
members. 

Four  meetings  of  the  county  medical  society  were 
held.  The  meetings  are  combined  scientific,  social 
and  business  sessions,  attended  by  about  ninety-eight 
per  cent  of  our  membership.  One  of  the  subjects 
discussed  was  the  Social  Security  Act. 

Five  members  took  advantage  of  nearby  postgrad- 
uate courses. 

Our  society  actively  supported  the  Legislative 
Committee. 

The  only  immunization  work  was  that  done  individ- 
ually. 

We  have  a Woman’s  Auxiliary  with  a one  hundred 
per  cent  membership. 

T.  B.  Lacey,  Deputy  Councilor 

Montgomery  County.  Two  new  physicians  located 
in  the  county;  one  new  member  admitted  to  the 
county  society;  no  members  were  lost;  we  have  no 
life  members. 

One  business  session  of  the  society  was  held  in 
1935. 

Four  or  five  of  our  members  took  postgraduate 
work  during  the  year.  As  individuals  we  supported 
the  Legislative  Committee  of  the  State  Society. 

The  county  is  using  its  own  funds  for  medical  care 
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of  the  indigent  but  the  set  up  is  practically  the  same 
as  that  of  the  Iowa  Emergency  Relief  Administration. 

J.  C.  Cooper,  Deputy  Councilor 

Page  County.  No  change  in  membership  status; 
no  new  physicians  located  in  the  county;  we  have 
no  life  members. 

Two  business  meetings  of  the  society  were  held 
during  the  year,  attended  by  about  seventy-five  to 
ninety  per  cent  of  our  membership.  We  discussed  the 
subject  of  socialized  medicine. 

Six  or  eight  members  regularly  attended  the  post- 
graduate courses  given  in  this  district;  others  at- 
► tended  part  of  the  time.  A couple  of  public  health 
I talks  were  given  by  our  members.  No  special  im- 
munization work  was  done  in  the  county. 

. The  society  was  active  in  its  support  of  the  Legis- 
I lative  Committee. 

I There  are  two  radio  stations  in  the  county  but  our 
society  does  not  broadcast  public  health  talks. 

I We  are  under  the  set  up  of  the  Iowa  Emergency 
Relief  Administration  for  the  care  of  the  indigent 
sick  in  our  county.  This  plan  is  not  working  wholly 
T I satisfactorily. 

I'  rl.  F.  Aldrich.  Deputy  Councilor 

Pottawattamie  County.  No  new  physicians  located 
in  the  county  in  1935;  no  new  members  admitted  to 
j the  society;  one  member  lost  through  death;  we  have 
I one  life  member. 

^ Eight  weekly  meetings  were  held  during  the  south- 
1 west  Iowa  postgraduate  course  held  at  Council  Bluffs 
; 1 in  the  spring,  usual  monthly  business  and  scientific 
) meetings  and  about  ten  business  meetings  having  to 
' do  with  other  urgent  business.  About  seventy-five 
< per  cent  of  our  membership  attends  the  meetings. 
j|  The  questions  of  socialized  medicine  and  the  Social 
j Security  Act  were  among  those  considered. 

' About  thirty-five  or  forty  of  our  members  attended 
postgraduate  courses. 

We  have  the  following  committees,  whose  duties 
are  implied  in  the  name  of  the  committee:  program, 
public  relations,  legislative,  woman’s  auxiliary.  Uni- 
versity hospital,  treatment  of  syphilis,  checking  com- 
mittee,  consultation  committee.  In  the  case  of  the 
University  Hospital  Committee  all  applications  for 
Iowa  City  commitment  must  be  accepted  by  this  Com- 
mittee before  such  cases  may  be  hospitalized,  this  by 
direct  agreement  with  the  University  Hospital  au- 
thorities. The  Committee  on  Syphilis,  the  Checking 
Committee  and  the  Consultation  Committee  confined 
their  services  to  matters  pertaining  to  statutory  poor 
and  unemployed  employables  being  cared  for  by  the 
Iowa  Emergency  Relief  Administration. 

In  addition  to  these  activities  the  society  actively 
supported  the  Legislative  Committee  of  the  State 
Society  and  continues  to  cooperate  in  the  school  pro- 
gram for  immunization  against  diphtheria  as  out- 
lined in  the  Society  .Journal  for  .January,  1935. 


We  have  a fee  schedule  contract  with  our  Board  of 
Supervisors  for  the  medical  care  of  the  indigent  in 
our  county. 

We  have  a Woman’s  Auxiliary  to  which  about 
eighty  per  cent  of  the  eligible  members  belong.  They 
presented  Dr.  W.  W.  Bauer  of  the  American  Medical 
Association  to  the  Council  Bluffs  high  schools  as  a 
speaker.  They  also  distributed  to  the  Parent- 
Teachers  Association  council  material  on  activities 
of  the  Speakers  Bureau,  including  lists  of  subjects 
discussed  last  year;  notified  Parent-Teachers  Asso- 
ciations of  American  Medical  Association  broadcasts; 
furnished  material  to  high  schools  for  debate  on 
socialized  medicine;  sponsored  health  essay  contests 
in  local  schools;  attended  Parent-Teachers  Associa- 
tion council  meetings  and  provided  speakers  to 
schools  for  May  health  programs,  through  the  State 
Society;  finished  immunization  program  against 
diphtheria  in  which  approximately  4,000  school  chil- 
dren were  immunized.  They  also  completed  the  food 
demonstration  programs  at  which  five  hundred 
mothers  were  taught  how  to  properly  prepare  food 
supplied  to  them  by  the  county. 

Public  health  talks  were  given  by  several  members 
of  our  county  society. 

There  is  a radio  station  in  our  county  but  the 
county  society  does  not  broadcast  public  health  talks 
over  it.  Members  of  our  society  are  used  by  the 
Speakers  Bureau  to  give  health  talks  on  their  broad- 
casting periods  at  Ames  and  Iowa  City. 

Jack  V.  Treynor,  Deputy  Councilor 

Shelby  County.  One  new  physician  located  in  our 
county.  Dr.  T.  T.  Smith  of  Shelby;  no  new  members 
admitted  to  the  society;  one  member  moved  away; 
we  have  no  life  members. 

Two  meetings  of  the  county  medical  society  were 
held  during  the  year.  Our  meetings  are  usually  com- 
binations of  scientific,  social  and  business  sessions, 
attended  by  about  eighty  per  cent  of  our  membership. 

About  four  or  five  of  our  members  attended  post- 
graduate courses;  one  public  health  talk  was  given 
by  one  of  our  members.  Diphtheria  immunization 
work  was  canned  out  in  two  towns  in  the  county. 
Other  society  activities  include:  infant  welfare  clinic; 
public  health;  support  of  the  Legislative  Committee. 

We  have  an  agreement  with  our  Board  of  Super- 
visors for  the  care  of  the  indigent  sick,  which  is 
based  on  a fee  schedule. 

A.  L.  Nielsen,  Deputy  Councilor 

Dr.  F.  A.  Hennessy:  I have  nothing  to  add.  I 

just  move  that  it  be  accepted. 

The  motion  was  put  to  a vote  and  carried. 

President  Burcham:  Reports  of  Council  Commit- 
tees. Speakers  Bureau  Committee,  Dr.  Glomsct, 
Chairman. 
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Reports  of  Council  Committees 


SPEAKERS  BUREAU  COMMITTEE  REPORT 
1935 

As  we  of  the  Speakers  Bureau  Committee  review 
the  work  accomplished  in  1935,  we  can  see  certain 
landmarks  which  indicate  that  the  Bureau  is  prog- 
ressing toward  the  accomplishment  of  its  purpose. 
In  striving  to  increase  the  efficiency  of  the  practi- 
tioner in  Iowa,  we  find  that  we  have  reached  679 
physicians  through  our  postgraduate  courses.  In 
the  effort  to  promote  the  solidarity  of  the  profes- 
sion and  develop  medical  leadership  in  each  commu- 
nity, we  have  planned  programs  for  44  county  med- 
ical societies,  and  for  11  district  meetings.  In  the 
work  of  educating  the  public  in  the  problems  of 
health  we  have  presented  a total  of  111  talks  before 
such  audiences  as  Woman’s  Clubs,  Parent-Teacher 
Associations,  Chambers  of  Commerce,  and  other  serv- 
ice clubs. 

It  is  difficult  to  say  how  much  good  has  been 
rendered  through  the  above  media,  but  because 
the  number  of  requests  from  lay  organizations  has 
more  than  doubled  in  number  in  the  past  year,  and 
because  the  attendance  at  the  postgraduate  courses 
is  steadily  growing,  it  seems  evident  that  the  work 
is  valuable  and  should  be  continued  on  an  expand- 
ing scale. 

The  principal  phase  of  the  work  of  the  Bureau 
is  the  postgraduate  courses.  We  presented  eleven 
courses  during  1935,  reaching  a total  of  679  phy- 
sicians, a gain  of  about  225  over  the  high  figure  of 
previous  years.  This  increased  enrollment  is  due 
in  part,  we  feel,  to  the  caliber  of  courses  presented, 
but  not  entirely,  as  more  and  more  physicians  are 
coming  to  realize  the  value  of  these  courses,  and 
to  appreciate  the  ease  of  acquiring  the  latest  knowl- 
edge of  medical  advances.  Our  first  course  was  one 
in  general  therapeutics  presented  at  Council  Bluffs, 
for  which  82  men  enrolled.  The  faculty  for  this 
course  was  drawn  largely  from  outside  the  state, 
and  we  are  very  grateful  to  those  men  who  gave 
their  time  and  efforts  to  make  this  course  a success. 

Three  laboratory  courses  were  presented  next  at 
Independence,  Hampton  and  Emmetsburg,  with  an 
enrollment  at  Independence  of  53  men,  at  Hampton 
of  47  men,  and  at  Emmetsburg  of  38  men.  The 
lecturers  were  Iowa  men  who  were  exceptionally 
well  qualified  to  present  the  course,  and  the  enthu- 
siastic response  we  received  from  the  members  tes- 
tifies eloquently  to  the  ability  of  these  teachers  to 
help  in  the  work  of  postgraduate  education. 

Two  clinic  courses  were  presented,  one  at  Leon 
and  one  at  Decorah,  with  an  enrollment  of  30  phy- 
sicians at  both  places.  The  teachers  for  these 
courses  came  both  from  Iowa  and  from  outside  the 
state. 

A course  in  general  therapeutics  and  diagnosis 
was  presented  during  the  autumn  at  Charles  City  and 
Davenport,  with  about  125  men  enrolled  at  both 
places,  the  largest  enrollment  ever  attained  for  any 


course.  A series  of  ten  lectures  was  given.  The 
lecturers  were  able  clinicians  from  various  sections 
of  the  United  States,  as  well  as  from  our  own  Col- 
lege of  Medicine.  The  men  who  attended  these 
courses  classified  them  as  outstanding. 

A course  in  cancer  was  given  at  Newton  to  a 
group-  of  49  physicians.  Lecturers  who  are  well 
known  for  their  work  on  this  subject  came  to  Newton 
from  Minneapolis,  Rochester,  Chicago,  Iowa  City  and 
Des  Moines.  University  courses  in  medicine  and 
surgery  were  presented  at  Atlantic  and  Cherokee, 
with  an  enrollment  of  47  at  Atlantic  and  53  at 
Cherokee.  These  courses  were  considered  excellent 
by  those  attending,  and  we  received  very  favorable 
comments  regarding  them. 

The  uniformity  of  favorable  criticism  of  the 
courses  has  encouraged  us  to  go  ahead  with  plans 
for  even  better  courses  for  1936.  It  has  been  sug- 
gested that  eight  meetings  be  held  instead  of  the 
usual  ten,  and  that  will  be  tried  during  the  spring 
months.  There  will  be  no  let-up  in  this  activity  of 
the  Speakers  Bureau,  but  rather  an  increased  effort 
for  the  best  in  medical  education  for  Iowa. 

The  programs  for  eleven  district  meetings  were 
planned  during  the  year.  Cooperating  with  the  State 
Department  of  Health,  we  presented  a symposium 
on  immunization  at  various  centers  during  the  fall. 
A symposium  on  socialized  medicine  was  given  earlier 
in  the  year  in  several  districts. 

We  planned  meetings  for  twenty  county  medical 
societies,  and  for  twenty-two  heart  and  chest  clinics, 
using  67  different  men. 

Our  greatest  advance  came  in  the  number  of  talks 
presented  to  lay  organizations.  During  1934  we  pre- 
sented 54  such  talks,  and  in  1935  we  presented  111. 
We  arranged  51  talks  to  Parent-Teacher  Associa- 
tions; 21  to  Woman’s  Clubs;  and  39  to  service  clubs 
and  Chambers  of  Commerce.  For  these  111  talks, 
98  different  men  were  used. 

We  presented  52  radio  talks  during  the  year,  which 
were  written  by  different  men  in  each  instance.  We 
continue  to  have  many  calls  for  copies  of  these  talks, 
and  from  these  demands  we  can  estimate  a mini- 
mum listening  audience  of  fifteen  thousand  people 
weekly.  These  radio  talks  are  presented  over  WOI 
at  Ames,  and  WSUI  at  Iowa  City.  We  are  greatly 
indebted  to  Dr.  J.  F.  Edwards  of  Ames  and  Dr.  M.  E. 
Barnes  of  Iowa  City  for  their  kindness  in  helping  us 
each  week  with  these  presentations,  as  well  as  to  the 
radio  stations  for  the  privilege  of  these  regular 
broadcasting  periods. 

We  strive  for  better  education  of  the  public  in 
health  matters  in  a third  way,  by  cooperating  with 
the  Woman’s  Auxiliary  in  their  annual  health  essay 
contest.  The  subject  upon  which  high  school  stu- 
dents throughout  the  state  submitted  essays  in  1935 
was  “Disease  Prevention  and  Health  Protection.” 
The  essays  received  were  of  very  high  caliber,  prov- 
ing that  the  students  had  been  studying  the  subject 
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diligently,  thus  gaining  valuable  knowledge  which 
we  trust  will  help  them  in  later  years.  This  is  a 
work  in  which  we  are  glad  tp  cooperate.  To  the 
winner  of  the  contest,  the  Speakers  Bureau  offered 
a trip  to  WOI  for  the  purpose  of  broadcasting  the 
essay  which  won  first  prize. 


A summary  of  the  activities  of  the  Bureau  is 
given  in  the  accompanying  map.  This  map  shows 
graphically  the  portions  of  the  state  which  are  not 
utilizing  the  services  of  the  Bureau.  Since  we  are 
organized  for  the  good  of  all  members,  we  regret 
that  some  counties  are  not  taking  advantage  of  what 
we  have  to  offer,  and  would  be  very  glad  to  have 
them  call  upon  the  Bureau  for  help  in  planning 
county  society  programs,  for  talks  to  lay  audiences, 
or  for  postgraduate  courses. 


I In  conclusion,  may  we  present  our  financial  state- 
I ment,  first  for  the  year  1935,  and  then  for  the  six 
1 years  of  our  existence. 


$ 2,780.00 
3,939.34 
2,805.58 

4.850.70 
5,550.90 
6^351.97 

$26,278.49 

$ 306.26 

3,949.97 

5.855.70 
3,744.06 
4,316.30 
5,435.56 

$23,607.85 

Total  Surplus $ 2,670.64 

During  1933,  1934,  and  1935  the  Speakers  Bureau 
Committee  has  been  allowed  $100.00  per  month  from 
the  budget,  or  a total  of  $3,600.00.  Our  surplus  of 
$2,670.64,  if  subtracted  from  this  allowance,  would 
show  that  over  a period  of  six  years  the  Bureau  has 
financed  its  own  activities  except  for  $929.36.  In 
other  words,  the  State  Society  has  been  called  upon 
to  provide  $929.36  for  the  work  of  this  department 


Total  Receipts  1930  Through  1935 

1930  

1931  

1932  

1933  

1934  

19.35  


Total  Disbursements  1930  Through  1935 

1930  

1931  

1932  

1933  

1934  

1935  


1935 


I Receipts  from  Postgraduate  Courses S 5,120.17 

Travel  Expense  Refund 31.80 

From  Dues 1,200.00 

I $ 6,351.97 

I Travel  Expense $ 968.85 

Printing  and  Stationery 277.18 

Postgraduate  Courses 2.539.60 

Radio  Talks 96.65 

Telephone  and  Telegraph 186.04 

: Salary  1,290.00 

Miscellaneous  77.85 


$ 5,435.56 
$ 916.41 


in  the  total  period  of  its  existence.  We  are  very 
proud  of  this  report,  as  we  feel  that  the  work  has 
been  of  enough  value  to  be  worth  the  expenditure 
of  many  times  this  amount.  It  is  our  endeavor  to 
keep  the  work  as  nearly  self  supporting  as  possible, 
but  with  the  increased  demands  for  talks  to  lay  or- 
ganizations which  we  have  received,  we  may  find  it 
necessary  to  draw  upon  the  allowance  to  carry  on 
the  work  of  educating  the  public  in  problems  per- 
taining to  health. 


Surplus  for  1935 


Daniel  J.  Glomset.  Chairman 
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Dr.  Glomset:  Mr.  Chairman,  with  your  permis- 
sion, I beg-  to  present  the  report  of  the  Speakers  Bu- 
reau as  given  on  page  51  in  the  Handbook  and  move 
its  acceptance. 

The  motion  was  put  to  a vote  and  carried. 

President  Burcham:  Cancer  Committee,  Dr.  Mc- 
Namara, Chairman. 


REPORT  OF  THE  CANCER  COMMITTEE 

At  a meeting  of  the  Council  of  the  Iowa  State 
Medical  Society  on  October  10,  1935,  it  was  neces- 
sary to  reorganize  the  Cancer  Committee  because 
of  the  resignation  of  Doctor  William  Jepson  as 
chairman  and  as  state  chairman  of  the  American 
Society  for  the  Control  of  Cancer.  At  that  time 
the  general  Cancer  Committee  was  formed,  con- 
sisting of  the  members  of  the  Council,  Dr.  D.  J. 
Glomset  of  the  Speakers  Bureau,  Dr.  E.  D.  Plass 
of  the  State  University,  and  Dr.  F.  P.  McNamara, 
Iowa  representative  of  the  American  Society  of  the 
Control  of  Cancer.  Doctors  A.  W.  Erskine,  E.  D. 
Plass  and  F.  P.  McNamara  were  designated  as  the 
Executive  Cancer  Committee  with  the  latter  as 
chairman. 

The  program  to  be  carried  out  during  the  winter 
months  was  outlined  as  follows:  Each  councilor  was 
to  appoint  a chairman-physician  in  charge  of  the 
cancer  program  in  each  county.  The  chairman  was 
to  make  arrangements  for  meetings  in  his  county. 
The  speakers  were  to  be  furnished  through  the  Ex- 
ecutive Cancer  Committee  or  through  the  coopera- 
tion of  the  Speakers  Bureau.  In  general,  this  pro- 
gram was  carried  out  very  effectively  in  most  parts 
of  the  state  in  spite  of  the  severe  winter.  Great 
interest  has  been  shown  by  all  lay  groups  and  espe- 
cially by  Women’s  Clubs,  Parent-Teacher  Associa- 
tions, Nurses’  Training  Schools,  Colleges  and  Service 
Clubs. 

In  January,  Doctor  F.  L.  Rector,  of  the  American 
Society  for  the  Control  of  Cancer,  spent  a week  in 
Iowa  during  which  time  he  gave  illustrated  lectures 
before  the  Dubuque  University,  Coe  College,  Iowa 
State  University,  Grinnell  College  and  Iowa  State 
Teachers  College.  He  also  spoke  before  nurses.  Wom- 
en’s Clubs,  and  other  lay  groups.  It  was  estimated 
that  he  addressed  approximately  1,800  adults.  In 
February,  1936,  at  a meeting  of  the  members  of  the 
Executive  Cancer  Committee  and  representatives  of 
interested  lay  groups,  Mrs.  Carl  W.  Illig,  Jr.,  Public 
Health  Chairman  for  the  General  Federation  of 
Women’s  Clubs,  and  special  representative  of  the 
American  Society  for  the  Control  of  Cancer,  out- 
lined plans  for  the  organization  of  an  Iowa  Division 
of  the  Woman’s  Field  Army  for  the  Control  of  Can- 
cer. At  the  meeting  the  plans  for  such  an  organi- 
zation were  approved  and  it  was  voted  to  form  a 
state  advisory  and  executive  committee  consisting 
of  a representative  of  the  Iowa  State  Department  of 
Health,  three  representatives  of  lay  groups  and  the 
three  members  of  the  Executive  Cancer  Committee  of 


the  Iowa  State  Medical  Society.  At  the  present  time 
this  committee  is  being  organized  and  it  is  hoped 
that  the  development  of  the  statewide  plan  will  be 
completed  in  the  fall.  This  work  will  be  in  cooper- 
ation with  the  American  Society  for  the  Control 
of  Cancer. 

The  Committee  has  developed  a series  of  articles  4: 
on  various  types  of  cancer  and  it  will  be  published  s 
under  the  title  of  “Minimum  Standards  of  Diagnosis 
and  Treatment  of  Cancer  for  Iowa  Physicians.”  Dr. 

E.  D.  Plass  of  the  Committee  is  developing  a similar 
series  of  articles  on  cancer  for  the  lay  public  which 
will  be  issued  later  under  the  auspices  of  the  Iowa 
State  Department  of  Health.  The  Committee  has 
also  requested  space  in  the  Iowa  State  Medical  \ 
Journal  for  publications  on  cancer.  Dr.  J.  H.  Randall 
of  the  State  University  has  consented  to  edit  such  t 
articles. 

The  members  of  the  general  and  of  the  Executive  i/ 
Cancer  Committee  regret  the  resignation  of  Dr.  ( 
William  Jepson.  They  found  the  ground  work  for  an  j 
active  cancer  campaign  well  prepared  and  it  is  the  i 
hope  of  the  members  that  Dr.  Jepson’s  well  known  | 
plans  for  the  control  of  cancer  through  education  i 
will  gradually  be  fulfilled  in  Iowa. 

Executive  Cancer  Committee. 

Arthur  W.  Erskine, 

E.  D.  Plass, 

F.  P.  McNamara,  Chairman  j 

Dr.  McNamara:  There  is  just  a little  I would  like 
to  add  to  the  report  as  printed  in  the  Handbook. 
First,  I want  to  express  my  appreciation  to  all  the 
members  who  arranged  for  cancer  meetings  this  last  ^ 
year.  It  was  rather  a bad  year  for  meetings,  but, 
nevertheless,  there  were  approximately  sixty  special 
lectures  on  cancer  throughout  the  state. 

I want  to  urge  you  to  continue  this  work,  espe- 
cially this  coming  fall.  There  is  a good  deal  of 
interest;  there  is  a certain  amount  of  opposition  to 
overcome,  espeically  in  the  case  of  women,  but  it  can 
be  done  with  a little  diplomacy.  We  hope  to  cover 
the  whole  state,  having  at  least  one  lecture  on  cancer 
in  every  county  in  the  next  year.  I beg  your  sup- 
port. 

I move  that  the  report  as  printed  in  the  Handbook 
be  accepted. 

The  motion  was  put  to  a vote  and  camded. 

President  Burcham:  Committee  on  Professional  ' 

Relations,  Dr.  Watson,  Chairman. 


REPORT  OF  THE  COMMITTEE  ON 
PROFESSIONAL  RELATIONS 
To  the  Council: 

The  history  of  the  work  of  the  Committee  on 
Professional  Relations  should  be  familiar  to  those 
who  have  been  in  the  House  of  Delegates  year  after 
year.  Starting  a number  of  years  ago  from  the 
nucleus  of  a joint  committee  of  the  Iowa  State  t 
Medical  Society  and  the  Iowa  Pharmaceutical  Asso-  1 
elation,  it  was  extended  to  include  the  five  profes-  f 
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sions  now  named  as  components — medical,  dental, 
pharmaceutical,  veterinary  and  nursing.  It  was  en- 
larged to  include  these  allied  professions  and  desig- 
nated as  the  Council  Committee  on  Professional  Re- 
lations by  approval  of  the  House  of  Delegates  at 
the  Sioux  City  session  in  1932. 

From  this  point,  the  progress  toward  the  objec- 
tive was  rather  slow  for  various  reasons.  The  course 
was  uncharted,  and  having  no  pattern,  the  repre- 
sentatives of  the  various  professions  had  to  work 
out  the  type  of  organization  desired,  featuring  points 
that  would  be  of  common  and  mutual  advantage  to 
the  several  professions,  and,  quite  as  important, 
avoiding  the  establishing  of  precedents  which  might 
I later  prove  disastrous.  Contributing  also  to  the  de- 
I lay  was  the  fact  that  the  plan,  in  the  successive 
stages  of  its  development,  must  be  approved  by  each 
profession  at  its  annual  session.  These  intervals  of 
a year  were  not  consistent  with  speedy  development. 

The  first  definite  and  unified  action  was  in  1935, 
when  each  profession  at  its  annual  meeting  adopted 
a resolution  favorable  to  interprofessional  organiza- 
tion and  appointed  delegates  to  meet  with  delegates 
from  the  other  professions  for  further  consideration 
of  the  subject. 

These  delegates  met  in  Des  Moines  on  January 
19,  1936,  each  profession  having  full  representation. 
They  voted  unanimously  for  an  interprofessional  or- 
ganization, and  adopted  a constitution,  which  will  be 
considered  by  each  profession  at  its  1936  annual 
meeting.  Two  of  the  five  professional  associations 
have  already  approved  this  action  of  their  delegates. 
The  Iowa  Veterinary  Medical  Association  met  in 
January;  the  Iowa  Pharmaceutical  Association  met 
in  February.  Both  organizations  approved  the  con- 
stitution and  by-laws  drawn  up  for  the  Iowa  Inter- 
professional Association.  Our  own  House  of  Dele- 
gates voted  that  the  representatives  of  the  Iowa 
State  Medical  Society  to  this  state  interprofessional 
organization  should  be  the  three  members  of  the 
Committee  on  Public  Policy  and  Legislation.  Your 
Committee  on  Professional  Relations  was  also  rep- 
resented. The  Legislative  Committee,  however,  is  a 
Committee  of  the  House  of  Delegates,  and  responsible 
to  the  House.  For  that  reason,  the  reports  of  the 
deliberations  of  the  delegates  of  the  five  professions 
and  the  constitution  and  by-laws  adopted  by  them 
are  incorporated  in  the  report  of  the  Legislative 
Committee.  This  report  should  be  studied  by  each 
delegate  before  our  annual  meeting. 

While  relatively  few  counties  were  organized  in 
the  important  legislative  year,  1935,  the  allied  pro- 
fessions in  many  unorganized  counties  rendered 
1-  valuable  assistance.  Now  that  definite  statewide 
I interprofessional  organization  is  taking  form,  your 
j committee  feels  that  much  can  be  accomplished. 

( I Through  no  fault  of  the  county  society  officers, 
^ j reports  from  the  counties  are  not  available  for  the 
1 handbook.  We  hope  to  include  these  in  a supple- 
mental report  to  the  House  of  Delegates. 

Respectfully  submitted, 

K.  J.  Watson.  Chairman 
W.  R.  Brock 
IJ.  C.  Conzett 


Dr.  Watson;  I move  that  the  report  of  the  Com- 
mittee on  Professional  Relations  as  printed  in  the 
Handbook  be  accepted. 

The  motion  was  jmt  to  a vote  and  carried. 

President  Burcham:  Committee  on  Public  Rela- 
tions, Dr.  Evon  Walker,  Chairman. 


REPORT  OF  THE  COMMITTEE  IN  PUBLIC 
RELATIONS 

To  the  Council: 

The  Committee  on  Public  Relations  has  been  rather 
inactive  during  1935  due  to  the  fact  that  most  of  the 
problems  which  have  been  referred  to  it  seem  to 
overlap  with  the  duties  and  activities  of  committees 
that  are  all  ready  well  established  in  the  State  So- 
ciety. 

A more  detailed  report  will  be  given  at  the  meeting 
of  the  House  of  Delegates. 

Evon  Walker,  Chairman 

Dr.  Walker:  Mr.  President,  the  report  in  the 

Handbook  is  very  short,  but  it  covers  all  that  has 
been  done.  As  is  customary,  I move  that  the  report 
as  published  in  the  Handbook  be  accepted. 

The  motion  was  pvt  to  a vote  and  carried. 

President  Burcham:  Memorials  and  Communica- 
tions, Dr.  Parker. 

Secretary  Parker:  We  have  several  communica- 
tions here  from  other  societies.  I will  designate  the 
nature  of  the  communications  and  move  their  refer- 
ence to  the  proper  bodies. 

A communication  from  the  Ohio  State  Medical 
Society.  That  communication  considers  the  question 
of  graduates  of  medical  schools  and  colleges.  I move 
that  it  be  referred  to  our  Committee  on  Medical 
Education  and  Hospitals. 

The  motion  was  put  to  a vote  and  carried. 

Secretary  Parker:  A communication  from  the 

New  Jersey  State  Medical  Society.  It  involves  the 
question  of  medical  economics.  I therefore  move  that 
this  communication  be  referred  to  our  Committee  on 
Medical  Economics. 

The  motion  was  pvt  to  a vote  and  carried. 

Secretary  Parker:  Communication  from  the  Phila- 
delphia County  Medical  Society  regarding  the  meet- 
ing of  the  American  Medical  Association  in  Philadel- 
phia in  1937.  I move  that  that  be  referred  to  the 
Delegates  to  the  American  Medical  Association. 

The  motion  wan  pvt  to  a vote  and  canned. 

Secretary  Parker:  I have  a telegi’am  from  the 

Radiological  Society  of  North  America,  reading 
thus : 

“The  Radiological  Society  of  North  America  ex- 
tends to  you.  Dr.  Burcham,  as  Pi'esident  of  the  Iowa 
State  Medical  Society,  best  wishes  for  a most  success- 
ful and  profitable  meeting.  We  extend  to  the  Iowa 
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State  Medical  Society  our  congratulations,  felicita- 
tions and  best  wishes.” 

The  Secretary  will  consider  the  approval  of  an 
acknowledgment  of  this  telegram  from  the  Radio- 
logical Society  of  North  America. 

Dr.  Downing:  I move  that  it  be  replied  to  in  kind. 

The  motion  was  put  to  a vote  and  carried. 

Secretary  Parker:  We  have  a number  of  com- 
munications from  county  medical  societies  request- 
ing Life  Membership  for  some  of  their  members.  I 
will  read  them,  designating  the  county  medical  so- 
ciety in  which  the  application  is  made: 

L.  J.  Leech,  West  Branch;  Chas.  H.  French.  Cedar 
Rapids;  G.  M.  Lee,  Thompson;  Joseph  H.  McGready, 
Independence;  A.  P.  Johnson,  Sigourney;  W.  H. 
Thomsen,  Winterset;  Thomas  C.  Denny,  Des 
Moines;  E.  I;  Woodbury,  Burlington;  M.  C.  Mackin, 
Mt.  Pleasant;  C.  W.  Gardner,  Mt.  Pleasant;  0.  A. 
Geeseka,  Mt.  Pleasant;  G.  M.  Van  Ausdall,  New 
London;  J.  A.  Williams,  Belle  Plaine. 

Secretai'y  Parker:  I m.ove,  Mr.  President,  that 
Life  Membership  be  gi-anted  those  applicants. 

Dr.  Goenne:  I would  like  to  add  to  those  the 

names  of  Dr.  Fi-ederick  Lambach  and  Dr.  Edward 
Taylor  of  Scott  County.  Both  of  them  have  been 
voted  in  as  Life  Members  of  Scott  County. 

Dr.  Putnam:  I would  like  to  ask  Dr.  Parker  if 
our  Secretary  gave  you  any  reference  to  Dr.  Moor- 
head, Dr.  Heilman  and  Dr.  Houlihan  of  Ida  County. 
They  were  voted  in  as  Life  Members  of  Ida  County. 
The  secretary  was  supposed  to  take  care  of  it. 

Secretary  Parker : They  are  Life  Members  already 
and  are  so  carried  on  the  roll. 

Dr.  Bernard : I want  to  ask  if  the  names  of  J.  H. 
Sams  and  C.  H.  Morse  were  sent  to  you.  They  were 
voted  Life  Members  of  the  Wright  County  Medical 
Society  several  months  ago. 

President  Burcham : In  the  Second  Councilor  Dis- 
trict report  there  is  the  following  provision:  “The 
following  physicians  have  been  voted  Life  Member- 
ship by  their  county  societies  and  are  recommended 
to  the  House  of  Delegates  for  such  honor:  Dr.  G.  M. 
Lee,  of  Thompson;  Dr.  F.  A.  Stevens,  of  Belmond; 
Dr.  J.  H.  Sams,  of  Clarion,  and  Dr.  C.  H.  Morse,  of 
Eagle  Grove.”  The  physicians  you  name  have  been 
made  Life  Members  as  a result  of  the  acceptance  of 
this  report: 

You  have  heard  the  list  read  by  Dr.  Parker,  with 
the  addition  of  the  two  names.  Dr.  Lambach  and 
Dr.  Taylor.  All  in  favor  of  making  these  men  Life 
Members  signify  by  saying  “aye;”  contrary,  the 
same  sign.  It  is  carried. 

We  will  call  for  the  report  of  the  Constitution 
and  By-Laws  Committee. 


REPORT  OF  COMMITTEE  ON  CONSTITUTION 
AND  BY-LAWS 

House  of  Delegates,  Iowa  State  Medical  Society: 
Your  Committee  on  Constitution  and  By-laws  here- 
with submits  its  report  in  accordance  with  the  pro- 
visions of  the  by-laws. 


The  following  amendments  to  the  constitution  were 
presented  for  first  reading  at  the  1935  session  and 
accordingly  come  up  for  final  reading  and  considera- 
tion at  this  session  of  the  House  of  Delegates. 

1.  Article  IV,  Section  2.  All  of  the  first  sentence, 
following  the  first  two  words  “Life  member”  be 
omitted  and  in  lieu  thereof,  enact  the  following: 
“shall  be  those  members  who  have  been  in  good  stand- 
ing for  a period  of  thirty  or  more  successive  years 
prior  to  the  time  of  application  for  life  membership 
and  who  are  recommended  for  life  membership  to  the 
House  of  Delegates  by  a vote  of  their  county  medical 
society.” 

(Life  membership  is  usually  conferred  as  a real 
honor  and  distinction.  Many  members  feel  that 
qualification  for  life  membership  in  our  society  is 
now  so  low  and  so  many  are  admitted  each  year,  that 
it  does  not  confer  real  distinction  upon  those  being 
granted  life  membership.  Under  the  present  ruling 
a physician  may  not  have  been  a member  for  a 
number  of  years,  but  if  his  county  votes  him  life 
membership  and  presents  it  to  the  House  of  Dele- 
gates, he  may  still  be  made  a life  member.  The  pro- 
posed amendment  necessitates  continuous  and  recent 
support  of  the  medical  society  and  will  confer  real 
distinction  upon  those  being  granted  the  privilege  of 
life  membership.) 

2.  Article  V.  Change  the  period  in  the  last  line, 

following  the  word  “Constitution”  to  a comma,  and 
add  the  following:  “And  (3)  ex-presidents  of  the 

Society.” 

(At  the  present  time,  when  a president  has  served 
his  term,  there  is  no  provision  to  keep>  him  in  the 
official  body  of  the  society.  His  counsel,  made  valu- 
able by  his  years  of  experience  in  official  positions, 
is  lost  to  the  society.  This  amendment  will  give  him 
a voice  in  the  business  proceedings  of  the  society  and 
will  prove  a real  asset  to  the  society.) 

3.  Article  VIII,  Section  3.  Omit  the  words  “but 
no  delegate”  from  line  3,  all  of  lines  4 and  5,  and  the 
word  “Trustee”  from  line  6. 

(Under  the  present  set-up  no  delegate  can  be 
eligible  to  the  office  of  president,  vice  president,  sec- 
retary, or  treasurer.  Since  delegates  are  usually  the 
most  representative  and  honored  physicians  in  their 
own  society,  this  deprives  the  State  Society  of  the 
services  of  these  valuable  men  in  the  offices  men- 
tioned. This  amendment  will  make  delegates  eligible 
to  any  office  in  the  State  Society.) 

4.  Article  VIII,  Section  4.  Omit  in  its  entirety. 

(This  section  was  added  at  the  time  of  the  change 

to  the  president-elect  system.  It  has  served  its 
purpose  and  should  now  be  deleted  from  the  consti- 
tution. The  next  amendment  will  make  provision  for 
the  president-elect  to  take  office.) 

5.  Article  VIII,  Section  2.  Add:  “The  President- 
Elect  shall  enter  upon  the  duties  of  the  presidency  on 
the  last  day  of  the  annual  session  succeeding  that  in 
which  he  is  elected.” 

These  amendments  were  proposed  by  this  com- 
mittee in  1935  and  your  committee  on  Constitution 
and  By-laws  moves  that  they  be  adopted. 
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The  committee  agreed  to  propose  the  following 
changes  in  the  by-laws  for  your  consideration  at  this 
1936  meeting  of  the  House  of  Delegates: 

1.  Chapter  XII,  Section  8.  Add  a second  para- 
graph, as  follows:  “When  a physician  who  is  de- 

linquent for  a year  or  more  in  a component  society 
moves  to  another  county  in  this  state,  he  shall  be  re- 
garded as  any  other  non-member  and  shall  have  to 
make  application  for  membership  in  the  new  county 
society.” 

(The  By-laws  makes  provision  for  the  procedure 
in  case  of  a member  in  good  standing  moving  to 
another  county  within  the  state  but  does  not  provide 
for  the  procedure  in  case  a physician  who  has  been 
a member  but  is  delinquent  under  the  same  circum- 
stances. This  amendment  will  remedy  that  situation 
and  will  guide  the  county  society  secretaries  who 
often  make  inquiry  regarding  this  point.) 

2.  Chapter  XII,  Section  9.  Add  a sentence  at  the 

conclusion  of  the  Section,  as  follows:  “Otherwise, 

every  physician  should  belong  to  the  society  in  the 
county  in  which  he  resides.” 

(The  first  part  of  Section  9 implies  that  unless  a 
physician  lives  near  a county  line,  he  must  belong 
to  the  county  society  in  the  county  in  which  he  re- 
sides, but  it  does  not  say  so  directly.  As  a conse- 
quence many  physicians  belong  to  one  county  society 
but  live  in  another.  This  is  especially  true  in  counties 
adjoining  a large  county.  This  tends  to  destroy  the 
smaller  county  medical  societies.  This  amendment 
will  remedy  this  situation.  If  this  amendment  is 
passed  and  a physician  living  in  one  county  wishes 
to  belong  to  the  society  in  some  other  county,  he  may, 
if  he  is  first  a member  of  his  own  county  society,  be- 
come a non-resident  of  the  other  society.) 

Your  Committee  on  Constitution  and  By-Laws 
recommends  the  adoption  of  these  amendments  to 
the  by-laws. 

Walter  R.  Brock,  Chairman 
John  H.  Henkin 
W.  A.  Sternberg 

Dr.  Brock:  Mr.  Chairman  and  Gentlemen:  We 

are  all  interested  in  the  Constitution  of  our  Society. 
I suppose,  Mr.  President,  I should  read  this  report 
in  order  to  make  it  legal,  should  I not? 

Dr.  Brock  read  the  report  of  the  Committee  on 
Constitution  and  By-Law's,  found  on  page  41  of  the 
Handbook,  down  to  and  including  the  motion  for 
adoption  of  the  amendments  proposed  in  193.5. 

President  Burcham:  You  have  heard  the  motion. 
Do  you  want  to  vote  on  this  as  a whole  or  by 
sections? 

Dr.  Brock:  Mr.  President,  because  of  the  dissen- 
sion here  in  voting  upon  it  as  a whole,  I will  with- 
draw my  motion,  and  we  will  proceed  by  each  article. 

President  Burcham:  Is  that  with  the  consent  of 
the  second? 

With  the  consent  of  the  second,  the  motion  for 
the  adoption  of  the  report  as  a whole  was  with- 
drawn. 

President  Burcham:  Dr.  Parker  will  read  the 

article  as  it  is  at  present  in  the  Constitution  and 


then  he  will  read  it  as  it  is  changed,  and  we  will  vote 
on  them  one  at  a time. 

Secretary  Parker  read  Article  IV  as  it  now  stands 
and  then  with  the  amendment  suggested  by  the 
Committee  on  Constitution  and  By-Laws. 

Secretary  Parker:  I move  the  adoption  of  the 
amendment. 

President  Burcham:  You  have  heard  the  motion 
which  has  been  seconded,  to  adopt  Article  IV,  Section 
2,  as  amended.  Is  there  any  discussion? 

Dr.  Hanna:  That  limits  life  members  to  those 
who  have  been  members  of  the  Society  for  thirty 
or  more  successive  years?  Is  that  right? 

President  Burcham:  Yes. 

Dr.  Hanna:  The  amendment  prevents  the  election 
to  Life  Membership  in  this  Society  of  any  member 
who  has  not  been  continuously  in  good  standing  for 
thirty  years,  but  who  may  be  such  an  outstanding 
person  as  to  deserve  it. 

Dr.  Brock:  Yes. 

Dr.  Van  Metre:  I have  been  a member  for  more 
than  thirty  years  except  for  two  years  in  the  mili- 
tary service,  in  which  time  I was  not  a member  of 
the  Society.  How  does  it  affect  my  Life  Membership 
some  time  in  the  future? 

President  Burcham:  I think  it  would  be  a poor 
county  society  that  would  drop  such  a member  during 
that  period  of  time. 

Dr.  Evon  Walker:  It  seems  to  me  that  the  pro- 
posed amendment  will  prevent  a man  being  elected 
to  Life  Membership  under  any  circumstances,  unless 
he  has  been  in  Iowa  continuously  for  thirty  years. 
This  might  work  some  injustice.  I am  not  looking 
for  it,  am  not  expecting  it  and  don’t  care  for  it,  but 
I happen  to  have  been  born  in  Iowa,  educated  in 
Iowa,  and  practiced  in  Iowa  the  better  part  of  more 
than  thirty  years.  However,  for  a time  I was  out 
of  Iowa.  There  are  other  men  who  really  are  worthy, 
who  may  have  similar  records.  They  are  lowans, 
graduated  from  the  university  here.  I don’t  think 
that  provisions  should  be  so  stringent  that  men  who 
are  worthy  and  outstanding  will  not  be  able  to  be 
elected. 

Dr.  Van  Metre:  It  could  be  very  easily  remedied  by 
an  amendment  to  the  effect  that  those  who  have  been 
in  military  service  or  in  other  service  may  be  eligible. 
My  Society  moved  to  keep  up  my  membership  for 
four  years  while  I was  a missionary.  I don’t  know 
whether  they  kept  it  up  or  not.  I,  like  the  other 
gentlemen,  am  not  looking  for  Life  Membership,  but 
I think  that  Dr.  Brock’s  amendment  could  be  changed 
to  take  care  of  such  cases  as  I mentioned. 

Dr.  Bellinger::  I don’t  know  what  the  original 
instruction  was  in  regard  to  this  amendment  to  the 
Constitution,  and  I don’t  rise  for  the  purpose  of 
objecting  to  the  advocacy  of  this  amendment  to 
the  Constitution.  However,  this  thought  comes  to 
me:  I wonder  if  in  requiring  thirty  years’  activity 
on  the  past  of  a practitioner  to  make  him  eligible  to 
be  elected  as  a Life  Member  of  this  Society,  we 
shouldn’t  as  members  of  our  county  society  use  a 
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great  deal  of  discretion  in  electing  or  nominating 
men  for  Life  Membership. 

As  I look  over  this  organization  and  see  the  gi’ay 
hairs,  I realize  that  the  majority  of  us  have  been 
practicing  thirty  years;  in  fact,  I myself  have  been 
practicing  some  time  over  thirty  years.  I wouldn’t 
want  a Life  Membership  in  this  organization  be- 
cause I feel  that  the  State  Society  needs  the  experi- 
ence of  men  who  have  been  members  for  thirty 
years;  needs  their  moral  and  professional  influence. 

If  this  amendment  to  the  Constitution  is  passed 
without  any  restriction  on  the  counties  in  electing 
their  members  as  Life  Members,  it  seems  to  me  it 
would  be  dangerous,  because  they  might  advocate  the 
election  to  Life  Membership  of  too  many  members. 

If  the  men  who  are  recommended  have  been  influ- 
ential in  their  county  societies  and  in  the  State  So- 
ciety, have  become  physically  incapacitated  and  are 
not  in  active  practice,  then  I feel  we  should  pass  this 
amendment.  Men  who  have  influence  and  money 
should  not  be  exempt  from  the  provision.  There  is 
just  a question  in  my  mind  as  to  whether  we  should 
pass  this  amendment. 

Dr.  Brock:  Mr.  President,  I might  suggest  that 
Dr.  Bellinger’s  ideas  are  very  good,  but  we  must  re- 
member that  we  as  a State  Society  can’t  tell  our 
counties  what  they  shall  do.  We  have  to  put  them 
on  their  honor,  and  we  don’t  expect  they  are  going 
to  run  any  black  sheep  in  as  Life  Members.  As  far 
as  I am  concerned,  I feel  that  every  county  is  en- 
titled to  decide  who  should  be  a Life  Member;  there 
is  no  doubt  that  they  should  be  careful.  The  only 
thing  we  can  do  is  suggest  to  them. 

Dr.  Henkin:  Mr.  Chairman,  if  a county  recom- 

mends somebody  for  Life  Membership,  the  State  So- 
ciety books  are  examined  to  see  if  that  individual 
has  paid  his  dues  for  thirty  consecutive  years,  are 
they  not? 

Secretary  Parker:  Yes.  Often  a member  writes 
in  direct  and  makes  application  for  Life  Member- 
ship. 

Di’.  Henkin : What  I mean  is,  you  wouldn’t  accept 

the  county’s  recommendation  without  examining  your 
books  to  see  if  the  doctor  had  paid  dues  every  year 
for  thirty  years,  would  you? 

Secretary  Parker:  The  last  part  of  that  article 
says:  “.  . . and  of  such  other  worthy  members  as 
the  Society  may  designate  by  unanimous  vote.” 

Dr.  Henkin:  If  the  amendment  should  carry,  the 

requisite  of  thirty  years  of  continuous  membership 
would  exist  for  all  members,  would  it  not? 

Secretary  Parker:  It  would. 

Dr.  Henkin : So  it  seems  to  me  it  would  become 

automatic.  I think  that  a member  who  has  paid 
his  dues  for  thirty  years  has  probably  made  suitable 
financial  contribution  to  the  Society,  and  with  those 
that  have  not  you  have  to  strike  some  arbitrary 
point.  I see  no  reason  why  thirty  years  should  not 
be  all  right.  Those  who  have  not  done  so  do  not 
become  Life  Members.  I cannot  see  that  is  an  in- 
justice to  one  if  he  never  does  become  a Life  Mem- 
ber. I don’t  see  that  that  is  a requirement  that 


any  of  us  should  ever  become  Life  Members  unless 
we  happen  to  reach  the  goal  of  having  paid  dues 
thirty  times.  If  one  was  in  the  military  service  and 
wanted  to  become  a Life  Member,  he  could  pay  the 
dues  for  these  two  years.  I presume  at  this  late 
date  they  could  pay  the  back  dues,  could  they  not? 

Secretary  Parker:  Yes. 

Dr.  Junger:  Mr.  President  and  Gentlemen:  I 
don’t  believe  that  a scientiflc  society  should  go  so 
much  on  technicalities  in  granting  Life  Membership. 
We  should  depend  on  the  honor  of  the  man,  the  serv- 
ice he  has  rendered  and  the  recommendation  of  his 
county  society. 

Supposing  I am  hard  pressed  financially.  I 

wouldn’t  want  you  to  throw  me  out  because  I didn’t 
pay  my  dues  for  a year  or  two,  or  because  I moved 
into  Missouri  or  some  other  state.  As  the  Scripture 
says,  the  spirit  of  the  law  maketh  a life,  while  the 
letter  of  the  law  killeth.  That  is  what  you  are  talk- 
ing about,  the  letter  of  the  law.  “If  you  move  across 
the  state  line,  you’re  out,  even  if  you  work  harder 
than  you  did  here.” 

I say  that  any  man  who  has  conducted  himself 
honorably  for  thirty  years  or  more  and  happens  to 
move  in  Iowa  ought  to  be  an  asset  to  us,  and  we  can 
afford  to  cari-y  him  as  a Life  Member,  if  he  is  so 
situated  that  he  can’t  pay.  There  won’t  be  two  per 
cent  of  the  Life  Members  that  wouldn’t  pay  their 
dues  right  along. 

I move  that  we  quit  the  foolishness  of  being  so 
technical  and  sticking  to  the  letter  of  the  law.  Let’s 
apply  the  spirit  as  a scientific  body  should  apply  it, 
to  all  these  questions. 

Dr.  Morganthaler : Wouldn’t  is  be  possible  to 

take  out  the  word  “consecutive”  provided  he  meets 
all  the  rest  of  the  requirements? 

President  Burcham : Dr.  Brock,  will  you  answer 
that  question? 

Dr.  Brock:  I suppose  we  could  write  this  thing 
over  until  midnight  tomorrow  and  we  wouldn’t  agree 
upon  it  all  around.  I believe  it  is  all  right  as  it 
stands.  I don’t  know  that  I want  to  make  any 
change  right  now.  We  may  do  it  next  year,  if  we 
are  alive  and  on  the  Committee.  Personally,  Mr. 
President,  I prefer  to  present  this  just  as  it  is.  I 
don’t  see  why  we  need  to  haggle  upon  technicalities. 

The  question  was  called  for. 

President  Burcham:  It  has  been  moved  and  sec- 
onded that  this  change  that  has  been  read  and  dis- 
cussed be  adopted.  All  in  favor  say  “aye;”  con- 
trary the  same  sign.  I shall  call  for  a rising  vote. 
All  those  in  favor  of  the  adoption  of  this  change  to 
the  Constitution  will  stand;  all  opposed.  The  -tno- 
tion  is  lost. 

Will  you  read  the  second  change? 

Secretary  Parker  read  Article  V and  its  amend- 
ment. 

Secretary  Parker:  I move  its  adoption. 

President  Burcham : Adoption  of  this  amendment 
has  been  moved  and  seconded.  Is  there  any  discus- 
sion? 

Dr.  Putnam:  As  far  as  I can  see,  the  only  change 
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you  have  added  is  that  the  ex-presidents  of  the  So- 
ciety shall  be  members  of  the  House  of  Delegates. 
It  seems  to  me  that  when  we  elect  a man  as  Presi- 
dent of  the  Society  we  have  conferred  upon  him  all 
the  honors  he  has  deserved  and  he  should  go  back 
into  the  ranks,  keeping  the  control  of  the  House  of 
Delegates  in  the  county  societies  where  it  belongs, 
where  it  originated.  I feel  that  the  change  is  not 
essential. 

Dr.  Loosbrock:  The  delegates  are  apportioned 

according  to  county  strength,  are  they  not? 

President  Burcham:  Yes. 

Dr.  Loosbrock:  I object  to  this  article  for  the 

I simple  reason  that  as  time  goes  on  and  you  get  a 
I little  piling  up  of  ex-presidents  in  certain  localities 
' some  of  the  smaller  counties  will  get  unequal  repre- 
sentation. I feel  that  the  active  officers  and  dele- 
gates are  sufficient  to  conduct  the  business  of  the 
Society,  with  all  due  respect  to  the  ex-presidents.  I 
' feel  they  have  had  their  honor  and  their  local  so- 
cieties have  the  privilege  of  sending  them  back  as 
delegates. 

Dr.  W.  E.  Baker:  I would  like  to  ask  a question: 

If  an  ex-president  is  made  a delegate  to  this  body, 
would  he  have  the  right  to  vote  or  would  his  ca- 
pacity be  just  advisory? 

Dr.  Brock:  He  would  have  a right  to  vote. 

The  question  was  called  for. 

' President  Burcham : The  question  is  shall  we 

adopt  Article  V of  the  Constitution,  as  amended? 
All  in  favor  signify  by  saying  “aye;”  contrary  the 
same  sign.  It  is  lost. 

The  Secretary  will  read  the  next  amendment. 

Secretary  Parker  read  Article  VIII,  Section  3, 
and  its  amendment. 

Secretary  Parker:  I move  its  adoption. 

President  Burcham:  It  has  been  moved  and  sec- 
onded that  Article  VIII,  Section  3,  as  amended  be 
1 adopted.  Is  there  any  discussion? 

> Dr.  J.  E.  Brinkman:  I rise  to  a point  of  order, 
because,  if  this  is  passed,  it  is  going  to  affect  our 
meeting.  It  says  that  the  officers  shall  be  elected  on 
the  morning  of  the  last  day  of  the  Annual  Session. 
If  you  look  on  your  program,  we  are  to  elect  the 
officers  at  one-thirty  in  the  afternoon  of  the  last  day, 
so  that  would  make  it  rather  illegal. 

Secretary  Parker:  We  can’t  change  the  Constitu- 
tion; we  can  change  the  meeting. 

Dr.  Brinkman : I am  calling  your  attention  to 

that.  There  is  something  else.  I can  hardly  see 
why  we  should  penalize  a man  simply  because  he 
doesn’t  happen  to  be  pre.sent.  It  might  be  the  will 
of  the  House  of  Delegates  to  elect  some  man  who  is 
very  deserving,  who  is  outstanding  and  intended  to 
be  here,  but  at  the  last  minute  something  happened 
so  that  he  couldn’t  come.  According  to  this,  we 
simply  cannot  elect  him,  and  it  might  be  that  he 
never  would  be  elected. 

Then  it  says  that  no  member  shall  be  elected  who 
has  not  been  a member  for  the  past  two  years.  It 
seems  to  me  that,  when  a man  comes  up  for  an  office 
in  the  State  Society,  two  years  is  a pretty  small  time 


to  check  up  on  him.  He  might  come  and  be  a mighty 
tame  sheep  for  two  years,  but  he  might  have  come 
from  some  place  where  his  record  wasn’t  quite  so 
good.  If  we  made  it  five  years  instead  of  two,  it 
seems  to  me  it  would  be  better. 

I would  like  to  offer  an  amendment  to  this  Sec- 
tion 3 of  Article  VIII,  to  read : “The  officers  of  this 
Society  shall  be  elected  by  the  House  of  Delegates” 
(I  don’t  see  that  it  makes  any  particular  reason  as 
to  time,  forenoon  or  afternoon)  “and  shall  make  its 
report  on  the  afternoon  of  the  last  day  of  the  An- 
nual Session.”  Then  strike  out,  “if  he  is  not  here,” 
because  you  know  that  doctors  can’t  always  keep 
appointments.  Then  say,  “No  person  shall  be  elected 
to  any  office  who  has  not  been  a member  in  good 
standing  of  this  Society  for  the  past  five  years”  in- 
stead of  two  years. 

President  Burcham : He  offered  this  as  an  amend- 
ment. Is  there  a second  to  the  amendment? 

The  amendment  was  regularly  seconded. 

President  Burcham:  We  will  now  vote  on  the 

amendment. 

Dr.  Fay:  I rise  to  a point  of  order.  I don’t  think 
you  can  amend  the  Constitution  now.  Amendments 
have  to  lay  on  the  table  for  a year. 

President  Burcham:  If  this  amendment  to  the 

amendment  is  lost,  we  can  vote  on  the  main  amend- 
ment. If  it  is  carried,  it  will  have  to  lay  over.  Are 
you  ready  to  vote  on  the  amendment  to  the  amend- 
ment? All  in  favor  signify  by  saying  “aye;”  con- 
trary. It  is  lost.  Do  you  want  to  vote  on  the  origi- 
nal question? 

The  question  was  called  for. 

President  Burcham:  All  in  favor  of  the  adoption 
of  the  Constitution  as  amended  signify  by  saying 
“aye”;  contrary.  We  will  have  to  have  a rising 
vote.  Will  the  “ayes”  please  stand?  Will  the  “noes” 
please  stand?  It  is  lost. 

Secretary  Parker  read  the  present  Article  VIII, 
Section  4,  and  that  section  as  amended. 

Secretary  Parker:  I move  the  adoption. 

President  Burcham:  You  have  heard  the  motion. 
Is  there  any  discussion? 

The  question  was  called  for,  put  to  a vote  and 
cam'ied. 

Secretary  Parker  read  Article  VIII,  Section  2, 
and  its  amendment. 

Secretary  Parker:  I move  the  adoption  of  the 

amendment. 

The  motion  was  put  to  a vote  and  carried. 

President  Burcham : Now  the  changes  in  the  By- 
Laws. 

Secretary  Parker  read  the  proposed  changes  in 
the  By-Laws. 

President  Burcham:  This  is  the  first  reading  of 
the  changes  in  the  By-Laws.  It  will  be  necessai-y  for 
them  to  lay  over  one  day  and  they  will  be  taken  up 
on  F’riday. 

The  next  order  of  business  is  new  business.  Dr. 
Moore. 

Dr.  Fred  Moore:  Mr.  Chairman,  I want  to  bring 
to  your  attention  this  item  of  new  business — the 
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matter  of  the  interprofessional  organization.  As  I 
indicated  a while  ago,  the  representatives  of  this 
Society,  in  accordance  with  the  instructions  of  the 
House  of  Delegates,  met  with  representatives  of 
the  other  state  professional  societies  and  organized 
the  Iowa  Interprofessional  Association,  the  constitu- 
tion of  which  is  in  your  Handbook  on  page  45. 

Article  III,  Section  3 provides;  “Each  member  or- 
ganization shall  be  entitled  to  three  delegates  to  be 
selected  by  it,  in  any  manner  satisfactory  to  the 
individual  society  or  association.” 

Article  IV,  Section  4:  “Each  of  the  five  coordinat- 
ing societies  may  designate  three  representatives 
who  shall  be  ex-officio  members  of  this  Association.” 

The  first  immediate  step  for  our  House  of  Dele- 
gates to  take  in  furthering  this  interprofessional 
organization,  is  to  provide  for  the  appointment  of 
repiesentatives  from  this  Society  to  the  Iowa  Inter- 
professional Association.  Do  you  wish  to  take  these 
up  item  by  item? 

President  Burcham:  Do  you  want  that  committee 
appointed? 

Dr.  Moore:  It  doesn’t  provide  specifically  for  the 
appointment  of  a committee.  The  Legislative  Com- 
mittee has  some  hesitation  in  making  specific  recom- 
mendations for  this  particular  thing,  although  we 
have  discussed  it  with  a number  of  the  members. 
We  felt  that  it  might  be  well  to  leave  this  open  for 
discussion  and  suggestions  by  the  members  of  the 
House  of  Delegates.  If  you  wish,  we  can  make 
specific  recommendations. 

President  Burcham : I think  the  Doctor  wants 

some  expression  from  the  House  as  to  whether  the 
Legfislative  Committee  shall  be  the  committee  to 
represent  the  State  Society  in  this  interprofessional 
group.  I think  last  year  the  House  of  Delegates 
designated  the  Legislative  Committee  to  act  in  that 
capacity.  What  he  wants  to  know  is  whether  you 
want  to  continue  that,  or  whether  you  want  some 
other  committee.  If  you  appoint  a special  com- 
mittee, you  can  do  it  at  Friday’s  meeting.  If  you 
appoint  a standing  committee,  that  will  change  the 
Constitution  and  By-Laws  and  it  will  have  to  lay 
over  for  a year.  If  you  want  the  Legislative  Com- 
mittee to  continue  to  represent  us  in  this  interprofes- 
sional group,  all  you  have  to  do  is  to  include  it  in 
the  functions  of  the  Legislative  Committee  at  the 
present  time.  What  is  your  pleasure? 

Dr.  Baker:  I move  that  the  Legislative  Commit- 

tee continue  this  work  as  it  has  done  in  the  past 
year. 

The  motion  was  put  to  a vote  and  carried. 

Dr.  Watson:  Inasmuch  as  the  Constitution  also 

calls  for  three  ex-officio  representatives,  I move  that 
those  three  ex-officio  representatives  be  the  Presi- 
dent, the  President-Elect  and  the  Secretary  of  the 
State  Society. 

President  Burcham:  It  has  been  moved  and  sec- 
onded that  the  President,  the  President-Elect  and 
the  Secretary  act  as  ex-officio  members.  Are  you 
ready  for  the  question? 
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The  question  was  called  foi',  put  to  a vote  and 
carried. 

Dr.  Moore:  The  next  item  to  which  I want  to  call 
your  attention  is  with  reference  to  dues.  Article  IX. 
Representatives  of  the  several  state  societies  ob- 1 
viously  could  not  bind  their  several  societies  to ; 
financial  support  of  this  organization.  They  merely  j 
set  forth  in  their  Constitution  that  the  annual  dues 
of  each  member  organization  should  be  the  nominal 
sum  of  $10  for  the  first  year.  After  the  several 
state  societies  have  adopted  this  and  appointed  the 
representatives,  the  latter  can  make  more  specific 
recommendations  to  their  separate  societies  regard- 
ing expense. 

Only  the  trustees  can  determine  what  our  contri- 
bution may  be.  Therefore,  I move  that  such  financial 
support  be  given  the  interprofessional  organization  ! 
by  the  Iowa  State  Medical  Society  as  the  Trustees 
may  decide  upon. 

President  Burcham;  That  was  made  in  the  form 
of  a motion.  Is  thei’e  a second? 

Dr.  Baker : I second  the  motion. 

President  Burcham:  That  refers  to  the  Board  of 
Trustees  the  matter  of  financing  this.  Are  you 
ready  for  the  question? 

The  question  was  called  for,  put  to  a vote  and 
ca  fried. 

Dr.  Moore:  Then  the  next  step  is  for  this  House 
of  Delegates  to  issue  such  instructions,  or  make 
such  suggestions  as  you  may  desire,  to  your  repre- 
sentatives. I am  sure  the  committee  would  be  very 
grateful  for  any  suggestions  which  you  have  to  offer. 

President  Burcham : Is  there  any  further  new 

business? 

Dr.  Albright:  Mr.  President,  I ask  the  consent  of 
the  House  of  Delegates  to  have  a man  who  is  not  a 
member  of  the  House  of  Delegates,  Dr.  Steindler, 
present  a matter  that  has  been  passed  upon  by  the 
proper  committee  of  the  State  Society. 

President  Burcham:  Permission  has  been  asked 

to  have  the  privilege  of  the  floor  extended  to  Dr.; 
Steindler.  Is  there  any  objection?  If  there  are  no  I 
objections  will  you  come  forward.  Dr.  Steindler? 

Dr.  Steindler:  Mr.  President  and  Delegates  of  the 
Iowa  State  Medical  Society:  Some  time  ago  the 

American  College  of  Surgeons  approached  me  with 
the  idea  of  starting  something  to  promote  the  treat- 
ment of  fractures  in  the  State  of  Iowa. 

Prior  to  this  there  had  been  in  existence  a number 
of  fracture  committees  throughout  the  several  states, 
which  at  this  time  are  in  full  operation.  I was  first 
asked  to  submit  a list  of  names.  This  I refused 
to  do,  at  least  insofar  as  the  names  submitted 
would  in  any  way  indicate  the  total  roster  of  men 
who  were  qualified  to  do  fracture  work.  I felt  that 
it  was  not  within  my  province  nor  within  my  power 
to  say  who  shall  be  capable  of  doing  fracture  woi’k 
and  who  shall  not. 

In  order  to  start  it,  I asked  forty  of  the  approxi- 
mately 200  Iowa  members  of  the  College  of  Sur- 
geons to  meet  with  me  quite  informally  and  to  de- 
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liberate  on  what  could  be  done  in  order  to  make  this 
a statewide  movement. 

I will  say  that  the  scope  of  the  activities  of  this 
fracture  committee  is  to  hold  fracture  clinics,  to 
give  lectures,  talks  and  demonstrations  on  the  sub- 
ject, to  maintain  and  supervise  adequate  equipment 
for  fracture  treatment  in  hospitals,  to  maintain  first 
aid  stations,  to  cooperate  with  the  Red  Cross  Society 
and  similar  activities,  and  to  spread  information  on 
I the  subject  to  the  public. 

I We  met  today  at  one  o’clock,  and  I made  it  very 
' clear  to  the  gentlemen  present  that  this  group  con- 
stitutes nothing  but  the  nucleus  of  a fracture  com- 
mittee ; that  the  completion  of  the  roster  of  that  frac- 
ture committee  should  be  left  to  the  Iowa  State 
Medical  Society. 

This  suggestion  was  adopted,  in  principle,  and, 
after  some  discussion,  I was  asked  to  approach  the 
Iowa  State  Medical  Society,  through  its  House  of 
Delegates,  with  the  following  requests : 

First,  that  the  Iowa  State  Medical  Society  is  re- 
quested, through  its  House  of  Delegates  to  select,  in 
addition  to  the  men  already  appointed,  as  many 
members  as  it  deems  advisable. 

Second,  that  the  Iowa  State  Medical  Society, 
through  its  House  of  Delegates,  is  also  requested  to 
select  a chairman  from  the  number  selected  by  it, 
so  he  may  jointly,  with  the  chairman  chosen  by  the 
appointees  of  the  College,  call  a constitutional  meet- 
i ing  for  further  organization  of  the  committee. 

Third,  that  the  Iowa  State  Medical  Society  hand 
in  the  names  of  these  additional  members  to  the  Col- 
lege of  Surgeons,  with  the  understanding  that  they 
are  already  vouched  for  as  to  their  qualifications  by 
the  Iowa  State  Medical  Society. 

Fourth,  that  the  Icwa  State  Medical  Society  en- 
list and  accept  the  cooperation  of  the  College  of 
Surgeons  in  an  advisory  capacity. 

I would  ask  you  to  consider  the  driving  motive 
of  this  procedure  of  transferring  the  control,  the 
1 activities  of  a fracture  committee,  from  the  nar- 
rower frame  of  the  College  of  Surgeons  to  the  wider 
frame  of  the  Iowa  State  Medical  Society,  because  I 
believe  that  only  with  the  wholehearted  support  of 
the  entire  profession  would  it  be  possible  to  make 
a success  of  this  movement. 

I thank  you. 

President  Burcham : Does  the  House  of  Delegates 
want  to  take  any  action  on  this  matter?  Does  the 
delegate  from  Johnson  County  want  to  make  a mo- 
tion? 

Dr.  D.  W.  Harman : What  does  this  movement 

mean?  There  has  been  no  explanation  to  the  House 
of  Delegates  outside  of  the  two  brief  items  that  we 
had.  Do  you  want  us  to  pass  on  something  we  don’t 
knew  anything  about? 

President  Burcham;  I want  you  to  use  your  own 
judgment.  If  it  is  not  sufficiently  clear  I will  ask 
for  further  explanation.  There  is  no  motion  before 
the  house.  I thought  probably  somebody  had  a mo- 
tion that  they  wanted  to  make  to  create  a committee 


to  carry  out  the  provisions  of  this  talk  of  Dr.  Steind- 
ler’s. 

Dr.  Boice:  Mr.  President,  I move  that  we  receive 
and  approve  the  report  of  Dr.  Steindlei-,  that  the 
House  of  Delegates  take  such  action  as  requested, 
and  that  a committee  be  appointed  by  the  President 
of  the  Iowa  State  Medical  Society  to  cooperate  in 
the  fracture  work. 

Dr.  Fred  Watts;  I would  like  to  ask  a question 
Is  this  committee  that  is  being  formed  going  to  be 
used  to  disqualify  a certain  percentage  of  the  physi- 
cians doing  fracture  work? 

Dr.  Steindler;  Quite  to  the  contrary.  I felt  that 
it  was  urgently  necessary  to  expand  the  roster,  the 
list  of  the  men,  beyond  those  who  are  members  of  the 
College  of  Surgeons,  because  I think  it  should  con- 
tain all  men  who  are  qualified  to  do  fracture  work, 
whether  they  are  members  of  the  College  or  not.  The 
thing  won’t  work  unless  the  State  Medical  Society 
and  their  county  societies  have  something  to  say 
about  the  selection  of  members. 

In  regard  to  the  operation  of  this,  it  would,  of 
course,  imply  first  that  your  President  appoint  a com- 
mittee to  report  on  those  members  of  the  State 
Medical  Society  and  of  the  county  societies  who  by 
their  qualifications  are  eligible  for  the  treatment  of 
fractures.  That  is  a matter  that  has  to  be  investi- 
gated by  the  local  county  societies  because  no  man 
can  say  at  a distance  whether  a man  is  good  or  not. 

Secondly,  that  the  organization,  when  its  member- 
ship is  completed,  select  a state  fracture  committee, 
and  that  state  fracture  committee  then  select  a sub- 
committee for  each  county  or  for  each  district,  as 
they  see  fit,  and  then  these  subcommittees  will  be 
the  ones  that  will  do  the  actual  work,  that  will  put 
on  the  fracture  clinics  and  get  speakers  and  give 
demonstrations,  and  do  everything  possible  to  en- 
hance the  practice  of  fracture  treatment. 

Dr.  Downing;  It  would  seem  to  me  that  this  mat- 
ter should  be  referred  to  the  proper  committee  before 
it  is  brought  before  the  House  of  Delegates. 

Dr.  Harman;  What  is  meant  by  the  first  aid  sta- 
tions? Does  it  mean  that  we  want  to  concentrate 
the  treatment  of  fractures  in  the  hands  of  a few 
men,  or  what  is  the  idea  in  back  of  it? 

Dr.  Steindler;  The  idea  is  primarily  first  aid  sta- 
tions on  the  highway. 

Dr.  Harman ; Does  the  establishment  of  your  first 
aid  stations  mean  that  the  fracture  treatment  in  the 
future  will  pass  into  the  hands  of  a certain  few  men? 

Dr.  Steindler;  This  whole  movement  is  for  the  ex- 
press purpose  of  getting  this  work  out  of  the  hands 
of  a few  men  and  getting  it  into  the  hands  of  every- 
one who  is  qualified  to  treat  fractures. 

Dr.  B.  J.  Dierker;  If  I understand  this  fully,  this 
is  to  be  a matter  of  teaching  fracture  work  rather 
than  selecting  some  one  to  do  fracture  work.  I 
think  we  have  to  understand  that  out  in  the  rural 
communities  fracture  work  is  done  by  almost  every 
physician  and  quite  extensive  fracture  work,  as  far 
as  femurs  and  so  on,  are  concerned.  I imagine  the 
vast  hulk  of  the  doctors  in  the  state  of  Iowa  are 
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doing  fracture  work,  outside  of  the  large  centers.  I 
ask  for  information  as  to  whether  this  is  a system 
of  teaching  by  which  you  are  hoping  to  make  better 
fracture  men  out  of  the  general  practitioners,  or 
whether  it  is  a means  to  select  those  men  who  are 
capable  of  doing  fracture  work  and  keeping  the  work 
in  their  hands. 

Dr.  Steindler:  It  is  almost  entirely  a matter  of 
teaching  fracture  treatment. 

Dr.  Oliver  J.  Fay:  These  first  aid  stations,  I think, 
are  now  put  up  by  the  American  Red  Cross,  isn’t 
that  true.  Dr.  Steindler? 

Dr.  Steindler:  Yes. 

Dr.  Fay:  The  American  College  of  Surgeons'  has 
no  idea  of  putting  up  first  aid  stations.  It  wants  to 
establish  medical  control  over  the  first  aid  stations 
that  are  now  up  and  to  work  in  conjunction  with  the 
American  Red  Cross.  As  the  doctor  here  said,  every- 
body in  every  community  is  doing  fracture  work, 
femurs,  compound  fractures,  and  so  on.  The  inten- 
tion is  not  to  take  the  cases  away  from  those  men 
but,  in  the  central  clinics  and  elsewhere,  to  teach 
every  man  to  do  better  fracture  work.  Is  that  not 
the  case? 

Dr.  Steindler:  In  regard  to  first  aid  stations,  I 
mentioned  those  because  they  are  within  the  activi- 
ties suggested,  but  I know  some  states,  for  in- 
stance, Rhode  Island,  which  is  very  thickly  popu- 
lated, in  which  first  aid  stations  are  not  accepted. 
I shall  read  again  the  six  points  which  set  out  the 
principal  activities.  You  will  note  that  practically 
all  of  them  are  instructive: 

To  hold  fracture  clinics;  to  give  lectures,  talks, 
demonstrations  and  discussions  on  this  subject;  to 
maintain  and  supervise  adequate  treatment  for  frac- 
tures in  hospitals;  to  maintain  first  aid  stations; 
to  coopei’ate  with  the  Red  Cross  and  similar  activi- 
ties, and  to  spread  information  on  this  subject  to  the 
public. 

There  isn’t  a word  said  about  removing  an  individ- 
ual fracture  case  from  a remote  center  for  treat- 
ment. That  wouldn’t  elevate  the  treatment  of  frac- 
tures at  all.  Fractures  are  either  treated  adequately 
or  not  adequately.  If  they  are  not  treated  ade- 
quately, it  is  a matter  of  instruction  for  the  physi- 
cians. 

The  American  College  of  Surgeons,  believing  the 
fracture  treatment  was  not  adequate,  instituted  this 
movement  which  is,  above  all  things,  instructional. 

Dr.  Suchomel:  It  seems  to  me  we  already  have  a 
committee  that  could  handle  this  matter,  and  I wish 
to  amend  the  motion  made  by  Dr.  Boice  by  referring 
this  matter  to  the  Committee  on  Medical  Education 
and  Hospitals  for  its  recommendation. 

The  question  was  called  for. 

President  Burcham : The  question  has  been  called 
for.  We  will  now  vote  on  the  amendment  that  this 
question  of  fracture  treatment  and  educational  pro- 
gram outlined  by  Dr.  Steindler  be  referred  to  the 
Committee  on  Medical  Education  and  Hospitals.  All 
in  favor  signify  by  saying  “aye”;  contrary.  It  is 
canned. 
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Now  the  main  question.  Do  you  remember  that 
resolution,  that  this  committee  be  empowered  to 
carry  out  the  instructions  as  outlined  by  Dr.  Steind- 
ler? On  the  main  question,  all  in  favor  signify  by 
saying  “aye”;  contrary  “no.” 

Dr.  Steindler:  The  main  question  was  whether  the 
Iowa  State  Medical  Society  is  willing,  by  some  pro-  : 
cedure,  to  complete  the  list  of  men  qualified  to  do  | 
fracture  work  throughout  the  state,  of  which  we  i ' 
have  merely  a nucleus  in  the  forty-one  members  who 
met  today,  or  were  to  have  met  today  at  one  o’clock.  | 
The  whole  thing  centers  about  the  question  as  to  f 
whether  or  not  you  will  support  the  American  Col-  ! ■ 
lege  of  Surgeons  in  the  question  of  personnel.  If  ; 
the  few  men  belonging  to  the  College  of  Surgeons  ' . 
go  out  and  talk  among  themselves,  the  movement  will  j 
never  be  statewide,  and  it  could  never  have  state  i ■ 
support.  If  it  hasn’t  state  support  I don’t  think  we 
can  do  anything.  It  failed  in  Nebraska  for  lack 
of  state  support  until  the  Nebraska  State  Medical 
Society  took  it  over,  so  to  speak,  and  worked  in  coop-  < 
eration  with  the  American  College  of  Surgeons.  That  i 
is  all  I am  asking  We  don’t  want  to  have  any  mo-  •! 
nopoly  on  anything.  On  the  contrary,  we  want  to  j 
spread  it  out  among  all  members  of  the  State  Medi-  ^ 
cal  Society.  Whether  a doctor  is  a member  of  the  i 
College  of  Surgeons  or  not  makes  no  difference.  i 

Dr.  Fred  Moore:  I would  like  to  ask  Dr.  Steindler  j 
a question,  merely  for  clarification.  He  has  used  the  j 
expression,  I believe,  that  he  wishes  to  extend  or  • 
complete  the  list  of  men  who  do  fracture  work.  Is 
that  right? 

Dr.  Steindler:  Yes. 

Dr.  Moore:  Do  you  mean  that  these  men  will  do  > 
educational  work  in  teaching  how  fractures  should 
be  handled,  or  will  they  do  the  actual  handling  of 
fractures?  . 

Dr.  Steindler:  I mean  the  educational  work,  be-  i 
cause  it  would  be  folly  of  me  to  believe  that,  if  there  | 
is  in  a small  town  an  accident,  a fracture  of  the  I 
femur,  the  doctor  has  to  send  the  case  to  the  next  . i 
town  to  have  it  set.  It  is  the  responsibility  of  the  ( 
qualified  men  to  see  to  it  that  there  is  uniform  and  ( 
competent  treatment  of  fractures  throughout  the 
state  of  Iowa.  That  is  educational  work. 

Dr.  Wurtzer:  May  I ask  Dr.  Steindler  who  is  to 
be  the  judge  as  to  who  is  qualified? 

Dr.  Steindler:  The  Iowa  State  Medical  Society,  « 
through  its  constituent  county  societies. 

Dr.  Wurtzer:  May  I mention  what  happened  in  our 
county  society?  At  the  last  meeting  of  Cerro  Gordo 
Society  in  Mason  City,  we  voluntarily  appointed 
a fracture  committee.  It  was  done  for  two  reasons: 

One  was  for  the  better  treatment  of  fractures  in 
Cerro  Gordo  county,  because  all  the  members  there 
agreed  that  each  and  every  one  of  us  was  not  equally 
well  qualified  to  treat  fractures.  So  we  appointed 
a committee  of  three  members  to  act  as  a fracture 
committee  who  would  give  each  and  every  one  of 
the  members  in  Cerro  Gordo  Society  free  service  in 
the  treatment  of  fractures,  so  that  we  can  get  ex- 
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pert  consultation  and  expert  judgment  on  all  frac- 
tures when  we  want  it. 

Dr.  Bellinger:  Gentlemen,  I happen  to  be  a mem- 
ber of  this  committee  with  Dr.  Steindler.  You  are 
misinterpreting  Dr.  Steindler’s  meaning.  This  com- 
mittee in  its  recommendations  is  not  recommending 
to  this  House  of  Delegates  that  the  American  Col- 
lege’s Committee  on  Fractures  in  the  state  of  Iowa 
is  advocating  any  policy  of  setting  out  selected  men 
to  do  fracture  work.  This  is  simply  the  same  as  the 
I Committee  on  the  Study  of  Cancer  in  the  American 
College  of  Surgeons  and  in  the  American  Medical 
Association.  The  recommendation  is  for  the  Iowa 
I State  Medical  Society  to  assume  this  responsibility 
i and  appoint  this  committee  to  make  a study  of  frac- 
ture work.  That  committee  is  to  pick  out  the  sur- 
geons and  medical  men  in  the  state  of  Iowa  who  are 
qualified  to  help  all  of  us  in  this  state  improve  our- 
selves in  the  practice  of  fracture  work. 

Dr.  Van  Metre:  I like  very  much  the  idea  of  the 
Cerro  Gordo  Medical  Society  in  setting  forth  their 
' own  ideas  in  the  matter.  I don’t  see  any  reason  why 
we  have  to  have  certain  men  at  long  range  decide 
who  is  best  suited  to  treat  fractures.  I think  the 
county  knows  better  than  does  the  state  society.  I 
think  there  are  so  many  organizations  and  so  many 
things  already  going  that  we  had  better  take  care 
of  what  we  have  rather  than  set  up  something  new. 

Dr.  James  C.  Donahue:  It  seems  to  me  if  this 

is  purely  an  educational  program,  we  are  usurping 
the  powers  and  privileges  of  one  of  the  best  depart- 
ments connected  with  this  State  Medical  Society. 
Has  there  been  anything  wrong  with  the  Speakers 
Bureau  in  the  last  few  years?  They  run  a program 
on  medicine,  surgery,  obstetrics,  and  gynecology. 
Why  not  include  fracture  work  and  give  it  to  them? 
If  it  is  purely  educational,  let  them  take  care  of  it. 
i I think  the  Speakers  Bureau  is  qualified  to  pick  the 
I men  to  teach  us  how  to  take  care  of  fractures. 

'!  Dr.  Wurtzer:  Mr.  President,  may  I add  on.e  more 
’suggestion.  I would  suggest  to  Dr.  Steindler  that 
he  go  on  with  the  educational  program,  but  the  unit 

! of  our  State  Society  is  our  county  society.  As  I said 
'before,  Cerro  Gordo  Society  within  the  last  month 
has  appointed  such  a committee,  and  I think  Dr. 

I Steindler  could  put  this  movement  over  in  the  county 
Ijsocieties,  who  are  better  qualified  to  take  care  of 
: Their  own  fracture  work  than  the  State  Society  or 
any  committee. 

Dr.  Steindler:  Gentlemen,  who  am  I to  put  it  over 
J to  the  county  society?  I have  refused  point-blank 
!to  the  American  College  of  Surgeons  to  have  a hand 
jin  anything  that  looks  like  an  exclusive  selection  of 
|;hose  men  who  can  teach  the  treatment  of  fractures, 
ioecause  there  is  no  possibility  of  my  knowing  any- 
>:hing  about  it.  It  is  only  possible  through  the 
^munty  society.  I think  in  your  particular  county 
Society  you  have  solved  the  problem.  You  certainly 
would  know  among  a small  circle  of  colleagues,  those 
'rom  whom  you  can  learn  something  about  fractures 
and  those  from  whom  you  cannot.  It  is  for  that 
-eason  that  I wanted  the  question  referred  to  the 


State  Medical  Society  .so  it  can,  through  the  county 
society,  make  selections  that  will  be  above  reproach. 
Long-range  selections  are  no  good.  There  are  many 
men  in  this  state  who  do  excellent  fracture  work, 
and  I don’t  know  anything-  about  them;  I have  no 
means  of  knowing.  I am  not  in  very  close  contact 
with  the  people  who  treat  fractures,  because  I don’t 
treat  many  fractures. 

It  happened  to  be  my  lot  to  have  a hand  in  this 
or-ganization.  I made  up  my  mind  that  unless  we 
had  the  wholehearted  support  of  the  State  Medical 
Society,  there  was  no  use  of  my  wasting  any  time. 

If  you  believe  fracture  treatment  needs  improve- 
ment, then  you  should  take  this  seriously  and  be  in 
favor  of  the  State  Society  exercising  its  authority 
over  the  county  society  to  select  through  them  mem- 
bers who  can  demonstrate  or  teach  or  talk  about 
fractures.  If  you  don’t  think  it  needs  improvement, 
there  is  no  need  of  any  organization.  The  Speakers 
Bureau  certainly  can’t  do  it,  because  the  Speakers 
Bureau  is  arranging  for  talks,  and  it  could  not  pos- 
sibly concentrate  upon  a subject  that  is  so  vital  and 
has  so  many  aspects  as  this. 

The  question  was  called  for. 

President  Burcham:  The  question  has  been  called 
for.  All  in  favor  signify  by  saying  “aye;”  con- 
trary. 

Dr.  Downing:  In  view  of  the  fact  that  this  was 
referred  by  “aye”  vote  to  your  Committee  on  Medi- 
cal Education  and  Ho.spitals,  it  would  seem  your 
original  motion  was  lost.  I inove  that  we  proceed 
to  the  next  order  of  business. 

President  Burcham:  I thin'K  that  was  an  amend- 
ment to  the  motion.  I think  it  is  perfectly  right  that 
we  should  vote  on  the  main  question  at  this  time. 
Are  you  ready  for  the  question?  The  main  question 
has  been  discussed  here  as  to  whether  the  Society 
wants  to  carry  out  the  recommendation  that  has  been 
explained  here  by  Dr.  Steindler  this  afternoon.  If 
you  vote  in  favor  of  the  motion,  that  will  put  the 
work  in  the  hands  of  the  Committee  on  Medical 
Education  and  Hospitals.  All  in  favor  of  the  main 
question  as  amended  signify  by  saying  “aye”;  con- 
trary. It  is  carried. 

We  shall  continue  with  new  business. 

Dr.  Myers:  Just  briefly,  the  thought  of  the  Com- 
mittee on  the  Baldridge  Memorial  prize  came  from 
the  fact  that  we  were  amazed  at  the  immense  amount 
of  labor  and  material  used  in  the  preparation  of 
these  contests.  You  would  be  surprised  at  the 
amount  of  labor  those  papers  reflected.  There  was 
stenographic  work,  photographic  work,  diagrams  and 
extensive  bibliographies.  We  were  quite  impressed 
with  the  fact  that  $.50  was  not  sufficient  to  encourage 
any  worthy  student  to  take  up  this  contest.  I think 
the  idea  of  the  prize  would  be  defeated  for  the  simple 
reason  that  any  worthy,  poor  student  who  has  abil- 
ity and  has  ambition  cannot  go  into  this  contest,  for 
the  simple  reason  that  the  prize  is  not  sufficient  to 
meet  the  expense. 

Therefore,  Mr.  President,  I move  that  the  prize 
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of  the  Baldridge  Memorial  be  increased  to  |100  in- 
stead of  $50. 

Dr.  Fay:  Mr.  President,  I want,  if  possible,  to 
amend  that  so  it  will  be  retroactive.  Can’t  that  be 
made  retroactive? 

President  Burcham : Dr.  Myers,  do  you  want  to 
include  that,  with  the  consent  of  your  second? 

Dr.  Myers:  I will  incorporate  that  in  my  motion. 

President  Burcham:  The  question  now  is  that  this 
award  be  increased  from  $50  to  $100  and  be  made 
retroactive.  All  in  favor  of  the  question  signify  by 
saying  “aye”;  contrary  the  same.  That  will  be  re- 
ferred to  the  Board  of  Trustees. 

Is  there  any  other  new  business? 

Dr.  F.  M.  Roberts:  Mr.  Chairman,  it  is  my  good 
fortune  to  come  from  the  county  in  which  the  sec- 
retary of  the  state  veterinary  medical  society  resides. 
Dr.  C.  J.  Scott  of  Knoxville  is  secretary  of  the  veter- 
inary society  of  the  State  of  Iowa.  He  mentioned 
that  it  would  be  a very  nice  thing,  highly  appreciated 
by  the  veterinarians  of  the  state,  if  this  organization 
would  appoint  a committee  to  frame  appropriate 
j-esolutions  to  Dr.  Stange  who  recently  died  at  Ames. 

In  that  connection,  I move  that  the  Chairman  ap- 
point a committee  of  three,  composed  of  individuals 
who  w'ere  more  or  less  in  touch  with  the  life  and 
work  of  Dr.  Stange  to  prepare  the  resolutions. 

The  tnotion  was  put  to  a vote  and  carried. 

President  Burcham : I will  appoint  on  that  com- 
mittee Dr.  Roberts,  Dr.  Moore  of  the  Legislative 
Committee,  and  Dr.  Watson  of  the  Professional  Rela- 
tions Committee.  Is  there  any  other  new  business? 

Immediately  after  adjournment  I want  the  dele- 
g'ates  of  the  different  districts  to  get  together  and 
hold  a caucus  for  the  purpose  of  nominating  a Com- 
mittee on  Nominations.  You  will  hold  your  caucus 
and  designate  from  each  district  the  man  you  want 
to  serve  on  the  Nominating  Committee.  As  soon  as 
that  election  has  taken  place,  I wish  you  would  re- 
port to  the  Secretary  of  the  Society. 

The  next  order  of  business  is  to  adjourn,  but  be- 
fore I ask  for  a motion  to  adjourn,  I want  to  make 
an  explanation  in  regard  to  this  one-thirty  meeting 
in  the  afternoon  on  Friday.  You  will  notice  that 
the  hand  program  does  not  call  for  a meeting  at 
one-thirty  in  the  afternoon.  The  programs  that  were 
sent  out,  as  published  in  the  Iowa  State  Meoical 
Journal,  did  call  for  a meeting  of  the  House  of 
Delegates'  on  Friday  afternoon. 

Dr.  Parker,  myself  and  some  of  the  rest  thought 
that,  if  we  would  hold  the  Friday  session  in  the 
afternoon,  which  would  be  the  day  we  would  elect 
officers,  we  might  hold  the  crowd,  and  you  would 
all  have  an  opportunity  to  go  to  the  Friday  morning 
session.  There  is  some  conflict  in  the  Constitution 
and  By-Laws  as  to  the  time  when  this  meeting 
should  be  held. 

In  one  section  it  says  election  of  officers  shall  take 
place  in  the  morning  of  the  last  day  of  the  meeting, 
and  in  another  place  it  says  it  shall  be  the  first  order 
of  business  on  the  last  day.  The  thing  I want  you  to 
do  is  to  make  a motion  to  adjourn,  and  I want  you  to 


specify  the  time  that  you  want  to  meet  on  Friday.  If 
you  want  to  meet  Friday  morning,  I want  you  so  to 
designate  it.  I think  if  you  want  to  meet  Friday 
morning  you  should  meet  at  seven  o’clock  in  the 
morning  so  we  can  get  the  meeting  over  and  attend 
the  scientific  session.  A motion  to  adjourn,  with  a 
definite  time  to  meet  again,  is  now  in  order,  and  it 
will  be  discussed  at  that  time. 

Dr.  Goenne:  I move  we  adjourn  to  meet  again  at 
eight  o’clock  a.  m.  Friday  morning. 

The  motion  was  pnt  to  a vote  and  caimied.  The  i 
meeting  adjourned  at  six-thirty  o’clock  to  meet  ; 
again  at  eight  o’clock  Friday  morning. 

Friday.  May  1 

The  second  session  convened  at  eight  o’clock,  Presi-  | 
dent  Burcham  presiding. 

President  Burcham:  Will  the  House  please  come  i 

to  order?  It  is  necessary,  because  of  the  election,  to 
have  roll  call  this  morning  by  Dr.  Parker. 

Secretary  Parker  called  the  roll.  The  following 
delegates  and  alternate  delegates  were  seated: 
Delegates : 

Appanoose:  James  C.  Donahue. 

Black  Hawk:  J.  E.  Brinkman. 

Bremer:  L.  C.  Kern. 

Buchanan:  H.  A.  Householder. 

Cedar:  W.  N.  Moore. 

Cerro  Gordo:  E.  L.  Wurtzer. 

Clarke:  C.  R.  Harken. 

Dallas-Guthrie : E.  L.  Bower. 

Decatur:  G.  P.  Reed. 

Emmet:  J.  B.  Knipe. 

Ida:  C.  L.  Putnam. 

Jasper:  H.  P.  Engle. 

Johnson:  E.  M.  MacEwen,  Geo.  C.  Albright. 

Lee:  B.  J.  Dierker. 

Linn:  J.  K.  von  Lackum,  T.  F.  Suchomel. 

Lyon : Knutte  Sporre. 

Marion:  F.  M.  Roberts. 

Marshall:  A.  D.  Woods. 

Mills:  D.  W.  Harman. 

Monona:  E.  C.  Junger. 

Muscatine:  L.  C.  Howe. 

Polk:  James  A.  Downing,  Fred  Moore. 

Poweshiek:  E.  B.  Williams. 

Scott:  W.  C.  Goenne. 

Shelby:  E.  A.  Moore. 

Stoi’y:  Bush  Houston. 

Van  Buren:  E.  E.  Sherman. 

Warren:  John  F.  Loosbrock. 

Washington:  W.  L.  Alcorn. 

Webster:  James  H.  Bruce. 

Winneshiek:  J.  J.  Daly. 

Wright:  R.  D.  Bernard. 

Alternate  Delegates: 

Boone:  R.  S.  Shane. 

Butler:  J.  G.  Evans. 

Pottawattamie:  G.  V.  Caughlan. 

Scott:  R.  E.  Peck. 

Woodbury:  John  H.  Henkin,  C.  P.  McHugh. 
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Officers 

President Thomas  A.  Burcham 

President-Elect Prince  E.  Sawyer 

Secretary Robert  L.  Parker 

Treasurer Harold  J.  McCoy 

Councilors — 1st  District F.  A.  Hennessy 

3rd  District F.  P.  Winkler 

4th  District J.  E.  Reeder 

6th  District C.  W.  Ellyson 

7th  District A.  W.  Erskine 

8th  District C.  A.  Boice 

9th  District H.  A.  Spilman 

11th  District M.  C.  Hennessy 

Trustee John  I.  Marker 

Trustee E.  M.  Myers 

Trustee 0.  J.  Fay 

Total : 35  delegates,  6 alternates,  15  officers. 

Secretary  Parker:  Mr.  Pi’esident,  there  being  a 

majority  of  delegates  seated,  I move  that  we  proceed 
to  the  regular  order  of  business. 

President  Burcham : The  first  order  of  business, 

after  the  roll  call,  is  the  reading  of  the  minutes  of 
the  last  meeting. 

Secretary  Parker:  Mr.  President,  I will  read  in 

abstract  the  minutes  of  the  last  meeting.  Secretary 
Parker  read  the  minutes  of  the  Wednesday  after- 
noon session. 

President  Burcham:  You  have  heard  the  reading 

of  the  minutes.  Are  there  any  corrections  or  addi- 
tions to  the  minutes  as  read?  If  not,  they  will 
stand  approved  as  read. 

The  next  order  of  business  is  the  report  of  the 
Nominating  Committee,  Dr.  Moore. 

Dr.  E.  A.  Moore:  Your  Committee  on  Nomina- 

tions begs  leave  to  make  the  following  report: 

There  were  three  names  submitted  for  President- 
Elect:  Edward  M.  Myers,  Boone;  W.  A.  Sternberg, 
Mt.  Pleasant;  Paul  E.  Gardner,  New  Hampton; 
First  Vice  President,  Frank  J.  Rohner,  Iowa  City; 
Second  Vice  President,  Douglas  N.  Gibson,  Des 
Moines;  Trustee,  John  I.  Marker,  Davenport.  For 
Secretary,  I beg  leave  to  state  that  one  vote  was  cast 
for  Robert  L.  Parker  of  Des  Moines,  and  it  was 
unanimous.  For  Treasurer:  Harold  J.  McCoy  of 
Des  Moines;  Council:  Fifth  District,  Earl  B.  Bush, 
Ames;  Tenth  District,  James  G.  McCrae,  Creston; 
Delegates  to  the  A.  M.  A.:  Thomas  F.  Thornton, 
Waterloo;  Vernon  L.  Treynor,  Council  Bluffs;  Alter- 
nates to  the  A.  M.  A.:  R.  H.  Lott,  Carroll;  F.  P. 
McNamara,  Dubuque. 

The  Committee  desires  to  recommend  that  the  next 
meeting  place  for  the  Annual  Session  of  the  Iowa 
State  Medical  Society  be  Sioux  City,  the  second 
week  in  May,  providing  that  this  date  does  not  con- 
flict with  the  meeting  of  the  American  Medical  As- 
sociation. 

This  report  is  respectfully  submitted  and  signed 
by  Dr.  R.  I).  Bernard  as  Chairman  and  Dr.  E.  A. 
Moore  as  Secretary. 

President  Burcham:  It  is  necessary  to  vote  on 

the  President-Elect  by  ballot.  According  to  the  Con- 
stitution and  By-Laws,  I will  appoint  Dr.  Loos- 


brock.  Dr.  McClure,  Dr.  Junger  and  Dr.  Thornton 
as  tellers.  Are  there  any  more  names  you  would 
like  to  suggest  from  the  floor  of  the  House,  for 
President-Elect? 

Gentlemen,  while  you  are  marking  your  ballots 
and  the  tellers  are  counting  them,  I want  to  present 
Dr.  Humiston  of  Illinois,  the  next  President  of  the 
Illinois  State  Medical  Society,  and  now  a member 
of  the  Committee  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association. 

Dr.  C.  E.  Humiston:  I am  very  happy  to  be  pres- 

ent at  such  a harmonious  meeting  as  this  has  been, 
up  to  the  present.  I take  it  your  presiding  officer 
wanted  to  get  me  away  so  I wouldn’t  be  voting  the 
wrong  ticket  in  this  election.  I noticed  when  they 
passed  the  ballots  he  made  a bee  line  for  me. 

I am  very  happy  to  bring  you  the  greetings  of  the 
Illinois  State  Medical  Society.  While  we  are  neig’h- 
bors  geographically,  we  are  more  than  that.  We 
really  are  neighbors  in  the  profession.  It  is  well 
stated  on  the  billboards  here  and  there,  that  the 
practice  of  medicine  is  a journey,  not  a destination. 
I bring  you  the  greetings  of  Illinois.  You  have  our 
sympathy  and  our  cooperation  in  all  things  which 
promote  the  welfare  of  the  medical  profession. 

President  Burcham : We  will  now  have  the  report 
of  the  election. 

Secretary  Parker:  The  result  of  the  ballot  is: 

E.  M.  Myers,  40;  W.  A.  Sternberg,  7;  Paul  E.  Gard- 
ner, 9;  a total  of  56  votes. 

Dr.  Boice:  May  I move  that  the  vote  be  made 

unanimous  for  Dr.  E.  M.  Myers  for  President-Elect? 

The  motion  was  jmt  to  a vote  and  carried,  and  Dr. 
Myers  was  unanimously  elected  as  President-Elect. 

President  Burcham : It  is  necessary  for  the  Nom- 

inating Committee,  as  a result  of  this  election,  to 
retire  and  bring  in  a nominee  for  the  office  of  Trustee 
in  place  of  Dr.  Myers. 

The  Nominating  Committee  retired. 

President  Burcham:  We  will  have  the  report  of 

the  Nominating  Committee. 

Dr.  E.  A.  Moore:  Your  Nominating  Committee 

desires  to  present  the  name  of  Dr.  John  C.  Parsons 
of  Creston  as  a member  of  the  Board  of  Trustees  to 
succceed  Dr.  Myers. 

I move,  Mr.  President,  that  the  rules  be  sus- 
pended and  the  Secretary  be  instructed  to  cast  the 
unanimous  ballot  of  this  House  of  Delegates  for 
the  remaining  candidates  as  submitted  by  this  Nom- 
inating Committee. 

The  motion  was  put  to  a vote  and  carried. 

Secretary  Parker:  Mr.  President,  the  Secretary 

very  happily  casts  the  unanimous  vote  of  this  House 
for  himself  and  the  rest  of  the  officers. 

President  Burcham:  I declare  them  elected. 

The  next  order  of  business  is  committee  reports. 
Is  there  any  additional  report  of  any  of  the  com- 
mittees? The  next  order  of  business  is  unfinished 
business. 

Dr.  Erskine:  Mr.  President,  in  the  matter  of  the 

resolution  referred  to  the  Committee  on  Medical 
Education  and  Hospitals,  the  Committee  wishes  to 


430 


Journal  of  Iowa  State  Medical  Society 


add  to  its  report  that  it  is  the  opinion  of  the  Com- 
mittee that  some  instimction  should  be  provided  for 
senior  medical  students  on  the  activities,  services 
and  benefits  of  organized  medicine. 

President  Burcham:  The  doctor  wishes  this  added 
to  his  original  report.  Shall  this  addition  to  the 
original  report  be  accepted? 

Dr.  Fay:  I move  that  it  be  accepted. 

President  Burcham:  It  has  been  moved  and  sec- 
onded that  this  additional  report  be  accepted.  Is 
there  any  discussion?  All  in  favor  of  the  motion 
signify  by  saying  “aye”;  contrary.  It  is  carried. 

Are  there  any  other  committee  reports? 

Dr.  F.  A.  Hennessy:  On  behalf  of  the  Council,  I 

would  like  to  report  to  the  House  of  Delegates  that 
we  feel  the  Committee  on  Professional  Relations, 
which  is  a Council  Committee,  is  unnecessary  in  view 
of  the  action  that  was  taken  in  the  House.  The 
Legislative  Committee  has  an  ex-officio  committee 
which  will  serve  the  purpose  of  the  Committee  on 
Professional  Relations.  We  would  like  to  submit 
to  the  House  of  Delegates  that  it  is  our  wish  to 
dispense  with  the  Committee  on  Professional  Rela- 
tions as  a committee  of  the  Council. 

Likewise  with  the  Public  Relations  Committee; 
in  most  of  their  endeavors  during  the  last  few 
years  they  have  been  unable  to  find  a field  in  which 
they  can  operate.  Every  time  they  have  started 
some  activity  they  have  run  into  conflict  with  other 
committees  functioning  in  what  is  supposed  to  be 
the  public  relations  field. 

We  feel  that,  since  the  House  of  Delegates’  com- 
mittees are  serving  that  purpose,  there  is  no  further 
need  for  the  Council  retaining  the  Public  Relations 
Committee.  If  you  so  accept,  we  will  be  very  glad 
to  surrender  the  Public  Relations  Committee  to  the 
House  of  Delegates  so  that  we  can  coordinate  the 
activities  of  these  committees.  We  will  retain  one 
committee,  the  Speakers  Bureau. 

President  Burcham:  You  have  heard  the  addi- 

tional report  of  the  Chairman  of  the  Council.  Do 
you  want  to  accept  that  additional  report?  If  you  do, 
so  move. 

Upon  motion  regularly  made,  the  additional  report 
of  the  Council  was  accepted. 

President  Burcham:  Are  there  any  other  com- 

mittee reports  or  additions?  If  there  are  no  other 
reports  of  committees  at  this  time,  we  will  vote  on 
the  changes  in  the  By-Laws  which  were  read  Wed- 
nesday. They  can  be  acted  upon  at  this  time.  I 
will  ask  the  Secretary  to  read  them  again,  so  you 
will  know  the  questions  on  which  you  are  voting. 

Secretary  Parker  read  Chapter  XII,  Section  8 of 
the  By-Laws  and  its  amendment. 

Secretary  Parker:  I move  the  adoption  of  the 

amendment. 

President  Burcham:  You  have  heard  the  motion. 

Is  there  any  discussion? 

The  question  ivas  called  far,  put  to  a vote  and 
carried. 

Secretary  Parker  read  the  standing  and  f)roposed 
Chapter  XII,  Section  9,  of  the  By-Laws. 
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Secretary  Parker:  I move  the  adoption  of  the 

amendment. 

President  Burcham:  Is  there  any  discussion? 

Dr.  Ellyson:  I object  to  one  word  in  this;  it  takes 
the  teeth  out  of  it.  I think  this  amendment  shouldn’t 
pass  with  that  word,  even  though  it  is  held  up  for 
another  reading'.  The  word  “shall”  should  be  sub- 
stituted for  “should”  in  order  to  put  teeth  into  that 
paragraph,  which  reads:  “Othepwise,  every  phy- 
sician should  belong  to  the  society  in  the  county  in 
which  he  resides.” 

The  Councilors  of  the  various  districts  have  seen 
a great  deal  of  trouble  arising  in  small  counties 
which  border  large  counties  or  a county  in  which 
there  are  large  cities.  The  comments  made  by  the 
Committee  on  Constitution  and  By-Laws  regarding 
the  proposed  amendment  are  absolutely  true.  To 
obviate  or  to  do  away  with  this  situation,  the  word 
“shall”  should  enter  into  it.  Otherwise  these  men 
will  still  continue  to  join  Linn  County  from  Benton 
County,  Black  Hawk  from  Benton  County,  Marshall 
from  Grundy  County,  and  those  smaller  counties 
will  not  function  as  they  should. 

Dr.  J.  G.  Evans:  I don’t  see  any  objection  to  the 

wording.  I live  nearer  Waterloo  than  I do  my  own 
county  seat.  I live  a mile  and  a half  from  Grundy 
County  and  four  miles  from  Black  Hawk  County. 
I can  go  to  meetings  in  Black  Hawk  better  than 
Butler,  but  I am  going  to  stay  in  my  own  county, 
I am  sure.  I can’t  see  any  objection  to  the  wording. 
I don’t  see  why  it  should  be  changed.  The  county 
society  wherein  the  doctor  is  a member  can  decide 
whether  he  should  leave  or  not. 

Dr.  Ellyson:  We  welcome  others  to  the  meetings 

of  the  Black  Hawk  County  Medical  Society.  The 
Councilors  and  Secretaries  are  also  glad  to  see  the 
interest  in  medical  meetings  and  to  have  members 
of  different  counties  attending  the  meetings  of  other 
societies.  However,  we  are  primarily  interested  in 
seeing  every  physician  be  a member  of  his  own 
county  medical  society  first  and  foremost.  He  should 
take  an  active  part  in  the  affairs  of  his  own  county; 
then  if  he  wishes  to  attend  the  meetings  of  other 
county  societies,  he  will  be  heartily  welcomed.  I 
favor  changing  the  word  “should”  to  “shall”  so  that 
it  will  be  mandatory  for  every  doctor  to  belong  to 
his  own  county  medical  society  before  he  can  par- 
ticipate in  the  activities  of  other  societies. 

Dr.  Winkler:  I 7nove  that  the  proposed  amend- 

ment be  amended  to  read  “shall”  instead  of  “should.” 

The  motion  was  put  to  a vote  and  carried. 

Upon  ^notion  duly  7tiade  that  the  proposed  amend- 
ment as  ameruled  be  adopted,  the  question  was  called 
for,  and  the  motion  carried. 

President  Burcham : Is  there  any  further  unfin- 

ished business? 

Dr.  Brinkman:  I 7nove  the  adoption  of  the  fol- 

lowing amendment  to  Article  VIII,  Section  3. 

“The  officers  of  this  Society  shall  be  elected  by 
the  House  of  Delegates  and  shall  make  its  report  on 
the  last  day  of  the  Annual  Session  and  no  person 
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shall  be  elected  to  any  office  who  has  not  been  a 
member  in  good  standing  for  the  past  five  years.” 
; Dr.  Fred  Moore:  Will  this  amendment  be  con- 

sidered by  the  Committee  on  Constitution  and  By- 
Laws  and  be  voted  on  next  year? 
i President  Burcham:  Yes,  all  amendments  to  the 

■ Constitution  must  lay  over  for  a year. 

1 Dr.  Moore:  Will  this  amendment  be  brought  in 

next  year  by  the  Committee  and  then  have  to  lay 
, over  a year  before  being  voted  on?  I want  this 
I point  to  be  cleared  up  because  I consider  it  a very 
desirable  motion.  If  it  has  to  be  referred  to  the 
, Committee  on  Constitution  and  By-Laws  it  will 
I not  be  brought  up  for  action  until  next  year.  Can 
I we  not  reconsider  the  vote  on  the  proposed  amend- 
I ment  to  Article  VIII,  Section  3,  recommended  by 
i the  Committee  on  Constitution  and  By-Laws? 

I President  Burcham:  If  you  vote  down  Dr.  Brink- 
I man’s  motion,  then  we  can  reconsider. 

I Dr.  Brinkman:  I will  withdraw  my  motion. 

Dr.  Moore:  I move  that  we  reconsider  the  pro- 

' posed  amendment  to  Article  VIII,  Section  3,  as 
I proposed  in  the  report  of  the  Committee  on  Consti- 
tution and  By-Laws. 

' Dr.  Woodward:  If  we  reconsider  this  now,  can 

this  be  adopted  next  year? 

President  Burcham:  If  you  reconsider  this,  you 

can  accomplish  what  you  are  talking  about  next  year. 

Dr.  Albright:  If  we  pass  Dr.  Moore’s  motion,  it 

opens  up  Article  VIII,  Section  3 to  discussion.  If 
Dr.  Brinkman  makes  his  motion,  we  can  vote  on  his 
proposed  change  next  year. 

Dr.  Moore:  I like  Dr.  Brinkman’s  motion  but  it 

will  be  postponed  until  next  year  when  we  don’t 
know  what  the  disposition  of  the  motion  will  be. 
If  we  reconsider  our  vote  on  Article  VIII,  Section  3, 
Dr.  Brinkman’s  proposed  changes  can  be  brought 
in  as  a change  to  the  amendment  being  reconsidered. 

President  Burcham:  The  motion  before  the  house 
is  to  reconsider. 

Dr.  Albright:  This  article  is  dead.  The  way  is 

clear  for  Dr.  Brinkman’s  motion. 

The  question  was  called  for  and  the  motion  to 
reconsider  Article  VIII,  Section  3,  was  cai-ried. 

Dr.  Woodward:  I move  that  Article  VIII,  Section 
3 be  amended  as  set  out  in  the  report  of  the  Com- 
mittee on  Constitution  and  By-Laws,  with  the 
changes  suggested  by  Dr.  Brinkman. 

Dr.  Brinkman:  I will  read  the  changes  which  will 
be  considered  next  year. 

Ha  read  his  proposed  amendment  to  Article  VIII, 
Section  3.  * 

President  Burcham:  These  changes  will  be  re- 

ferred to  the  Committee  on  Constitution  and  By- 
Laws.  The  Committee  on  Medical  Economics  recom- 
mended that  the  By-Laws  be  amended  so  that  there 
will  be  five  members  on  that  Committee  instead  of 
three.  That  proposal  has  laiti  over  one  day.  Will 
some  one  move  the  adoption  of  that  amendment? 

The  motion  was  made  and  voted  on.  It  cAwried 
and  the  amendment  was  adopted. 

Dr.  Albright:  I should  like  to  submit  the  follow- 


ing amendment  to  Article  IV,  Section  2 of  the  Con- 
stitution: “Life  Members' — Any  active  member  of 

this  Society  may  be  elected  to  life  membership  in 
the  Society  by  vote  of  the  House  of  Delegates,  pro- 
vided he  has  been  recommended  for  such  member- 
ship by  his  county  society.  They  shall  receive  the 
transactions  of  the  Society,  and  enjoy  all  the  priv- 
ileges of  members,  but  shall  be  exempted  from  pay- 
ment of  the  annual  dues.” 

President  Burcham:  This  will  be  referred  to  the 
Committee  on  Constitution  and  By-Laws. 

May  I call  your  attention  to  the  fact  that  there 
has  been  a change  in  the  program  as  printed  in  the 
Journal.  The  report  of  the  House  of  Delegates  will 
come  at  the  conclusion  of  the  morning  session,  rather 
than  in  the  afternoon.  I shall  now  call  on  the  in- 
coming President  of  the  Society,  who  at  this  time 
will  announce  his  choice  of  committee  membership 
for  your  approval. 

Dr.  Sawyer  read  the  following  appointments  of 
committee  members  for  the  coming  year: 

Constitution  and  By-Laws 


W.  R.  Brock,  Chairman Sheldon 

John  H.  Henkin Sioux  City 

C.  L.  Putnam Holstein 

Finance 

Ernest  C.  McClure,  Chairman Bussey 

Leslie  L.  Carr Clermont 

A.  S.  Bowers Orient 

Medical  Economics 

T.  F.  Thornton,  Chairman Waterloo 

James  C.  Hill Newton 

James  C.  Donahue Centerville 

A.  C.  Moerke Burlington 

M.  C.  Hennessy Council  Bluffs 

Medical  Education  and  Hospitals 

A.  W.  Erskine,  Chairman Cedar  Rapids 

T.  J.  Irish Forest  City 

B.  J.  Dierker Fort  Madison 

Medico-Legal 

Frank  A.  Ely,  Chairman Des  Moines 

George  C.  Albright Iowa  City 

F.  Earl  Bellinger Council  Bluffs 

Public  Policy  and  Legislation 
Fred  Moore,  Chairman Des  Moines 

R.  D.  Bernard Clarion 

S.  W.  Corbin Corydon 

Baldridge  Memorial 

L.  C.  Kern,  Chairman Waverly 

B.  F.  Wolverton Cedar  Rapids 

A.  D.  Woods State  Center 

Child  Health  and  Protection 

R.  H.  McBride,  Chairman Sioux  City 

E.  D.  Plass Iowa  City 

II.  E.  Farnsworth Stoimi  Lake 

Lee  F.  Hill Des  Moines 

Howard  A.  Weis Davenport 

C.  P.  Phillips Muscatine 

Roland  Stahr Fort  Dodge 
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Historical 

Walter  L.  Bierring,  Chairman .Des  Moines 

Frank  M.  Fuller Keokuk 

T.  B.  Throckmorton Des  Moines 

John  T.  McClintock Iowa  City 

R.  T.  Leneghan Clinton 

William  Jepson Sioux  City 

Medical  Library 

Con  R.  Harken,  Chairman Osceola 

Carl  L.  Gillies Iowa  City 

Jeannette  Dean-Throckmorton ..Des  Moines 

Military  Affairs 

Harold  A.  Spilman,  Chairman Ottumwa 

Ira  N.  Crow Fairfield 

E.  M.  MacEwen Iowa  City 

Scientific  Exhibits 

F.  P.  McNamara,  Chairman Dubuque 

Frederick  H.  Lamb Davenport 

Allen  C.  Starry Sioux  City 

Woman’s  Auxiliary 

A.  A.  Johnson,  Chairman Council  Bluffs 

Charles  F.  Snopek ..Cresco 

W.  T.  Peters Burt 

Roy  A.  Becker Atlantic 

F.  M.  Roberts Knoxville 


These  appointments  were  approved  by  the  House 
of  Delegates. 

President  Burcham  introduced  the  President- 
Elect,  Dr.  E.  M.  Myers,  who  expressed  to  the  house 
his  appreciation  of  the  honor  conferred  upon  him. 
Dr.  Burcham  then  thanked  the  members  of  the 
House  of  Delegates  for  their  cooperation  and  as- 
sured them  of  his  continued  interest  and  support  in 
their  activities. 

The  meeting  adjourned  at  9:30  a.  m. 


THE  SEASON’S  FAD— SUNTAN 

(Continued  from  page  365) 

lions,  at  this  time  these  conditions  are  hut  little 
understood  and  poorly  defined ; that  offsetting 
these  alleged  benefits  w'e  must  reckon  with  defi- 
nitely proved  harmful  reactions  and  anticipate 
other  delayed  or  accumulative  effects  detrimental 
to  health.  Can  we  then  maintain  the  public  trust 
and  not  sound  a warning  to  the  public,  particularly 
to  our  patients,  concerning  this  most  recent  popu- 
lar fancy?  The  patient  of  low  pigmentation  or 
the  one  hypersensitive  to  the  sun’s  rays,  should 
certainly  he  w'arned,  and  others  cautioned  against 
extreme  suntanning  or  too  prolonged  exj^osure  at 
one  time.  Now  is  the  vacation  season,  and  if  dam- 
age is  to  be  ]:>revented  we  must  act  vvdthout  delay. 


1936  GRADUATE  FORTNIGHT  OF  THE 
NEW  YORK  ACADEMY  OF  MEDICINE 

For  the  Annual  Graduate  Fortnight  of  the  New 
York  Academy  of  Medicine  a subject  of  outstand- 
ing importance  in  the  practice  of  medicine  and 
surgery  is  selected  and  is  jiresented  from  as  many 
angles  as  jiossible.  An  attempt  is  made  to  offer 
to  the  profession  a grasp  of  the  advances  in  medi- 
cine so  that  the  busy  practitioner  may  be  informed 
as  to  the  last  word  on  a given  topic. 

The  Ninth  Annual  Graduate  Fortnight  will  be 
held  October  19  to  31  and  will  be  devoted  to  a 
consideration  of  “Trauma : occupational  diseases 
and  hazards.”  Twenty-three  important  hospitals 
of  the  city  will  present  coordinated  afternoon  clin- 
ics and  clinical  demonstrations.  At  the  evening 
meetings  prominent  clinicians  from  various  parts 
of  the  country  who  are  recognized  authorities  in 
their  special  lines  of  work  will  discuss  various  in 
aspects  of  the  general  subject.  A comprehensive 
exhibit  of  books,  ])athologic  and  research  material,  • a 
a]:>paratus  for  resuscitation  and  other  first  aid  ap-  j 
])liances  will  he  assembled.  Demonstrations  will  be  , 
held  at  regular  intervals.  Some  of  the  features  to 
he  presented  at  the  meetings,  in  the  clinics  and  in  ,,  J 
the  exhibit  will  be : 

First  aid  in  industry,  in  the  home  and  on  the  '■  |n 

highway.  j ;; 

Accidents  and  their  management.  I 

Resuscitation.  ? 

Shock  and  hemorrhage.  1 

T • • ^ ^ 

Hazards  in  athletics.  | 

General  jirinciples  of  fracture  treatment.  i 

Fractures  of  the  extremities.  V * 

Injuries  of  the  head,  sjiine.  abdomen,  chest  and  j 
genito-urinary  systems.  1 1 

Hand  injuries.  | , 

Burns — thermal,  electrical,  radiant  and  chemi- ' 1 1 
cal. 

Medico-legal  aspects  of  trauma  and  disability. 

War  injuries  and  emergencies  including — 

Injuries  caused  by  high  explosives. 

Medical  aspects  of  chemical  warfare. 

Gas  attack,  gas  defense. 

Carbon  monoxide  poisoning. 

Fatigue  and  noise  in  industry. 

Harmful  conditions  in  industry. 

Occupational  diseases. 

Occupational  hazards. 

Industrial  poisonings. 

Relation  of  trauma  to  disease. 

The  medical  profession  is  invited  to  attend. 

A comjilete  program  and  registration  blank  may 
be  secured  by  addressing  Dr.  Frederick  P.  Rey- 
nolds, The  New  York  Academy  of  Medicine,  2 
East  103d  Street,  New'  York  City. 
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WOMAN’S  AUXILIARY  NEWS 

Edited  by  the  Press  and  Publicity  Committee 
Mrs.  Dean  W.  Harman,  Chairman,  Glenwood,  Iowa 


GREETINGS  FROM  THE  PRESIDENT 

To  the  Members  of  the  Woman’s  Auxiliary  to  the 

Iowa  State  Medical  Society: 

As  the  direct  effect  of  the  enthusiasm  gained  by  the 
' attendance  at  the  annual  meetings  of  the  Iowa  State 
Medical  Society  and  the  American  Medical  Associa- 
tion becomes  dulled  somewhat,  can  we  not  grasp  and 
hold  the  echoes  which  come  rolling  back  to  us,  and 
I hearing  them  again  and  again,  recreate  that  first 
I enthusiasm  for  the  benefit  of  the  days  and  months 
of  this  year’s  work?  When  we  consider  that  at  least 
three-fourths  of  the  states  of  the  Union  reported  to 
roll  call  at  our  Fourteenth  Annual  Convention  at 
Kansas  City,  it  behooves  Iowa,  “state  of  all  the 
land,”  to  be  “up  and  doing.”  Let  us  push  our  or- 
ganizational work  with  determination,  but  with 
; charitable  consideration. 

So  many  opportunities  present  themselves  for  un- 
obtrusive but  constructive  presentation  of  material 
on  subjects  important  to  our  profession,  that  we 
need  to  be  on  the  alert  to  have  facts,  not  fancies,  at 
our  immediate  disposal.  May  each  Auxiliary  mem- 
ber strive  to  be  well  infoi-med.  With  the  coopera- 
tion of  each  county  society  now  organized  and  of 
each  one  of  our  302  members,  we  may  continually 
expect  growth  and  expansion.  With  growth  and 
expansion  we  become  of  more  value  to  the  Iowa  State 
Medical  Society,  which  is  the  object  of  our  organiza- 
tion. Without  cooperation,  we  are  ineffective  and 
cannot  fulfill  our  destiny. 

It  is  with  best  wishes  to  each  member  of  the 
Woman’s  Auxiliary  to  the  Iowa  State  Medical  So- 
ciety that  I am 

Most  sincerely, 

Lorena  L.  Boice,  President. 


NEWS 

Your  chairman  of  the  press  and  publicity  com- 
mittee requests  that  the  president  of  each  county 
auxiliary  contribute  at  least  one  news  item  for  the 
Auxiliary  during  the  coming  year.  Infonnation 
should  be  sent  to  the  chairman  at  Glenwood,  Iowa. 


EXHIBIT  MATERIAL 

Exhibit  material  suitable  for  the  use  of  medical 
societies  and  other  professional  groups  has  been 
gathered  from  a number  of  different  sources,  and  is 
available  to  state  and  county  medical  societies'  and 
other  professional  groups  on  request.  Titles  of  the 
exhibits  are: 

Hospitals  in  the  United  States 

The  Increasing  Use  of  Hospitals 

Medical  Education  in  the  United  States 

What  The  Public  Is  Thinking  About  Health 

The  Doctor  Prevents  Disease 

Physiologic  Effects  of  Heat,  Cold,  and  Massage 

Useful  Therapeutic  Measures 

Work  of  the  Council  on  Pharmacy  and  Chemistry 

Work  of  the  A.  M.  A.  Chemical  Laboratory 

Food  and  Drug  Legislation 

Patent  Medicines  and  Quackery 

Objectionable  Comsetics 

Epidemic  Encephalitis 

Nutrition 

Fractures 

Work  of  the  American  Medical  Association 
Information  Regarding  Hygeia 
Vaccines  and  Serums 
Prevention  of  Asphyxial  Deaths 

There  are  many  more  in  the  list  and  these  may  be 
secured  for  transportation  charges  one  way.  Re- 
sponsibility for  installation  must  be  borne  by  the 
local  organization.  Further  description  and  infor- 
mation may  be  obtained  from  Thomas  G.  Hull,  Di- 
rector of  Scientific  Exhibits,  American  Medical 
Association,  535  North  Dearborn  Street,  Chicago, 
Illinois. 
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SOCIETY  PROCEEDINGS 


Adair  County  Annual  Meeting 
Dr.  L.  H.  Ahrens  of  Fontanelle  was  re-elected  pres- 
ident of  the  Adair  County  Medical  Society,  at  a meet- 
ing held  in  Greenfield,  Tuesday,  June  9.  Dr.  A.  S. 
Bowers  of  Orient,  was  renamed  secretary  of  the  or- 
ganization. 


Boone-Story  Societies 

Physicians  and  surgeons  of  Boone  and  Story  coun- 
ties held  their  second  annual  summer  meeting  at  the 
Boone  Country  Club,  Wednesday,  June  24.  Honored 
guests  of  the  occasion  were  Dr.  E.  M.  Myers  of  Boone, 
newly  named  president  elect  of  the  Iowa  State  Medi- 
cal Society,  and  Dr.  Earl  B.  Bush  of  Ames,  new  coun- 
cilor of  the  Fifth  District.  Speakers  on  the  program 
were  Walter  H.  Nadler,  M.D.,  associate  professor  of 
medicine.  Northwestern  University  Medical  School, 
and  Waltman  Walters,  M.D.,  of  The  Mayo  Clinic, 
Rochester,  Minnesota. 


Buchanan  County 

The  second  quarterly  meeting  of  the  Buchanan 
County  Medical  Society  was  held  at  the  Wapsipinicon 
Golf  Club,  the  afternoon  and  evening  of  Thui’sday, 
June  11.  The  afternoon  was  spent  in  golfing,  with 
Drs.  H.  O.  Gardner  and  C.  W.  Ellyson  of  Waterloo, 
and  J.  I.  Jones  of  Manchester,  taking  prizes.  After  a 
fried  chicken  dinner  at  the  club  house,  the  group  was 
addressed  by  Lawrence  P.  Engel,  M.D.,  assistant  pro- 
fessor of  surgery.  University  of  Kansas  School  of 
Medicine,  on  Empyema  of  the  Chest.  T.  F.  Thornton, 
M.D.,  of  Waterloo,  and  Harry  E.  Pfeiffer,  M.D.,  of 
Cedar  Rapids,  opened  the  general  discussion  of  the 
paper  in  which  much  interest  was  shown.  Dean  E. 
M.  MacEwen  of  the  State  University  of  Iowa  College 
of  Medicine,  was  present  and  spoke  briefly  to  the 
group.  j,j  L Hersey,  M.D.,  Secretary 


Floyd  County 

Frank  H.  Krusen,  M.D.,  head  of  the  section  of 
physical  medicine  at  The  Mayo  Clinic,  Rochester, 
Minnesota,  was  guest  speaker  for  the  Floyd  County 
Medical  Society  at  the  meeting  held  in  Charles  City, 
Tuesday,  June  23.  Dr.  Krusen  spoke  on  The  Relation- 
ship of  Physical  Therapy  to  General  Practice. 


Hardin  County 

The  Hardin  County  Medical  Society  held  its 
monthly  meeting  Tuesday,  June  30,  at  the  Stevens 
Hotel  in  Iowa  Falls.  The  program  followed  a six- 
thirty  dinner,  with  Samuel  F.  Haines,  M.D.,  assistant 
professor  of  medicine.  University  of  Minnesota,  Grad- 
uate School  of  Medicine,  addressing  the  group  on  The 
Glands  of  Internal  Secretion. 

W.  E.  Marsh,  M.D.,  Secretary 


Jackson  County 

The  summer  meeting  of  the  Jackson  County  Medi- 
cal Society  was  held  Thursday,  June  18,  in  the  Belle- 
vue State  Park  where  a noon  dinner  was  served  to  the  U. 
nearly  fifty  members  and  guests  present.  The  fol-  it: 
lowing  program  was  presented  during  the  afternoon: 
Disease  of  the  Biliary  Tract  and  Jaundice,  Howard 
R.  Hartman,  M.D.,  of  Rochester,  Minnesota;  Common 
Skin  Diseases,  J.  C.  Kesslei’,  M.D.,  of  Iowa  City;  .m 
and  Recent  Advances  in  Diagnosis  and  Treatment,  .v 
Horace  M.  Korns,  M.D.,  aJso  of  Iowa  City.  1 


Johnson  County 


The  annual  picnic  of  the  Johnson  County  Medical 
Society  was  held  Wednesday,  July  1,  at  the  home  of  I 
Dr.  and  Mrs.  George  C.  Albright.  Hosts  for  the  occa-  'ai 
sion  were  Drs.  Albright,  Boyd,  E.  Dulin,  Hazard,  Love, 
Pauline  Moore,  Muench,  Parsons,  Ruark,  Speidel,  (?ra 
Stephen  Ware,  Warner  and  Williams  "" 

W.  M.  Fowler,  M.D.,.  Secretary  jijs 


Marion  County 

A joint  meeting  of  the  Marion  County  Medical  So- 
ciety and  the  Marion  County  Veterinarian  Associa- 
tion was  held  at  Pleasantville  Thursday,  June  11.  The 
following  scientific  program  was  presented  after  the 
six-thirty  dinner:  Clinical  report  of  the  Spaur  case 

with  detailed  postmortem  findings,  E.  C.  McClure, 
M.D.,  of  Bussey;  Report  of  Scarlet  Fever  Case  and 
Dick  Tests  made  at  Central  College,  Carl  Aschen- 
brenner,  M.D.,  of  Pella;  Results  of  Schick  Tests  made 
in  Pella  Schools  with  X-Ray  Demonstrations  of  Some 
Reactors',  John  H.  Peck,  M.D.,  of  Des  Moines;  Bovine 
Tuberculosis,  Robert  D.  Wall,  D.V.M.,  of  Des  Moines; 
and  Selection  of  Obstetric  Cases  to  be  sent  for  relief 
care  at  the  University  Hospital,  D.  S.  Burbank,  M.D., 
of  Pleasantville.  j wright,  M.D.,  Secretary 
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Tama  County 

Dr.  H.  W.  Rathe  of  Waverly,  was  the  guest  speaker 
for  the  Tama  County  Medical  Society  at  a meeting 
held  in  Tama,  Friday,  June  5.  Dr.  Rathe  spoke  on 
Coronary  Artery  Disease,  and  his  lantern  slides  made 
the  subject  most  interesting  and  instructive.  Fifteen 
doctors  out  of  a membership  of  twenty-four  were 
present.  Several  of  the  doctors’  wives  attended  as 
guests  of  the  society  at  the  banquet  which  preceded 
the  meeting.  Albert  a.  Crabbe,  M.D.,  Secretary 


Webster  County 

The  Webster  County  Medical  Society  held  a dinner 
meeting  Friday,  June  19,  at  the  Warden  Hotel  in 
Fort  Dodge,  with  William  O’Brien,  M.D.,  associate 
professor  of  pathology  at  the  University  of  Minne- 
sota, as  the  featured  speaker.  Dr.  O’Brien’s  sub- 
ject was  Medicine  Marches  On. 
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Austin  Flint-Cedar  Valley  Medical  Society 

More  than  fifty  physicians  and  guests  attended  the 
summer  meeting  of  the  Austin  Flint-Cedar  Valley 
Medical  Society  held  in  Waverly,  Thursday,  June  11. 
The  following  program  was  presented:  Serotherapy 
in  Infectious  Diseases,  Lee  Forrest  Hill,  M.D.,  Des 
Moines;  The  Abortion  Problem,  Roy  I.  Theisen,  M.D., 
of  Dubuque;  Modern  Treatment  of  Diabetes,  Includ- 
ing the  Use  of  Protamine  Insulinate,  E.  J.  Kepler, 
M.D.,  of  Rochester;  and  Basic  Principles  in  the  Treat- 
ment of  Some  of  the  More  Common  Fractures,  How- 
ard L.  Beye,  M.D.,  of  Iowa  City. 

Newly  elected  officers  of  the  society  include:  Dr. 
W.  J.  McGrath  of  Elkader,  president;  Dr.  M.  B.  Call 
of  Greene,  vice  president;  Dr.  H.  W.  Rathe  of  Wav- 
erly, secretary;  and  Dr.  A.  P.  Long  of  Waverly, 
treasurer. 


Des  Moines  Valley  Medical  Association 

The  sixty-third  annual  meeting  of  the  Des  Moines 
Valley  Medical  Association  was  held  at  the  Ottumwa 
Country  Club,  Tuesday,  June  16.  A scientific  pro- 
gram was  presented  in  the  afternoon  by  four  visiting 
physicians,  followed  by  a six-thirty  banquet,  and 
business  session  at  which  the  following  officers  were 
elected  to  serve  during  the  coming  year;  Dr.  E.  B. 
Hoeven  of  Ottumwa,  president;  Dr.  Ira  N.  Crow  of 
Fairfield,  first  vice  president;  Dr.  F.  C.  Perkins  of 
Hedrick,  second  vice  president;  and  Dr.  E.  B.  Howell 
of  Ottumwa,  secretary  and  treasurer. 


PERSONAL  MENTION 

Dr.  Reuben  Nomland,  newly  appointed  professorial 
head  of  the  recently  organized  department  of  derma- 
tology and  syphilology  of  the  State  University  of 
Iowa,  College  of  Medicine,  arrived  in  Iowa  City,  July 
1,  to  assume  his  new  position.  Dr.  Nomland  was 
graduated  from  Rush  Medical  College  in  1925,  spent 
three  years  at  the  Mayo  Foundation  in  Rochester, 
specializing  in  dermatology  and  syphilology  with  Dr. 
Paul  A.  O’Leary,  and  for  the  past  seven  years  has 
been  connected  with  Rush  Medical  College  in  the 
capacity  of  instructor  in  dermatology  and  syph- 
ilology. 


Dr.  K.  W.  Woodhouse  of  Van  Horne,  has  disposed 
of  his  practice  to  Dr.  Dean  A.  Dutton  of  St.  Paul, 
Minnesota,  and  will  take  care  of  his  father’s  practice 
at  Vinton  during  July  and  August,  while  Dr.  and  Mrs. 
G.  R.  Woodhouse  enjoy  a vacation  in  the  Black  Hills, 
Yellowstone  National  Park,  Los  Angeles,  and  Dallas, 
Texas.  Upon  their  return.  Dr.  K.  W.  Woodhouse 

(will  leave  for  Philadelphia,  where  he  will  begin  thi’ee 
years  of  special  work  in  surgery  at  the  University  of 
Pennsylvania. 

Dr.  Tom  H.  Throckmorton  of  Des  Moines,  was 
< elected  grand  master  of  the  Iowa  Masonic  Grand 
Lodge  at  the  Ninety-third  Annual  Communication, 
(j  held  in  Davenport,  June  10  and  11. 


Dr.  Ralph  S.  McLaughlin  of  Monroe,  has  turned  his 
practice  over  to  Dr.  Nolton  S.  Lieberman  of  Minne- 
apolis, Minnesota,  and  has  moved  to  St.  Louis,  where 
he  will  spend  two  years  in  postgraduate  work  at 
Washington  University  School  of  Medicine. 


Dr.  Hyman  M.  Hurevitz,  who  for  the  past  five  years 
has  been  an  instructor  in  the  department  of  theory 
and  practice  at  the  State  University  of  Iowa,  College 
of  Medicine,  at  Iowa  City,  is  planning  to  enter  private 
practice,  and  has  located  in  Davenport. 


Dr.  C.  F.  Baumeister,  Jr.,  of  Avoca,  has  received 
notice  of  his  appointment  to  a fellowship  in  the  Uni- 
versity Hospital  of  the  College  of  Medicine  of  Louis- 
ville, Kentucky,  where  he  will  be  engaged  in  opera- 
tive surgery,  teaching  and  research.  Dr.  Baumeister 
for  the  past  two  years  has  been  associated  with  his 
father.  Dr.  C.  F.  Baumeister,  Sr.,  in  Avoca. 


Dr.  Maurice  J.  Rotkow,  a recent  graduate  of  the 
University  of  Georgia  Medical  School,  has  established 
offices  in  Des  Moines  at  1020  Equitable  Building, 
where  he  will  be  associated  with  Dr.  C.  A.  Sones.  Dr. 
Rotkow  completed  his  interneship  at  the  Iowa  Meth- 
odist and  Broadlawns  Hospitals  in  Des  Moines,  and 
has  just  returned  after  taking  postgraduate  work  in 
internal  medicine  at  the  Harvard  Medical  School,  and 
the  Peter  Bent  Brigham  Hospital  in  Boston,  Massa- 
chusetts. 


Dr.  William  W.  Holleman,  formerly  of  Corsica, 
South  Dakota,  has  arrived  in  Orange  City,  where  he 
will  be  associated  with  Dr.  John  G.  DeBey  in  the 
latter’s  hospital. 


MARRIAGES 

Tuesday,  June  3,  Miss  Violet  E.  Hansen  of  Oakland, 
California,  and  Dr.  E.  C.  Magaret  of  Glenwood,  were 
married  at  the  home  of  the  bride’s  aunt  and  uncle  in 
Council  Bluffs.  Following  a short  wedding  trip,  the 
young  couple  will  be  at  home  at  Glenwood,  Iowa, 
where  Dr.  Magaret  has  been  on  the  staff  of  the 
state  institution  for  the  past  several  months. 


DEATH  NOTICES 

Braden,  Austin  Lynn,  of  Wellman,  aged  sixty-six, 
died  suddenly  June  22,  as  the  result  of  heart  disease. 
He  was  graduated  in  1903  from  the  State  University 
of  Iowa,  College  of  Medicine,  and  at  the  time  of  his 
death  was  a member  of  the  Washington  County  Medi- 
cal Society. 


Stirlen,  William  M'adsworth,  of  Muscatine,  aged 
fifty-five,  died  June  9,  following  a prolonged  illness. 
He  was  graduated  in  1905  from  Keokuk  Medical  Col- 
lege, College  of  Physicians  and  Surgeons,  and  had 
been  a member  of  the  Muscatine  County  Medical 
Society. 
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Dr.  Walter  L.  Bierring,  Des  Moines 
Dr.  William  Jepson,  Sioux  City 


l\ 


Ferdinand  J.  Smith,  B.S.,  M.D.,  Milford,  Iowa 

(Continued  from  last  month) 

During  the  last  three  years  of  the  Drake  Medi-  jirofessor  of  physiology  at  Drake  Medical  College] 
cal  College  the  requirements  for  entrance  were  at  the  time  of  its  abandonment  and  now  professor 
raised  to  two  years  of  college  work  in  an  accred-  of  pharmacology  at  Boston  University  School  of ' 
ited  college  of  liberal  arts,  and  the  following  sub-  Medicine.  Dr.  Mendenhall’s  overgenerous  praise  1 
jects  were  demanded:  for  the  writer’s  own  efforts  for  the  college,  hej 

Chemistry,  general  and  Qualitative Semester  hours  ^llowS  tO  Stand,  apologetically,  rather  than  dam- 

German  or  French 10  age  hv  mutilatioii  the  Stirring  narrative  of  his' 

Physics* e or  10  ^ ,,  ® 

Biology  (Zoology  or  Botany,  1 year) 6 erStwlule  COllCagUe. 

Electives  22  or  26 

were  reQiiired  if  one  year’s  work  had  bee-n  done  SIDE  LIGHTS  ON^  THE  HISTORY  OF 

Dean  Pear.son  was  indefatigable  in  his  efforts  drake  medical  school 

to  bring  every  department  up  to  the  highe.st  state  Walter  L.  Mendenhall,  M.D. 

of  efficiency,  and  to  obtain  the  cooperation  of  those  Boston  University  School  of  Medicine 

working  in  them.  He  made  changes  wherever  “No  history  of  Drake  University  Medical  School 
needed,  transferred  some  facultv  members  to  would  be  complete  unless  a thorough  insight 
other  departments  where  thev  could  fit  in  to  bet-  is  gained  in  those  last  few  years  of  its  existence, 
ter  advantage,  and  succeeded  in  welding  toQ-ether  It  may  be  truly  said  that  the  school  was  brought 
all  of  the  groups  into  one  harmonious  whole,  pro-  to  a sudden  end  while  in  the  midst  of  a rejuvena- 
ducing  a very  hiuh  grade  of  cooperation  amongst  tion  that  was  both  remarkable  and  splendid.  This 
the  faculty,  which  brought  about  the  verv  best  of  awakening  of  medical  education  at  Drake  dated  no 
results.  Quoting  from  Dr.  David  S.  Fairchild:  doubt  from  the  beginning  of  Dr.  David  S.  Fair- 

“In  tbe  last  years  of  its  existence  under  the  ad-  child’s  deanship.  Dr.  Fairchild  must  have  felt 
ministration  of  Dean  Pearson  the  facilities,  the  need  for  a more  sound  training  in  the  funda- 
equipment  a n d thoroughness  of  instruction  mental  sciences  and  in  keening  with  that  idea  he 
reached  a high  degree  of  efficiency  and  bid  fair  to  early  called  upon  Dr.  Ferdinand  J.  Smith  to  re- 
equal the  best  of  the  smaller  colleges.’’  organize  the  first  two  years’  work,  to  obtain  as 

The  graduates  of  the  institution  during  all  of  rajiidly  as  possible  full  time  instructors  and  prop- 
tbese  years  were  able  practitioners  and  reflected  erly  to  equip  laboratories  so  that  the  fundamental 
much  credit  on  their  Alma  Mater;  some  of  them  sciences  might  better  serve  the  students  upon  their 
are  now  occiqwing  positions  of  great  responsibility  entry  into  the  so-called  practical  years.  It  was 

as  heads  of  departments  in  some  of  the  best  about  this  time  that  the  Carnegie  Foundation  was 

schools  of  the  country.  One  is  at  the  head  of  a de-  investigating  medical  schools  throughout  the  coun- 
partment  in  the  Mavc  Clinic,  at  Rochester,  Minne-  try.  Dr.  Smith,  in  assuming  the  task  of  reorgan- 

sota.  Quite  a numbpr  of  our  graduates  as  well  as  izing  the  first  two  years,  was  so  successful  that 

of  our  teachers  attained  high  rank  in  the  medical  he  was  first  made  Junior  Dean,  and  later  Dean  of 
service  of  our  country  durine  the  World  War.  Men.  in  which  capacity  the  duties  devolving  upon 

The  story  of  the  final  aliandonment  by  the  him  made  his  office  virtually  a deanship. 
University  of  its  IMedical  Department  for  lack  of  “Dr.  Smith  gathered  around  him  many  of  the 
funds,  after  the  monev  so  generously  subscribed  younger  men.  He  gave  them  responsible  posi- 
by  the  citizens  of  Des  Moines  a few  years  earlier  tions  and  all  knew  that  the  manner  in  which  they 

had  been  exhausted,  the  writer  will  leave  to  be  carried  on  in  their  responsibilities  meant  not  only 

told  in  the  vivid  words  of  Dr.  W.  S.  Mendenhall,  their  own  success  or  failure,  but  that  of  the  school 
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as  well.  Through  many  years  of  teaching  since 
then,  the  writer  can  truthfully  say  that  he  has 
never  been  connected  with  any  institution  in 
which  the  enthusiasm  was  so  genuine  as  in  that 
group  which  Dr.  Smith  welded  into  the  first  two 
years  of  the  medical  course.  Dr.  Smith,  himself 
an  indefatigable  worker,  always  was  willing  to 
advise  and  assist  the  younger  men.  His  richness 
of  experience  and  education  together  with  a kindly 
disposition  made  him  most  approachable  not  onlv 
to  students,  but  to  the  younger  men  on  the  staff. 

“In  the  fall  of  1909  Dr.  Fairchild’s  age  and  ex- 
tensive consultation  jiractice  made  him  feel  that 
he  ought  to  resign  the  deanshi]i  to  a younger  man. 
one  who  had  the  youth  and  vigor  to  push  this 
reorganization  to  a successful  conclusion.  Who 
was  better  suited  for  this  important  position  than 
that  prince  of  fellows.  Dr.  William  W.  Pearson  i* 
Here  was  a man  who  had  the  vigor  to  push  the 
new  school  ahead.  He  not  only  took  a keen  inter- 
est in  the  reorganization  of  the  clinical  subjects, 
but  also  an  equal  interest  in  the  preclinical  sub- 
jects. Dr.  Pearson  investigated  the  preclinical 
subjects  and  knew  what  each  department  was  of- 
fering. He  was  a tower  of  strength  and  had  the 
admiration  of  every  member  of  the  facultv.  an  ad- 
miration and  e.steem  that  continued  until  the  fate- 
ful day  wdren  the  faculty  voted  to  close  the  school 
rather  than  run  anything  hut  a first  class  college. 

“The  re])orts  of  the  investigation  of  medical 
schools  hv  the  Carnegie  Foundation  in  1910  was  a 
bombshell  to  medical  education.  And  like  a war 
time  bomb  which  scattered  death  in  its  wake,  so 
this  report  resulted  in  the  death  of  man\-  medical 
schools,  hut  in  those  surviving  it  resulted  in  a 
powerful  stimulus  to  meet  the  mythical  standards 
proposed  in  that  report.  Fortunately,  by  reason 
of  the  foresight  of  Dr.  Fairchild  in  giving  Dr. 
Smith  the  reorganization  of  the  science  vears  in 
medicine,  Drake  did  not  .suffer  extinction  at  this 
lime  hut  received  a stimulus  to  growth  and  im- 
provement that  spread  like  a contagion  through- 
out the  faculty. 

Following  the  Carnegie  report,  the  f|uestion  of 
closing  the  Drake  Medical  School  became  a .serious 
problem.  It  was  ]>ractically  decided  to  close  the 
school  when  an  unusual  circumstance  changed  the 
aspect  of  the  situation.  It  was  felt  that  if  a certain 
amount  of  monev  were  raised  a comnlete  reorgani- 
zation of  the  school  could  he  effected:  full  time 
profes.sors  could  receive  a more  commensurate  re- 
muneration. and  the  jihysical  equipment  could  he 
extended  and  enlarged.  Put  where  .should  the 
money  he  obtained?  F.stimates  were  made  for  a 
five  year  period.  The  securing  of  the  monev 
seemed  a hopeless  task.  It  was  at  this  time  that 
an  idea  came  to  the  resourceful  Dr.  .Smith.  Why 
not  arouse  the  business  men  of  Des  Moines  to 


-l.V 

appreciate  the  meaning  of  the  loss  of  the  medical 
school  ? It  was  Dr.  Smith’s  plan  to  arouse  their 
interest  by  a student  parade.  This  was  the  most 
critical  time  of  the  whole  situation.  Had  Dr. 
Smith  not  acted,  the  school  w'ould  have  closed 
‘pronto.’  But  Dr.  Smith  did  act  in  his  irresist- 
ible manner.  Pie  organized  the  student  parade. 
It  invaded  the  downtowm  Imsiness  district.  Busi- 
ness men  w'ere  attracted  by  it  and  became  inter- 
ested. In  connection  with  the  University,  they 
organized  a campaign  to  raise  funds  to  save  the 
medical  school.  The  sum  estimated  to  provide  for 
an  enlargement  of  the  personnel  and  jihysical 
equipment  for  a period  of  five  years  was  $150,- 
000.  (This  sum  proved  later  to  be  far  from  ade- 
(juate.)  Daily  lunches  were  held  dowm-town  and 
daily  reports  of  the  jirogress  in  the  campaign  were 
made.  Enthusiasm  w^as  unbounded.  The  sum  was 
quickly  raised.  Drake  Medical  School  was  saved. 
Too  little  credit  has  been  given  to  Dr.  Smith  for 
this  undertaking.  There  is  where  the  credit  is  due, 
for  he  actually  inaugurated  the  movement. 

"Not  until  the  Carnegie  report  w'as  published  did 
many  college  presidents  realize  that  the  w'ork  of  a 
medical  college  was  important  enough  to  secure 
full  time  instructors.  The  stimulus  to  improve 
w'as  not  confined  to  the  curriculum  but  extended 
to  physical  quarters  as  w'ell.  The  new  building  on 
Center  Street  w^as  greatly  enlarged  to  accommo- 
date the  laboratory  sciences  and  the  fundamental 
sciences,  and  while  the  junior  faculty  was  regret- 
fully severing  the  associations  of  the  campus,  yet 
they  joyfully  entered  these  new'  quarters.  The 
head  of  each  department  had  jilanned  his  owm 
laboratory.  No  one  can  quite  describe  the  joy  of 
anticipation  and  final  realization  by  these  men. 
It  was  the  custom  of  these  men  aKvays  to  im]>rove 
themselves  at  every  opportunity  and  the  summer 
months  found  them  visiting  and  studying  teach- 
ing methods  in  the  largest  schools  of  the  country. 
As  younger  men,  heads  of  departments,  life  was 
indeed  a zestful  existence.  And  then  came  the 
Doom ! The  writer  of  these  lines  w'as  studying 
re.search  methods  at  the  Western  Reserve  Medical 
College  during  the  January  following  the  meetings 
of  the  American  Physiological  Society  in  Cleve- 
land. He  received  a confidential  note  from  Dr. 
Smith  in  wdiich  was  the  information  that  Drake 
would  close  its  medical  school  in  June  and  that  if 
he  should  happen  to  hear  of  another  jiosition  it 
w'ould  be  wise  to  acce])t  it.  Here  was  shown  one 
of  Dr.  Smith’s  characteristics.  He  realized  that 
all  those  young  men  who  had  given  up  their  prac- 
tice to  devote  their  lives  to  teaching  would  be 
unceremoniously  cut  off  from  a means  of  liveli- 
hood. His  note  to  the  writer  was  evidence  of 
his  interest  in  the  men  serving  with  him. 

“The  effect  of  this  announcement  was  like 
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plunging  from  sunshine  to  gloom.  All  hopes  and 
aspirations  for  the  moment  seemed  blunted,  and 
speaking  as  one  who  lived  through  the  experience 
I may  say  that  never  again  were  hopes  or  aspira- 
tions raised  to  such  a height.  These  new  depart- 
ments were  our  own  creations.  We  looked  for- 
ward to  proving  that  our  plans  were  justified,  but 
it  was  not  to  be.  Final  leave-takings  were  over. 
Young  men  were  starting  anew.  Dr.  Begg  and  Dr. 
Mendenhall  turned  to  Harvard  Medical  where  they 
had  previously  engaged  in  study ; Dr.  Begg  in  the 
department  of  anatomy  with  Drs.  Minot  and 
Lewis,  Dr.  Mendenhall  in  physiology  with  Drs. 
Cannon.  Martin.  Stiles,  and  Forbes.  Later  Dr. 
Lineback  returned  to  the  same  institution  in  anat- 
omy. Thus  three  of  the  former  Drake  medical  fac- 
ulty were  now  transplanted  temporarily  at  Har- 
vard. Dr.  Glomset  became  a consulting  pathologist. 

“Dean  Pearson,  like  the  captain  of  a great  ship, 
stood  on  the  bridge  and  went  down  with  the  rest 
of  the  crew  on  that  old  medical  ship  ‘Drake.’ 
With  the  disappearance  of  that  old  vessel  beneath 
the  waves  of  progress  there  has  always  existed 
the  feeling  that  the  ship  should  not  have  sunk. 
Medically  speaking,  she  was  entirely  seaworthy. 
The  ship  was  top  heavy  with  the  weight  of  its 
facultv  and  students  and  alumni.  All  it  needed 
was  ballast  to  keep  it  upright  and  afloat.  That  bal- 
last should  have  been  provided.  This  is  attested 
by  the  successful  and  splendid  careers  of  the  grad- 
uates of  that  honorable  institution,  Drake  Uni- 
versity School  of  Medicine.” 
faculty 

Year  1912-1913 

HILL  McClelland  bell.  a.m..  ll.d. 

President  of  the  University 
WILLIAM  WILSON  PEARSON.  M.D.,  DEAN 
Professor  of  Ophthalmology  and  Clinical  Ophthalmology 
FERDINAND  JACOB  ENDRES  SMITH,  B.S.,  M.D. 

Professor  of  Chemistry  and  Dean  of  Medical  Students 
JAMES  TAGGART  PRIESTLEY,  M.D. 

Professor  of  Clinical  Medicine 
DAVID  WILSON  SMOUSE.  M.D. 

Professor  Emeritus  of  Gynecology  and  Clinical  Gynecology 
WALTER  LAWRENCE  BIERRING,  M.D. 

Professor  of  Theory  and  Practice  of  Medicine  and  Clinical 
Medicine 

JOHN  CHESTER  ROCKAFELLOW,  M.D. 

Professor  of  Surgery  and  Clinical  Surgery 
ADDISON  CAREY  PAGE,  M.D. 

Professor  of  Obstetrics 
EDWARD  RUDOLPH  POSNER.  M.D. 

Professor  of  Clinical  Dermatology  and  Syphilis 
ALEXANDER  SWANSON  BEGG,  M.D. 

Professor  of  Histology  and  Embryology 
WALTER  LESLIE  MENDENHALL.  M.D. 

Professor  of  Physiology 
ELI  GRIMES.  M.D. 

Professor  of  Clinical  Medicine 
GERSHOM  HYDE  HILL.  A.M.,  M.D. 

Professor  of  Mental  Diseases 
FRANCIS  ARGYLE  ELY,  M.D. 

Professor  of  Neurology  and  Clinical  Neurology 
NICHOLAS  CORNELIUS  SCHILTZ,  M.D. 

Professor  of  Clinical  Medicine 
CHARLES  MARTEL  WERTZ,  B.S.,  M.D. 

Professor  of  Otology,  Rhinology  and  Laryngology 
OLIVER  JAMES  FAY,  B.S.,  M.D, 

Professor  of  Clinical  Surgery 

WILTON  McCarthy,  m,d. 

Professor  of  Clinical  Surgery 


ARTHUR  STEINDLER,  M.D. 

Professor  of  Orthopedic  Surgery 
DANIEL  JOHNSON  GLOMSET,  B.S.,  M.D. 

Professor  of  Pathology  and  Bacteriology 
HAROOTUNE  AVEDIS  MINASSIAN,  A.M.,  M.D. 
Professor  of  Gynecology  and  Clinical  Gynecology 
ROBERT  ALPHAEUS  WESTON.  M.D. 

Professor  of  Genito-Urinary  Diseases  and  Clinical 
Genito-Urinary  Diseases 
PAUL  EUGENE  LINEBACK,  A.M.,  M.D. 

Professor  of  Anatomy 

WILBUR  SCOTT  CONKLING,  Ph.G.,  M.D. 

Assistant  Professor  of  Gynecology 
THOMAS  FRANCIS  DUHIGG.  M.D. 

Assistant  Professor  of  Hygiene  and  Preventive  Medicine 
JOHN  HYREN  peck,  M.D. 

Assistant  Professor  of  Theory  and  Practice  of  Medicine  and 
Director  of  the  University  Dispensary 
THEODORE  ROLLY  B.ALL.  B.S. 

Assistant  Professor  of  Chemistry 
SAMUEL  WARREN  HOBBS.  M.D. 

Assistant  Professor  of  Anatomy 
CHARLES  NICHOLAS  OLSON  LEIR.  M.D. 

Instructor  in  Electro-Therapeutic^ 

JOSEPH  ALBERT  GOODRICH,  B.S.,  M.D. 

Instructor  in  Obstetrics  and  Clinical  Obstetrics 
ROBERT  LEMUEL  PARKER,  Ph.C..  M.D. 

Instructor  in  Therapeutics 
CHARLES  EDWARD  RUTH,  M.D. 

Instructor  in  Surgery 
LENNA  LEOTA  MEANES,  M.D. 

Instructor  in  Clinical  Obstetrics 
GRANVILLE  NIMROD  RYAN,  M.D. 

Instructor  in  Clinical  Pediatrics 
ALVA  PORTER  STONER,  M.D. 

Instructor  in  Clinical  Surgery 
MATHEW  LINCOLN  TURNER,  M.D. 

Instructor  in  Pediatrics 
JEAN  CLEMENT  MENDENHALL.  M.D. 

Instructor  in  Surgery  and  Clinical  Surgery 
DANIEL  FRANCIS  CROWLEY,  M.D. 

Instructor  in  Surgery  and  Clinical  Surgery 
HOWARD  DEAVER  GRAY.  M.D. 

Instructor  in  Obstetrics 
JOHN  CHARLES  RYAN,  M.D. 

Instructor  in  Surgical  Anatomy  and  Operative  Surgery 
OTHA  SETH  THOMAS.  Ph.B.,  LL.M. 

Instructor  in  Medical  Jurisprudence 
ELMER  BRUCE  MOUNTAIN,  Ph.B.,  M.D. 

Instructor  in  Surgery 
JOHN  THOMAS  STRAWN,  B.S.,  M.D. 

Instructor  in  Medicine 
LAWRENCE  ELAM  KELLEY.  B.S..  M.D. 

Instructor  in  Gynecology  and  Clinical  Obstetrics 
CHARLES  MAPLES  WHICHER,  Ph.B.,  M.  D. 
Instructor  in  Pediatrics 
EDWIN  BASON  WINNETT.  M.D. 

Instructor  in  Materia  Medica 
ELIZABETH  MAE  GITTINS,  B.S. 

Instructor  in  Histology  and  Embryology 
GUS  BRUCE  YOUNG,  M.D. 

Instructor  in  Anatomy 
CHARLES  CLIFFORD  WALKER.  M.D. 

Clinical  Assistant  in  Ophthalmology,  Rhinology  and  Laryngology 
JAMES  ARTHUR  DOWNING.  M.D. 

Clinical  Assistant  in  Ophthalmology.  Rhinology  and  Laryngology 
JAMES  EVERETT  KESSEL,  M.D. 

Assistant  in  Medicine 
EDWARD  JOHN  HARNAGEL.  M.D. 

Assistant  in  Pathology  and  Surgical  Pathology 
JOHN  GRAHAM  DAVIS.  M.D. 

Assistant  in  Gynecology 
SYDNER  DEAN  MARTIN.  M.D. 

Assistant  in  Pathology 
CLARENCE  WILLIAM  McCONIHAY,  M.D. 

Assistant  in  Neurology 
EDGAR  EARWOOD,  M.D. 

Assistant  in  Chemistry 
RODNEY  PIERCE  FAGAN,  M.D. 

Assistant  in  Chemistry 
HENRY  IRL  McPHERRIN,  M.D. 

Assistant  in  Histology  and  Embryology 
ROY  EVERETT  PARRY,  M.D. 

Assistant  in  Physiology 
JOSEPH  RODERICK  WINNETT.  M.D. 

Assistant  in  Anatomy 
ELEANOR  OVERHOLT 
Clerk  of  University  Dispensary 
JEAN  CLEMENT  MENDENHALL,  M.D. 

Librarian 
THE  END. 
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I ABORTION,  SPONTANEOUS  AND  INDUCED,  MEDICAL  AND 
SOCIAL  ASPECTS — By  Frederick  J.  Taussig,  M.D.,  professor 
of  clinical  obstetrics  and  clinical  gynecology,  Washington 
University  School  of  Medicine,  St.  Louis.  C.  V.  Mosby  Com- 

I pany,  St.  Louis,  1936.  Price,  $7.50. 

I BASAL  METABOLISM  IN  HEALTH  AND  DISEASE— By  Eugene 
F.  DuBois,  M.D.,  medical  director,  Russell  Sage  Institute  of 
Pathology.  Third  edition,  thoroughly  revised,  illustrated 
with  98  engravings.  Lea  and  Febiger,  Philadelphia,  1936. 
Price,  $5.00. 

BEWILDERED  PATIENT— By  Marian  S.  Newcomer,  M.D.  Hale, 
Cushman  & Flint,  Boston  and  New  York,  1936.  Price,  $1.75 

DENTAL  INFECTION  AND  SYSTEMIC  DISEASE— By  Russell 

; L.  Haden,  M.D.,  chief  of  the  medical  division,  Cleveland  Clinic, 
Cleveland.  Second  edition.  Illustrated  with  63  engravings. 

I Lea  and  Febiger,  Philadelphia,  1936.  Price,  $2.50. 

I EXAMINATION  OF  THE  PATIENT  AND  SYMPTOMATIC 
DIAGNOSIS — By  John  Watts  Murray.  M.D.  With  274  illus- 
trations. Second  edition.  C.  V.  Mosby  Company,  St.  Louis, 
1936.  Price.  $10.00. 

AN  INDEX  OF  DIFFERENTIAL  DIAGNOSIS  OF  MAIN 
SYMPTOMS — Edited  by  Herbert  French,  M.D.,  consulting 
physician  to  Guy’s  Hospital,  London.  Fifth  edition,  with  742 
illustrations,  196  in  color.  William  Wood  and  Company, 
Baltimore,  1936.  Price,  $16.00. 
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IMMUNOLOGY 

By  Noble  Pierce  Sherwood,  M.D.,  profes- 
sor of  bacteriology,  University  of  Kansas. 
Illustrated.  C.  V.  Mosby  Company,  St. 
Louis,  Missouri,  1935.  Price,  $6.00. 

Considerable  mystery  surrounds  the  phenomenon 
of  immunity,  and  even  to  those  of  us  who  have  con- 
tinued our  studies  in  bacteriology,  the  sub.i’ect  of 
the  natural  resistance  of  the  body  to  disease  is 
little  understood.  To  this  group  of  physicians,  this 
text  will  make  an  especial  appeal,  although  the  book 
is  obviously  written  for  the  medical  student. 

To  present  a background  for  the  study,  the  author 
first  discusses  infection  and  infectious  agents  with 
detailed  consideration  of  the  host-parasite  relation- 
ship. In  subsequent  chapters  he  discusses  inflamma- 
tion and  tissue  immunity,  presenting  in  some  detail 
the  humoral  and  cellular  theories  of  immunity,  and 
other  immunity  reactions  such  as  those  involved  in 
the  production  of  the  various  antibodies  and  pre- 
cipitins  recognized  in  the  body’s  defense  mechanism. 
In  this  section  dealing  with  toxins  and  antitoxins, 
the  newer  antibody  preparations  of  therapeutic  im- 
portance are  fully  presented  and  discussed.  The 
closing  chapters  of  the  work  deal  with  the  work  of 
the  diagnostic  laboratory  in  the  field  of  immunology 
including  the  complement  fixation  test  for  syphilis. 

The  clear  and  concise  form  of  presentation,  the 
clarity  of  thought  and  expression,  and  the  wealth 
of  detail  incorporated  in  this  volume,  assures  its 
success  in  the  field  for  which  it  is  intended. 
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MEDICAL  MYCOLOGY,  FUNGOUS  DISEASES  OF  MEN  AND 
OTHER  MAMMALS — By  Carroll  William  Dodge,  Ph.D.,  my- 
cologist, Missouri  Botanical  Garden.  Illustrated.  C.  V. 
Mosby  Company,  St.  Louis,  1936.  Price,  $10.00. 

MEDICAL  PAPERS — Dedicated  to  Henry  Asbury  Christian,  from 
his  present  and  past  associates  and  house  officers  at  the  Peter 
Bent  Brigham  Hospital,  Boston,  Massachusetts.  The  Waverly 
Press,  Baltimore,  1936. 

PEDIATRIC  NURSING — By  John  Zahorsky,  M.D.,  professor  of 
pediatrics,  St.  Louis  University  School  of  Medicine.  With 
144  illustrations  and  seven  color  plates.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1936.  Price,  $3.00. 

PHYSIOLOGY  OF  LOVE — By  Professor  Paolo  Mantegazza. 
Eugenics  Publishing  Company,  New  York,  1936.  Price,  $3.00. 

PSYCHOLOGY  OF  SEX— A Manual  for  Students  by  Havelock 
Ellis.  Emerson  Books,  Inc.,  New  York,  1935.  Price,  $3.00. 

SYNOPSIS  OF  CLINICAL  LABORATORY  METHODS— By  W. 
E.  Bray,  M.D.,  professor  of  clinical  pathology.  University  of 
Virginia.  Thirty-two  text  illustrations,  eleven  color  plates. 
C.  V.  Mosby  Company,  St.  Louis,  1936.  Price,  $3.75. 

A TEXTBOOK  OF  SURGERY — By  American  authors,  edited  by 
Frederick  Christopher,  M.D.,  associate  professor  of  surgery  at 
Northwestern  University  Medical  School.  With  1349  illustra- 
tions. W.  B.  Saunders  Company,  Philadelphia  and  London, 
1936.  Price,  $10.00. 
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YOU  MUST  EAT  MEAT 

By  Max  Ernest  Jutte,  M.D.,  formerly  lec- 
turer on  stomach  and  intestinal  diseases, 

New  York  Polyclinic  Medical  School.  G.  P. 
Putnam’s  Sons,  New  York,  1936.  Price, 
$2.00. 

The  dietetics  of  the  past  few  years  have  stressed 
the  ill  effect  of  meat  in  the  diet  and  emphasized  the 
use  of  vegetables  and  fruits.  The  author  of  this 
small  volume  hopes  to  right  the  injustice  done 
through  such  advice  by  presenting  a sane  and  com- 
mon sense  viewpoint  concerning  the  more  generous 
use  of  meat  in  the  normal  diet.  Inasmuch  as  his 
treatise  is  written  primarily  for  the  layman,  he  in- 
troduces the  subject  with  a popular  discussion  of  the 
anatomy  and  physiology  of  the  digestive  tract.  He 
then  advances  his  views  concerning  the  faults  and 
contradictions  of  a vegetable  or  fruit  diet,  following 
this  discussion  by  an  argument  for  the  greater  use 
of  meats  in  diets,  both  in  sickness  and  health.  Be- 
fore concluding  the  subject  the  author  presents  at 
some  length  a meat  diet  introduced  a generation 
ago  by  an  American  physician,  Dr.  .1.  H.  Salisbury, 
popularly  known  as  “the  Salisbury  diet.”  So  promi- 
nent in  this  diet  was  meat  that  a particularly  de- 
licious “Salisbury  Steak”  owed  its  introduction  to 
the  same  person. 

The  closing  chapter  of  the  book  summarizes  the 
discussion  and  offers  suggestions  concerning  the 
selection  of  a well  balanced  diet.  The  book  is  quite 
readable  and  patently  timely. 
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MEDICAL  MYCOLOGY,  FUNGOUS  DISEASES 
OF  MEN  AND  OTHER  MAMMALS 
By  Carroll  William  Dodge,  Ph.D.,  mycolo- 
gist, Missouri  Botanical  Garden.  Illus- 
trated. C.  V.  Mosby  Company,  St.  Louis, 
1936.  Price  $10.00. 

So  far  as  we  are  aware,  no  one  has  previously 
undertaken  the  comprehensive  study  of  the  fungous 
diseases  of  men  and  other  mammals,  or  the  compil- 
ation of  a bibliography  on  this  subject.  That  a need 
for  a volume  of  this  nature  exists  is  revealed  by  a 
contemplation  of  the  various  mycotic  diseases  which, 
during  the  past  decade,  have  attracted  medical  at- 
tention. While  this  text  may  be  too  encyclopedic 
and  technical  for  consecutive  reading,  it  will  cer- 
tainly prove  a welcome  addition  to  any  reference 
library. 

The  author  first  considers  the  general  morphology 
of  fungi  with  reference  to  their  physiology,  their 
methods  of  cultivation  and  isolation  and,  finally, 
their  classification.  In  later  sections  of  the  work, 
he  discusses  in  detail  the  various  organisms  recog- 
nized as  falling  into  the  classifications  of  parasitic 
fungi.  A complete  bibliography  follows  each  sec- 
tion, which  we  are  advised  brings  the  subject  up 
to  July  1,  1934;  142  illustrations  are  used  to  amplify 
the  text. 


THE  1935  BOOK  OF  UROLOGY 

Edited  by  John  H.  Cunningham,  M.D., 
associate  in  genito-urinary  surgery.  Har- 
vard University  Postgraduate  School  of 
Medicine.  The  Year  Book  Publishers,  Chi- 
cago, 1936.  Price,  $2.25. 

Outstanding  among  the  year’s  achievements  in 
this  branch  are  the  observations  made  concerning 
the  influence  of  the  adrenal  glands  on  various  sys- 
temic conditions;  notably  neurocirculatory  asthenia, 
hyperthyroidism,  peptic  ulcer,  epilepsy  and  other 
polyglandular  disease.  These  observations  have 
grossly  expanded  the  ever  increasing  field  of  endo- 
crinology. Preliminary  work  in  renal  sympathec- 
tomy in  neuromuscular  disturbances  opens  up  an  in- 
teresting field. 

The  subject  of  urinary  calculi  continues  to  receive 
major  consideration  in  the  literature,  with  notable 
contributions  during  the  year  on  the  effect  of  metab- 
olism on  renal  stasis.  Striking  benefits  have  been 
reported  from  the  use  of  the  ketogenic  diet  in  bacil- 
luria.  Tuberculosis  and  malignancy  receive  major 
attention  although  no  particular  outstanding  con- 
tributions to  the  subject  are  reported.  The  trans- 
urethral resection  for  prostatic  obstruction  is  still 
sufficiently  new  to  command  a prominent  place  in 
the  interests  of  the  medical  world.  Continued  in- 
terest is  manifest  in  the  radiologic  methods  of 
kidney  examination  as  well  as  the  development  of 
some  of  the  newer  methods  of  measuring  kidney 
functions. 

These  and  hundreds  of  other  subjects  are  dis- 
cussed in  the  450  pages  of  this  valuable  summary 
of  the  year’s  advances  in  urology. 


SYNOPSIS  OF  CLINICAL  LABORATORY 
METHODS 

By  W.  E.  Bray,  M.D.,  professor  of  clinical 
pathology.  University  of  Virginia.  Thirty- 
two  text  illustrations,  eleven  color  plates. 

• C.  V.  Mosby  Company,  St.  Louis,  1936. 
Price  $3.75. 

During  the  past  quarter  of  a century  medical 
labox'atory  work  has  been  considered  of  ever  in- 
creasing importance  in  the  practice  of  medicine. 
Chemistry  and  biologic  research  have  added  many 
new  laboratory  procedures  during  the  past  two  or 
three  years.  The  authors  of  this  small  volume  make 
no  claim  to  originality,  except  as  they  have  col- 
lected the  apparently  useful  laboratory  procedures 
and  arranged  them  in  a most  convenient  form  for 
practical  use.  They  have  brought  the  subject  en- 
tirely up  to  date  and  included  in  this  work  all  of 
the  newer  tests  of  proved  meidt.  The  author  is  to 
be  complimented  on  his  choice  of  tests  and  technic, 
and  his  ability  to  condense  the  voluminous  litera- 
ture into  a small  compass  so  that  a complete  guide 
to  laboratory  methods  is  furnished  in  a volume  suffi- 
ciently compact  to  be  carried  readily  in  the  interne’s 
pocket  or  in  the  physician’s  medicine  case.  This 
volume  is  heartily  endorsed  for  the  purposes  in- 
tended. 


PEDIATRIC  NURSING 
By  John  Zahorsky,  M.D.,  professor  of  ped- 
iatrics, St.  Louis  University  School  of  Medi- 
cine. With  144  illustrations  and  seven  color 
plates.  C.  V.  Mosby  Company,  St.  Louis, 
1936.  Price,  $3.00. 

As  the  science  of  pediatrics  has  been  advanced 
and  this  specialty  developed,  additional  training  for 
nurses  has  seemed  imperative.  To  meet  this  need 
the  author  has  prepared  this  valuable  work,  stressing 
in  Part  I those  phases  of  the  science  of  pediatrics 
with  which  the  nurse  should  be  entirely  familiar, 
and  presenting  in  Part  II  those  practical  procedures 
by  which  the  nurse  may  accomplish  the  desired 
results. 

In  the  first  section  he  takes  up  problems  of  growth 
and  development,  natural  and  artificial  feeding,  the 
importance  of  symptoms  and  syndromes,  and  various 
diseases  of  infancy  and  childhood  classified  by  sys- 
tems. In  the  second  section  he  discusses  the  prepa- 
ration of  the  infant’s  foods,  methods  of  procedure  as 
applied  to  the  home  and  the  hospital,  with  special 
chapters  devoted  to  orthopedic  nursing,  and  nursing 
in  surgical  conditions  of  children. 

While  the  black  and  white  illustrations  in  the  book 
(144)  are  not  qll  that  could  be  desired,  due  possibly 
to  the  low  gloss  paper  employed,  this  defect — if  it  be 
a defect — is  largely  counteracted  by  the  seven  un- 
usually well  executed  colored  plates,  illustrating 
characteristic  forms  of  infant  stools  and  the  appear- 
ance of  the  mouth  and  throat  in  the  various  con- 
tagious diseases.  The  volume  appears  well  suited 
for  the  purpose  intended. 
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Cmeyla,  Patrick  M.,  Sioux  City 
Coady,  Charles  C.,  Dubuque 
Cobb,  F^lwin,  Marshalltown 
Cobb.  Elliott  C.,  Sioux  City 
Coddington,  James  K.,  Humboldt 
Cody,  William  Sioux  City 
Coffin,  Lonnie  A.,  Farmington 
Cogley,  J.  Philip,  Council  Bluffs 
Cole,  Adalbert  J.,  Clear  Lake  (L.M.) 
Cole,  Elmer  J.,  Woodbine 
Cole.  Fern  N.,  Iowa  F'alls 
Cole.  Harold  P.,  Thurman 
Cole.  Julia.  Iowa  City 
Coleman.  Harry  L.,  Farragut 
Coleman.  Jennie  M.,  Dos  Moines  (1..M.) 
Collester,  Charles  C.,  Spencer 
Collin.s,  Harry  A.,  Des  Moines 
Collins,  Robert  M.,  Iowa  City 
Conaway,  Aaron  C.,  Marshalltown 
Conmey.  Roy  M..  Sergeant  Bluff 
Connell.  John.  Des  Moines 


Connell,  Walter  J.,  Dubuque 
Connelly,  Edgar  J.,  Dubuque 
Conner,  Frank  H.,  Nevada 
Conzett,  Donald  C.,  Dubuque 
Cook,  Clarence  P.,  Des  Moines 
Cook,  John  O.,  Madrid 
Cook,  Kenneth  G.,  Fairfield 
Cook,  Walter  R.,  Pisgah 
Cooley,  Laurence  E.,  Dubuque 
Coon,  Lucy  G.,  Champaign.  Illinois 
Coontz,  Jesse  S.,  Leon  (L.M.) 

Cooper,  Clark  N..  Waterloo 
Cooper,  Gladys  A.,  Red  Oak 
Cooper,  James  S.,  Burlington 
Cooper,  J.  Clark,  Villisca 
Cooper,  Raymond  E.,  Keokuk 
Cooper,  Robert  W.,  Alton 
Cooper,  Thaddeus  C.,  Ogden 
Cooper,  Will  A.,  Bayard 
Corbin,  Sylvanus  W.,  Corydon 
Corcoran,  Louis  L.,  Rock  Rapids 
Cords,  Charles  H.,  Rudd 
Cornell,  Corwin  S.,  Knoxville 
Corns,  William,  Marshalltown 
Costello,  William  E.,  Dubuque 
Courshon,  Benjamin,  Sioux  City 
Cowen,  Joseph  M.,  Glenwood 
Cox,  Elmer  L.,  Moulton 
Crabb,  George  M.,  Mason  City 
Crabbe,  Albert  A.,  Traer 
Craig,  James  A.,  Keosauqua 
Craig,  John  W.,  Lohrville  (L.M.) 
Crain,  Lewis  F.,  Deep  River  (L.M.i 
Crain,  Mattie  M.,  Deep  River  (L.M.) 
Crane,  Wendell  P.,  Holstein 
Crawford,  Jennings,  Cedar  Rapids 
Cressler,  Frank  E.,  Churdan 
Cretzmeyer,  Charles  H.,  Algona 
Cretzmeyer,  Francis  X.,  Emmetsburg 
Crew,  Arthur  E.,  Marion 
Crew,  Philip,  Marion 
Cronk,  Charles  H..  Bloomfield 
Cronk,  Clara  K.,  Bloomfield  (L.M.) 
Crow,  George  B.,  Burlington 
Crow.  Ira  N.,  Fairfield 
Crowder,  Roy  E.,  Sioux  City 
Crowley,  Daniel  F.,  Des  Moines 
Cruikshank.  Roswell  D.,  Boone 
Crum,  John  R.,  Elberon 
Cruzen,  John  L.,  Barnes  City 
Cullison,  Robert  M..  Dike 
Cummings,  William  C.,  Hopkinton 
Cunningham,  Melvin  B.,  Stratford 
Cusick,  George  W.,  Princeton 
Cutler,  P'rank  R.,  Cedar  Falls 
Cutler,  Roy  H.,  Little  Sioux 
Dahl.  Harry  W.,  Des  Moines 
Dahlbo,  John  E.,  Sutherland 
Daily,  Milton,  Sioux  City 
Dakin,  Channing  E.,  Mason  City 
Dales,  John  A.,  Sioux  City  (L.M.) 
Daly,  James  J.,  Decorah 
Danley,  Royal  C.,  Hamburg 
Daut,  Walter  W.,  Muscatine 
Davidson,  Lawrence  L..  Lake  City 
Davidson,  Thorald  E.,  Mason  City 
Davies,  James  E.,  Oxford  Junction 
Davis,  Arthur  E..  Seymour 
Davis,  Charles  M.,  Centerville 
Davis,  Samuel  K.,  Libertyville 
Davisson,  Robert  R.,  Winterset  (L.M.) 
Dawson,  Emerson  B.,  P’ort  Dodge 
Dawson,  Leon  E.,  Des  Moines 
Day,  Archie  L.,  Winfield 
Day,  Charles  S.,  Cedar  Rapids 
Day,  Philip  M.,  Oskaloosa 
Dean,  Abbott  M.,  Council  Bluffs 
Dean,  Frank  W.,  Council  Bluffs  (L.M.) 
Dean,  Ray  H.,  Washington  (L.M.) 
Dean,  William  F.,  Osceola 
De  Bey.  John  G.,  Orange  City 
De  Bourcey,  Harry  C.,  Silvis,  111. 

De  Cicco,  Ralph,  Des  Moines 
Decker,  George  E.,  Davenport 
Decker,  Henry  G.,  Des  Moines 
Dcxiker,  Herbert  M.,  Bettendorf 
Decker,  Jay  C.,  Sioux  City 
Deering,  Albert  B.,  Boone 
Deering,  John  S.,  Onawa 


De  Long,  Samuel  W.,  Tingley 
Dennison.  John  C.,  Bellevue 
Denny,  Thomas  C.,  Des  Moines  (L.M.I 
De  Pree,  Seine  B.,  Sioux  Center 
De  Shaw,  Earl  H.,  Monticello 
Desmond,  Thomas  F.,  Webster  City 
Devereux,  Richard  L..  Sioux  City 
Dewees,  Frank  L.,  Keokuk 
Dewey,  Jay  R.,  Schaller 
De  Witt,  Charles  H.,  Jr..  Macedonia 
De  Witt,  Franklin  T.,  Nemaha 
De  Young,  George  M.,  George 
De  Young,  Ward  A.,  Glenwood 
Dickey,  Claude  G.,  Des  Moines 
Diddy,  Keith  W.,  Perry 
Dierker,  Bernard  J.,  Fort  Madison 
Dierker,  Frank  H.,  Fort  Madison 
Dimond,  Dorothy,  Iowa  City 
Dimsdale,  Lewis  J.,  Sioux  City 
Dingman,  Marshall  E.,  Urbana 
Dittmer,  Ernest  G.,  Manchester 
Dittmer,  Henry  A..  Manchester 
Dittmer,  Martin  E.,  Colesburg 
Dixon,  George  L.,  Tyrone,  New  Mexico 
Doane,  Grace  O.,  Des  Moines 
Dobson,  Richard  A.,  Siou.x  City 
Doering,  Valentine  T..  Fort  Madison 
Dolan,  Henry  F.,  Anamosa 
Dolmage,  George  F.,  Buffalo  Center 
Donahue,  James  C.,  Centerville 
Donelan,  James  M.,  Glenwood  (L.M.) 
Donlan,  Eugene  V.,  Clinton 
Donnell,  John  W.,  Hazelton 
Donnelly,  Madelene  M.,  Mason  City 
Donnelly,  William  L.,  Davenport 
Donohoe,  Anthony  P.,  Davenport 
Donovan,  Michael  J.,  Perry 
Donovan,  William  H.,  Iowa  City 
Doolen,  G.  Wesley,  Davenport 
Doolittle,  Russell  C.,  Des  Moines 
Doornink,  William,  Orange  City 
Dorsey,  Frank  B.,  Keokuk 
Dorsey,  Frank  B.,  Jr..  Keokuk 
Dorsey,  Thomas  J.,  Fort  Dodge 
Doss,  William  N.,  Garden  Grove 
Down,  Howard  L,  Sioux  City 
Downing,  James  A.,  Des  Moines 
Downing,  Leroy  M.,  Cedar  Rapids 
Downing,  Wendell  L.,  Le  Mars 
Downing,  William  L.,  Moulton 
Doyle,  Joseph  L.,  Sigourney 
Driver,  Richard  W.,  Waterloo 
Droz,  Adolphus  K.,  Washington 
Dubrow,  James  L.,  Des  Moines 
Duffin,  Charles  W.,  Guttenberg  (L.M.) 
Duffy,  J.  James,  Denison 
Dulin,  Evelyn  E.  H.,  Iowa  City 
Dulin,  John  W.,  Iowa  City 
Dulin,  John  A.,  Sigourney 
Dulin,  Tarana  J.  G.,  Sigourney 
Duling,  Raymond  J.,  Sioux  City 
Dulmes,  Abraham  H..  Klemme 
Dunkel,  George  K..  Fairfield 
Dunkelberg,  Elmer  I.,  Waterloo 
Dunn,  Francis  C.,  Cedar  Rapids 
Dunn,  James,  Davenport 
Dun  Van,  Edgar  K.,  Chelsea 
Durrill,  Everett  L.,  P'ort  Madison 
Dusdieker,  Stanley,  Valley  Junction 
Dvorak,  Joseph  E.,  Sioux  City 
Dwyer,  Robert  E..  Preston 
Dye,  Harold  B.,  Glenwood 
Dyson,  James  E..  Des  Moines 
pjarl,  Warren  Z.,  Sioux  City 
Eaton,  Leslie  V.,  Schaller 
Plbersole,  PVances  F.,  Mt.  Vernon 
Edwards,  Charles  V.,  Council  Bluffs 
Pldwards,  James  A.,  Oakdale 
Edwards,  James  F.,  Ames 
Plgermayer.  George  W.,  Elliott 
Eggleston,  Alfred  A..  Burlington 
p]gloff,  William  C..  Mason  City 
Kiel,  Hans  E.,  Buffalo  Center  (L.M.) 
Eiel,  John  ().,  Osage 
Kiel,  Merrill  ().,  Osage 
Elliott,  Olin  A.,  Des  Moine.s 
Elliott,  William  J..  Dawson 
Ellison,  George  M..  Clinton 
Plllyson,  Charle.H  W..  Waterloo 
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Elmer.  Albert  W.,  Davenport  (L.M.) 
Elmquist,  Homer  S.,  Cambridge 
Elvidge,  George,  Perry 
Ely,  Francis  A.,  Des  Moines 
Emerson,  Edward  L..  Muscatine 
Engle,  Harry  P.,  Newton 
Ennis,  Harry  H.,  Baxter 
Ensley,  Bruce,  Shell  Rock 
Entringer,  Albert  J.,  Dubuque 
Entz,  F.  Harold,  Waterloo 
Epeneter,  Franz  J.,  Denver 
Ericksen,  Lester  G.,  Dubuque 
Erskine,  Arthur  W.,  Cedar  Rapids 
Eslick,  Louis  E.,  Rockwell  City 
Evans,  Harold  J.,  Davenport 
Evans,  John  G..  New  Hartford  (L.M.) 
Evans,  Robert  A.,  Algona 
Everall,  Bruce  B.,  Monona 
Eversmeyer,  Benjamin  E.,  Muscatine 
Everson,  Gustave  A.,  Plover 
Faber,  Luke  A.,  Dubuque 
Fagan,  Rodney  P.,  Des  Moines 
Fair,  Adam  B.,  Ottumwa 
Fallows,  Howard  D.,  Mason  City 
Farlow,  Charles  T.,  Farnhamville 
Farnham,  Alfred  J.,  Traer 
Farnsworth,  Harold  E.,  Storm  Lake 
Farnum,  Earl  P.,  Sibley 
Farrell,  Vincent  A.,  Mason  City* 

Faust,  John  H.,  Newton 
Fay,  Oliver  J.,  Des  Moines 
Fee,  Knight  E.,  Toledo 
Feeney,  Francis  S.,  New  Hampton* 
Fegers,  Robert  H.,  Keokuk 
Feightner,  Robert  L.,  Fort  Madison 
Fellows,  Joe  G..  Ames 
Fellows.  L.  E.,  Newton 
Felter,  Allen  G.,  Van  Meter 
Fenlon,  Leslie  K.,  Clinton 
Fenton,  Charles  D.,  Bloomfield 
Ficke,  Emil  O.,  Davenport 
Field,  George  A.,  Des  Moines 
Fields,  Homer,  Lake  City 
Fields,  Robert  B.,  La  Porte  City 
Files.  Edward  H.,  Cedar  Rapids 
Fillenwarth,  Floyd  H.,  Charles  City 
Finch,  George  H„  Des  Moines 
Finch,  Hiram  C.,  Pulaski  (L.M.) 

Finder,  Jerome  G.,  Iowa  City 

Findley,  Wm.  J.,  Sac  City 

Fink,  Anthony  L.,  Carroll 

Fisch,  Roman  J.,  Le  Mars  ' 

Fisher,  Wm.  C.,  Williamson 

Fitzpatrick,  Dennis  F.,  Iowa  City 

Flater,  Norman  C.,  Floyd 

Fleck,  Warren  L.,  Milwaukee,  Wis. 

Fleischman,  Abraham  G.,  Des  Moines 

Fleming,  Margaret  A.,  Cherokee 

Fletcher,  Fred  W..  Sioux  City 

Flickinger,  Roger  R.,  Mason  City 

Flocks,  Rubin  H.,  Iowa  City 

Floersch,  Eugene  B.,  Council  Bluffs 

Floyd,  Mark  L.,  Iowa  City 

Fobes,  Henry  L.,  Auburn 

Foley,  Fred  C.,  Newell 

Foley,  Walter  E.,  Davenport 

Foltz,  Eloise  G.,  Perry 

Fordyce,  Frank  W.,  Des  Moines 

Forsythe,  Manley,  Fremont 

Foster,  Morgan  J.,  Cedar  Rapids 

Foster,  Samuel  T.,  Adel 

Foster,  Warren  H.,  Clinton 

Foster.  Wayne  J.,  Cedar  Rapids 

Foulk,  Frank  E.,  Des  Moines 

Fourt,  Arthur  S..  Iowa  City 

Fowler.  Willis  M.,  Iowa  City 

Fox,  Charles  I.,  Pella 

Fox,  Ray  A..  Charles  City 

Franchere.  Chetwynd  M.,  Mason  City 

Frank,  Louis  J.,  Sioux  City 

Frank,  Owen  L.,  Maquoketa 

Franklin,  George  W.,  Jefferson 

Fransco,  Peter  P.,  Ruthven 

Frantz,  Charles  P.,  Burlington 

Fraser/  John  H.,  Monticello 

Fraser,  Leonard  E.,  Iowa  Falls 

Frazier,  James  W.,  Honey  Creek 

Freeh,  Raymond  F.,  Newton 

French,  Charles  H.,  Cedar  Rapids  (L.M.) 


French,  Royal  F.,  Marshalltown 

French,  Valiant  D.,  Carson 

Fritchen,  Arthur  F.,  Decorah 

Fritschel,  Godfrey  C.,  Dubuque 

Fritz,  Lafe  H.,  Dubuque 

I’ry,  Jay  W..  Creston 

Fry,  John  L.,  Kalona 

Fuerste,  Frederick,  Dubuque 

Fuller,  Frank  M.,  Keokuk 

Fuller,  Quintus  C.,  Milford 

Fullerton,  Oscar  L.,  Redding 

Fulliam,  Edmund  B.,  Jr.,  Muscatine 

Furgerson,  Lee  B.,  Waterloo 

Gaard,  Rasmus  R.,  Radcliffe 

Gadd,  Edson  E..  Des  Moines 

Galinsky,  Della,  Sioux  City 

Gallagher,  John  P.,  Oelwein 

Galloway,  Milton  B..  Webster  City 

Galman,  James  J.,  Hospers 

Galvin,  Robert  J.,  Oelwein 

Gambee,  Eric  J.,  Earling 

Gamble,  Robert  A..  Madrid 

Garnet,  Elmo  E.,  Lamoni 

Ganoe,  James  O..  Ogden 

Gardner,  Charles  W.,  Mt.  Pleasant  (L.M.) 

Gardner,  Harold  O..  Waterloo 

Gardner,  John  R.,  Lisbon 

Gardner,  Paul  E.,  New  Hampton 

Garling,  Luvern  C..  Manchester 

Garner,  William  A..  Kiron 

Garside,  Arthur  A.,  Davenport 

Gaukel,  Leo  A.,  Onawa 

Gaumer,  James  S..  Fairfield 

Gearhart,  George  W.,  Springville 

Geeseka,  Otto  A..  Mt.  Pleasant  (L.M.) 

George.  Joseph,  Dows 

Gerken,  James  F..  Waterloo 

Gernsey,  Merrit  N..  Waverly 

Gessner.  Frederick  W..  Dysart 

Getty.  Everett  B.,  Primghar 

Gibbon,  William  H.,  Sioux  City 

Gibbs,  George  M.,  Winfield 

Gibson,  Charles  G.,  Sioux  City 

Gibson,  Douglas  N.,  Des  Moines 

Gibson,  Paul  E.,  Des  Moines 

Gibson,  Preston  E.,  Davenport 

Gifford,  Albert  K..  Cedar  Rapids 

Gilfillan,  Bruce  L.,  Keokuk 

Gilfillan,  Clarence  D.  N.,  Fremont 

Gilfillan,  Earl  E.,  Pulaski 

Gilfillan,  George  W.,  Bloomfield 

Gilfillan.  Homer  J.,  Cantril 

Gillespie,  Hamilton  S.,  Sioux  City 

Gillett,  Francis  A.,  Oskaloosa 

Gillies,  Carl  L.,  Iowa  City 

Gillmor,  Benjamin  F.,  Red  Oak 

Gingles,  Earl  E.,  Onawa 

Gingles,  William  W.,  Castana 

Gittins,  Thomas  R.,  Siiux  City 

Gittler,  Ludwig,  Fairfield 

Givens,  H.  Frank,  West  Bend 

Glann,  Arthur  G.,  Colo 

Glann,  Roy  C„  Bronson 

Glasscock,  Thomas  J.,  Hawarden 

Glesne,  Otto  N.,  Fort  Dodge 

Glew,  Perciva!  B.,  Dallas  Center 

Gleysteen,  Dirk  J.,  Alton 

Gloeckler,  Bernard  B.,  Mt.  Pleasant 

Glomset,  Daniel  J.,  Des  Moines 

Glynn,  Charles  E..  Davenport 

Goad,  Robley  R.,  Muscatine 

Goenne,  William  C.,  Davenport 

Golden,  Thomas  V.,  Clarinda 

Goodenow,  Sidney  B.,  Colo 

Goodman,  Jonathon  N.,  Osceola 

Goodrich,  Joseph  A.,  Des  Moines 

Goggin,  John  G.,  Ossian 

Gordon,  Arnold  M.,  Des  Moines 

Gottsch,  Erwin  J.,  Shenandoah 

Gould,  George  R.,  Conrad 

Gould,  Isaac  L..  Kellogg 

Gower,  Walter  E.,  Pocahontas 

Graber,  Frederick  J.,  Stockport 

Graber,  H.  E.,  Fairfield 

Grady,  E.  M.,  Portsmouth 

Graening,  Charles  H.,  Waverly 

Graham,  George  W.,  Collins 

Graham,  James  W.,  Sioux  City 

Gran,  Albert  G.,  Storm  Lake 


Grant,  Cecil  C.,  Cedar  Falls 
Grant,  John  G..  Ames 
Grau,  Amandus  H.,  Denison 
Gray,  Albert  C.,  Keokuk 
Gray,  Henry  A..  Keokuk 
Gray,  Howard  D.,  Des  Moines 
Gray,  Ralph  E.,  Eldora 
Gray,  Samuel  T..  Albia  (L.M.) 

Grayston,  Jesse  T.,  Marion 
Green,  William  H.,  Bridgewater* 
Greenleaf,  William  S.,  Atlantic 
Greenlee,  Max  R.,  Oskaloosa 
Greenman,  Robert  A..  Hetch  Hetchy,  Calif. 
Gregory,  Raymond,  Iowa  City 
Greteman,  Theodore  J.,  Missouri  Valley 
Griffin,  Clark  C.,  Jr.,  Vinton  (L.M.) 
Griffin,  Frank  L.,  Baldwin 
Griffin,  John  M.,  Des  Moines 
Griffin,  Sarah  M.,  Manson 
Griffis,  Arthur  A.,  Tipton 
Grimm,  Peter  G.,  Spirit  Lake 
Groman,  August,  Odebolt  (L.M.) 

Grossman.  Edward  B.,  Glenwood 
Grossman,  Raymond  S.,  Marshalltown 
Grothaus.  Dell  L.,  Delta 
Grove,  Emil  G.,  Boone 
Grubb,  Merrill  W.,  Galva 
Guldner,  Ludwig  F.,  Davenport 
Gunn,  Ross  E.,  Boone 
Gutch,  Roy  C.,  Chariton 
Habenicht,  Mae  H.,  Des  Moines 
Hadsel,  Henry  S.,  Oxford,  Ohio  (L.M.) 
Haecker,  Lewis  A.,  Hampton* 

Hageboeck,  Alfons  L.,  Davenport 
Hagedorn,  Harry  H.,  Sioux  City 
Hagen.  Edward  F.,  Decorah 
Hahn,  James  P.,  Sioux  City 
Haisch,  Lily  K.,  Dubuque 
Haisch,  Otto  E.,  Dubuque 
Hale,  Albert  E.,  Dougherty 
Hall,  Bonnybel  A.,  Maynard 
Hall,  Clarence  H..  Cherokee 
Hall,  Cluley  C.,  Maynard 
Halloran,  William  H.,  Audubon 
Hamilton,  Benjamin  C.,  Jefferson  (L.H.) 
Hamilton,  Benjamin  C.,  Jr.,  Jefferson 
Hamilton,  Cecil  V..  Garner 
Hamilton,  Harriett  S.,  Council  Bluffs 
Hamilton,  Henry  H.,  Cedar  Rapids 
Hamilton,  John,  Cedar  Rapids 
Hamilton,  William  F.,  Marshalltown 
Hammer,  Marion  R.,  Newton  (L.M.) 
Hamsa,  William  R.,  Iowa  City 
Hamstreet,  Wilbur  F.,  Titonka 
Hanchett,  McMicken,  Council  Bluffs 
Hancock,  John  C..  Dubuque 
Hand,  William  C.,  Hartley 
Hands,  Sidney  G.,  Davenport 
Hankey,  Daniel  C.,  Council  Bluffs 
Hanna,  John  T.,  Burlington 
Hansell,  William,  Ottumwa  (L.M.) 

Hansell,  William  W.,  Des  Moines 
Hansen,  Fred  A.,  Stanton 
Hansen,  Niels  M.,  Des  Moines 
Hansen,  Robert  R.,  Marshalltown 
Hanske,  Edward  A.,  Bellevue 
Hanson,  Frank  H.,  Magnolia 
Hanson,  Laurence  C..  Jefferson 
Hardin,  John  F.,  Bedford 
Hardy,  Albert  V.,  Baltimore,  Md. 

Harken,  Con  R..  Osceola 
Harkness,  Gordon  F.,  Davenport 
Harman,  Clarence,  Whiting 
Harman,  Dean  W.,  Glenwood 
Harnagel,  Edward  J.,  Des  Moines 
Harp,  John  F.,  Prairie  City  (L.M.) 

Harpel,  Kate  S.,  Boone 
Harper,  Edna  K.  Sexsmith,  Greenfield 
Harper,  James  A.,  Greenfield 
Harriman,  Walter  F.,  Sioux  City 
Harrington,  Raymond  J.,  Sioux  City 
Harris,  Edwin  E..  Grinnell  (L.M.) 

Harris,  Grove  W.,  Marshalltown 
Harris,  Herbert  H.,  Rockwell  City 
Harris,  Ray  R.,  Dubuque 
Harrison,  Glenn  E.,  Mason  City 
Hart,  William  E.,  Odebolt 
Hartje,  Harry  F.,  Atlantic 
Hartley,  Byron  D.,  Mt.  Pleasant 
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Hartley,  George  A.,  Battle  Creek 
' Hartman,  Frank  T.,  Waterloo  (L.M.) 
Hartman,  Howard  J.,  Waterloo 
I Hasek,  Victor  H.,  Cedar  Rapids 
‘ ' Hastings,  John  C.,  Elma 
I.  Hatch,  Alice  H.,  Des  Moines 
f Haugen,  Albert  I.,  Ames 
k Haumeder,  Eva  M.,  New  Hampton 
Havlik,  Aloysius  J.,  Tama 
Hawkins,  Emmet  L.,  Council  Bluffs 
: Hawley,  Olin  B.,  Corning 
Hay,  William  E.,  Avoca 
Hayek,  John  M.,  Cedar  Rapids 
Hazard,  Theodore  L,,  Iowa  City 
,[  Heady,  Conda  C.  C.,  Bloomfield  (L.M,) 

, Heald,  Clarence  L.,  Sigourney 
f Healy,  Maurice  A.,  Boone 
■ Hearst,  George  E.,  Cedar  Falls 
Hecker,  Frederick  A.,  Ottumwa 

f*  Heeren,  Ralph  H.,  New  Orleans,  La. 

I Heetland,  Louis  H.,  Sibley 
I j Heffernan,  Chauncey  E.,  Sioux  City 
j Heilman,  Ernest  S.,  Ida  Grove  (L.M.) 
Helgesen,  Peter  A.,  Lake  Mills 
Hendrickson,  Alvin  H.,  Sioux  City 
Henely,  Edmund,  Nora  Springs 
Henkin,  John  H.,  Sioux  City 
Henneger,  William  A.,  Dubuque 
Hennessy,  Felix  A.,  Calmar 
Hennessy,  M.  C.,  Council  Bluffs 
Henning,  Garold  G.,  Milford 
I Henrichs,  Robert  G.,  Manson 
Henry,  Clyde  A.,  Farson 
Henry,  Hiram  B.,  Des  Moines 
1 Hermence  G.  Earl,  Marshalltown 
Herrick,  Thomas  B.,  Manson 
Herrick,  Thomas  G.,  Gilmore  City 
Herrmann,  Christian  H.,  Jr,,  Amana 
‘ Herrmann,  Walter  W,,  Iowa  City 
Herron,  David  A.,  Alta 
Hersch,  Thomas  F.,  Cedar  Rapids 
Hersey,  Nelson  L,,  Independence 
Hesbacher,  Edwin  N.,  Mt.  Vernon 
Hess,  Howard  R.,  Cedar  Rapids 
Hess,  William  C.,  Cresco 
Heusinkveld,  Henry  J.,  Clinton 
Hewitt,  Leland  G.,  Northwood 
Hexom,  John  D.,  Decorah 
Hibbe,  Henry  B.,  Dubuque 
Hibbs,  Fred  V.,  Carroll 
Hickenlooper,  Carl  B,,  Winterset 
Hickman,  Charles  S.,  Centerville 
Hicks,  Wayland  K.,  Sioux  City 
Hill,  Chalmers  A.,  Council  Bluffs 
Hill,  Christine  S.  Erickson,  Council  Bluffs 
Hill,  James  C.,  Newton 
Hill,  James  W.,  Mt.  Ayr. 

Hill,  Julia  Ford,  Worcester,  Mass. 

Hill,  Lee  F.,  Des  Moines 
Hills,  Henry  M.,  Lamoni 
Hills,  Robert  A.,  Russell 
Hinchliff,  James,  Minburn 
Hinshaw,  Sylvester  E.,  Newton 
Hobart,  Francis  W.,  Lake  City 
Hoegen,  Joseph  A.,  Wyoming 
Hoeven,  Edward  B.,  Ottumwa 
Hoffman,  Alfred  A.,  Waterloo 
Hoffman,  Paul  M.,  Tipton 
Hofman,  William  P.,  Davenport 
Hofstetter,  George,  Clinton  (L.M.) 

Hogle,  William  M.,  Keokuk 
I Hohenschuh,  Frank  A.,  Clinton 
1 Holbrook,  Francis  R.,  Des  Moines 
Hollis,  Edward  L.,  Marengo 
Holm,  Otto  E.,  Salem 
Holman,  David  O.,  Nora  Springs 
Holman,  Henry  D.,  Mason  City 
Holtey,  Joseph  W.,  Ossian 
Hombach,  Walter  P..  Council  Bluffs 
I Hombach,  William  P.,  Council  Bluffs 
Hommel,  Placido  R.  V.,  Elkader 
Hooper,  Lester  E.,  Indianola 
Hope,  Frank  G.,  Sioux  City 
Homaday,  William  R.,  Des  Moines 
' Horton,  Vincent  J.,  Calmar 

Hospodarsky.  Leonard  J.,  Ridgeway 
Hotz,  Edward  J.,  Strawberry  Point 
Hough,  Frank  S.,  Sililey 


Houghton,  Fred  W.,  Council  Bluffs 
Houghton,  Henry  S-,  Peiping,  China 
Houlahan,  Jay  E.,  Mason  City 
Houlihan,  Francis  W.,  Ackley 
Houlihan,  Thomas  J.,  Ida  Grove  (L.M.) 
Householder,  Harold  A.,  Winthrop 
Houser,  Cass  T.,  Cedar  Rapids 
Houston,  Bush.  Nevada 
Hovendon,  John  H.,  Laurens 
Howard,  Fred  H.,  Strawberry  Point 
Howard,  Lloyd  G.,  Council  Bluffs 
Howe,  James  M.,  Hillsboro 
Howe,  Lysle  C.,  Muscatine 
Howell,  Chauncey  W.,  Grinnell 
Howell,  Elias  B.,  Ottumwa 
Howland,  Charles  F.,  Des  Moines 
Hubbard,  Frank  A..  Columbus  Junction 
Hudek,  Joseph  W.,  Garnavillo 
Hudson,  Jessie  B.,  Howard,  R.  I. 

Huff,  Virginia  T.,  Iowa  City 
Hughes,  Robert  O.,  Ottumwa 
Hull,  Henry  C.,  Washington  (L.M.) 
Hully,  Henry  D.,  Griswold 
Hunt,  Ernest  A.,  Des  Moines 
Hunter,  Kenneth  P.,  Havelock 
Huntley,  Charles  C.,  Avoca 
Huntoon,  Gardner  A.,  Des  Moines 
Hurd,  Charles  A.,  Northwood 
Hurevitz,  Hyman  M.,  Iowa  City 
Huston,  Daniel  F.,  Burlington 
Huston,  Herbert  M.,  Ruthven 
Huston,  Ross,  Des  Moines 
Huston,  Samuel  W.,  Mt.  Pleasant 
Hutchinson,  Eleanor,  Belle  Plaine 
Hyatt,  Charles  N.,  Albia  (L.M.) 

Hyatt,  Charles  N.,  Jr.,  Humeston 
Hyndman,  Olan  R.,  Iowa  City 
Ingalls,  Clair  L.,  Iowa  City 
Ingham,  Paul  G.,  Mapleton 
Ingraham,  David  R.,  Sewal 
Irish,  Thomas  J..  Forest  City 
Irwin,  Charles  E.,  Marshalltown 
Irwin,  Ralph  L.,  Paullina 
Isenberg,  Bertice  A.,  Lohrville 
Ivins,  Harry  M.,  Cedar  Rapids 
Jackson,  James  M.,  Jefferson 
Jacobsen,  Robert  A.,  Exira 
Jaenicke,  Kurt,  Clinton 
James,  Audra  D.,  Des  Moines 
James,  David  W..  Kamrar 
James,  Lora  D.,  Fairfield 
James,  Peter  E.,  Elkhorn 
James,  Roger,  Allison 
Jameson,  Robert  E.,  Davenport 
Janse,  Phillip  V..  Algona 
Jarvis,  Fred  J..  Oskaloosa 
Jarvis,  Harry  D.,  Chariton 
Jay,  Leon  D.,  Waverly 
Jeans,  Philip  C..  Iowa  City 
Jeffries,  Roy  R.,  Waukon 
Jenkins,  George  D.,  Burlington 
Jenkinson,  Ernest  A.,  Sioux  City  (L.M.) 
Jenkinson,  Harry  R.,  Iowa  City 
Jensen,  Arnold  L.,  Council  Bluffs 
Jensen,  Arthur  E.,  Humboldt 
Jensen,  LeRoy  E.,  Audubon 
Jepson,  William,  Sioux  City  (L.M.) 
Jerdee,  Ingebrect  C..  Clermont 
Jessup.  Arthur  E.,  Diagonal 
Jinderlee,  Joseph  W.,  Cresco 
Johann,  Albert  E.,  Des  Moines 
Johnson  Aaron  Q.,  Sioux  City 
Johnson.  Aldis  A.,  Council  Bluffs 
Johnson,  Albert  P.,  Sigourney  (L.M.) 
Johnson.  Cecil  C..  Le  Claire 
Johnson.  Chester  H..  Cherokee 
Johnson,  Clarence  A.,  Moorehead 
Johnson,  F.  Craig,  Denver,  Colo. 
Johnson,  Frank  V.,  Maquoketa 
Johnson,  George  M.,  Marshalltown 
Johnson,  G.  Raymond,  Ottumwa 
Johnson,  Harvey  A.,  Atlantic 
Johnson,  .1.  A.  William.  Newton 
Johnson.  .Jonathan,  Alden 
Johnson,  Mark  E..  Corning 
Johnson,  William  A.,  Alden 
Johnston.  C.  Harlan.  Des  Moines 
Johnston.  Florence  D..  Cedar  Rapids 
Johnston.  Harry  L..  Ames 


Johnston,  Helen,  Des  Moines 
Johnston,  Howard  H.,  Hampton 
Johnston,  Kenneth  L.,  Oskaloosa 
Johnston,  Thomas  H.,  Spencer 
Johnstone,  Alexander  A.,  Keokuk 
Jones,  Cecil  C-,  Des  Moines 
Jones,  Charles  L.,  Gilmore  City 
Jones,  Clare  C.,  Spencer 
Jones,  Harry  J.,  Cedar  Rapids 
Jones,  Henry  D.,  Schleswig 
Jones,  Jesse  I.,  Manchester 
Jones,  Lewis  H.,  Wall  Lake 
Jones,  Mark  C.,  Boone 
Jones,  Thomas  S.,  Waukee 
Jongewaard,  Albert  J.,  Jefferson 
Jordan,  Carl  F.,  Des  Moines 
Jordan,  John  W.,  Maquoketa 
Jowett,  John  R.,  Clinton 
Joynt,  Albert  J.,  Waterloo 
Joynt,  Martin  J.,  Le  Mars 
Joynt,  Michael  F.,  Marcus 
Judd,  Addison  L.,  Kanawha  (L.M.) 
Junger,  Emil  C.,  Soldier 
Kaach,  Harry  F.,  Clinton 
Kalar,  Sara  B.,  Ames 
Kallman,  Mervin  E.,  Postville 
Kase,  Paul,  Jr.,  Northwood 
Kassmeyer,  John  C.,  Dubuque 
Kast,  Donald  H.,  Des  Moines 
Katherman,  Charles  A.,  Sioux  City 
Kauffman,  Edward  C.,  Union 
Kauffman,  Ira  D.,  State  Center 
Kauffman,  William  A.,  Marshalltown 
Kaufman,  Cloid  E.,  Burlington 
Kaufman,  Ernest  L.,  Fort  Atkinson 
Keane,  John  L,,  Dyersville 
Keating,  Donald  J.,  Ottumwa 
Keech,  Roy  K.,  Cedar  Rapids 
Keefe,  Patrick  E.,  Sioux  City 
Keen,  Burlin  E.,  Des  Moines 
Keeney,  George  H„  Mallard 
Keith,  Wilfred  K.,  Creston 
Kelley,  Edmund  J.,  Des  Moines 
Kelley,  Lawrence  E.,  Des  Moines 
Kellogg,  Orson  A.,  Dows 
Kelly,  Dennis  H.,  Des  Moines 
Kelly,  Harry  D.,  Council  Bluffs 
Kelly,  Joseph  I.,  Burlington  (L.M.) 
Kempf,  Terence  A.,  Panama 
Kendall,  Guy  M.,  Coggon 
Kenefick,  John  N.,  Algona 
Kennedy,  Charles  S.,  Logan 
Kennedy,  Edward  P.,  Swale<lale 
Kennedy,  Elizabeth  S.,  Oelwein 
Kennedy,  William  C.,  Somers 
Kepler,  Cornelius  C.,  Pocahontas 
Kepler,  Earl  C.,  Waverly 
Kern,  Lester  C.,  Waverly 
Kerr,  H.  Dabney,  Iowa  City 
Kerr,  Johnston  H.,  Akron 
Kerr,  William,  Randolph 
Kerr,  W.  Hawley.  Hamburg 
Kershner,  Frank  O.,  Clinton 
Kersten,  Ernest  M.,  Fort  Dodge 
Kerwick,  Joseph  M.,  New  Hampton 
Kessell,  George,  Cresco  (L.M.) 

Kessell,  James  E.,  Des  Moines 
Kessler,  James  C.,  Iowa  City 
Kessler,  John  B.,  Iowa  City  (L.M.) 
Kestel,  John  L.,  Waterlo 
Kettelkamp,  Enoch  G-,  Monona 
Keyser,  Ralph  E.,  Marshalltown 
Kieck,  Ernest  G.,  Cedar  Rapids 
Kiesling,  Harry  F.,  Lehigh 
Kilgore,  Benjamin  F.,  Des  Moines 
Killeen,  Mary  A.,  Dubuque 
Kimball,  John  E.,  West  Liberty 
King,  David  H.,  Batavia 
King,  Dean  H..  Spencer 
King,  Harold  N.,  Washington,  D.  C. 
King.  Oran  W.,  Des  Moines 
King,  Ross  C..  Clinton 
Kirch.  Walter  A.,  Des  Moines 
Kirkegaard,  Smith  C.,  Ringsted 
Kitson,  Walter  W..  Atlantic 
Klein,  John  L.,  Muscatine  (T..M.) 
Kleinherg.  Henry  E..  Des  Moines 
Kline,  Samuel.  Sioux  City 
Kluever,  Herman  C..  Fort  Dodge 
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Knight,  Benjamin  L.,  Cedar  Rapids 

Knight,  Russell  A.,  Rockford 

Knipe,  James  B.,  Armstrong 

Knipfer,  Robert  L.,  Jesup 

Knott,  Peirce  D.,  Sioux  City 

Knott,  Robert  C.,  Sioux  City 

Knowles,  Fred  L.,  Fort  Dodge 

Knox,  James  M.,  Cedar  Rapids 

Knudsen,  Hubert  K.,  Clinton 

Kober,  Augustus  F.,  Charles  City 

Koch,  Fred  E.,  Burlington 

Koch.  George  W.,  Sioux  City 

Koeneman,  Eugene  O.,  Eldora 

Koob,  William  R.,  Brayton 

Koontz,  Carl  J..  West  Burlington 

Koontz,  Lyle  W.,  Vinton 

Korfmacher,  Edwin  S.,  Grinnell 

Kornder,  Louis  H.,  Davenport 

Korns.  Horace  M.,  Iowa  City 

Kottke,  Elmer  E.,  Des  Moines 

Koziol,  Edward  S.,  Danbury 

Krause,  Charles  S.,  Cedar  Rapids 

Krejsa,  Oldrich,  Cedar  Rapids 

Krepelka,  George  E.,  Stacyville 

Kreul,  Dwight  G.,  Davenport 

Kriebs,  Frank  J.,  Elkport  (L.M.) 

Kriechbaum,  Horace  T.,  Davenport 

Kriechbaum,  Walter  P.,  Burlington 

Krigsten,  Joe  M.,  Sioux  City 

Kruse,  Henry  H.  W.,  Rockford 

Kubela,  Louis  F.,  Chelsea 

Kuhl,  Augustus  B.,  Davenport 

Kuhl,  Augustus  B-.  Jr..  Davenport 

Kuhn,  Leo  C.,  Decorah 

Kulp,  Ray.  Davenport 

Kunath,  Carl  A..  Iowa  City 

Kyle,  William  S.,  Washington 

Labagh,  Nicholas  W'..  Mystic 

Lacey,  Thomas  B.,  Jr.,  Glen  wood 

La  Dage,  Leo  H.,  Bettendorf 

Ladd,  Fred  G.,  Cedar  Rapids 

La  Force,  Edward  F.,  Burlington 

Laidley,  Wallace  G.,  Ogden 

Laird,  John  W.,  Mt.  Pleasant 

Lall,  Shiam,  Des  Moines 

Lamb,  Frederick  H.,  Davenport 

Lamb,  Harry  H.,  Davenport 

Lamb.  Leslie,  Lorimor 

Lambach,  Fre<lerick,  Davenport  (L.M.) 

Lambert,  Avery  E.,  Iowa  City 

Lampe,  Elmer  L.,  Bellevue 

Lande,  Jacob  N.,  Sioux  City 

Landes,  Frank  H.,  Mt.  Ayr 

Langan,  Joseph  C.,  Clinton 

Langford,  William  R.,  Epworth 

Langworthy,  Henry  G.,  Dubuque 

Lapsley,  Robert  M.,  Keokuk 

Larimer,  Robert  N.,  Sioux  City 

Larsen.  Elmer  A.,  Centerville 

Larsen,  Harold  T.,  Fort  Dodge 

Larsen,  William  W.,  Le  Mars 

Larson,  Lester  E.,  Decorah 

Larson,  Marvin  O.,  Alton 

Lashbrook,  Elam  E.,  Estherville 

Launder,  Frank  T.,  Garwin 

Launder.  Lloyd  H.,  Marshalltown 

Lazere,  Albert  H.,  Sioux  City 

Leader,  Pauline  M.,  Clarinda 

Leahy,  Paul  E.,  Sioux  City 

Lease,  Nimrod  J.,  Crawfordsville  (L.M.) 

Lee.  Frank  W.,  Osage 

Lee,  Gisle  M.,  Thompson  (L.M.) 

Lee.  Harry  P..  Iowa  City 
Leech,  Louis  J.,  West  Branch  (L.M.) 
Leehey,  Florance  P.,  Oelwein 
Leehey,  Paul  J.,  Independence 
Leffert,  Frank  B.,  Centerville 
Lehman,  Emery  W.,  Des  Moines 
Leighton,  Isaac  W.,  Iowa  City 
Leighton,  Lewis  L.,  Fort  Dodge 
Leik,  Don  W.,  Dubuque 
Leinbach,  Samuel  P..  Belmond 
Leinfelder,  Placidus  J.,  Iowa  City 
Leir,  Charles  N.  O.,  Des  Moines  (L.M.) 
Lekwa,  Alfred  H.,  Story  City 
Lenaghan,  Robert  T.,  Clinton 
Lendgren,  Carl  V.,  Earlham 
Lenzmeier,  Albert  J.,  Davenport 
Leserman,  Lester  K.,  Rolfe 


Lessenger,  Ernest  J.,  New  London 
Lessenger,  William  S.,  Mt.  Pleasant  (L.M.) 
Levin,  Harry  M.,  Sioux  City 
Lewis,  William  B.,  Webster  City 
Lezotte,  George  D..  Muscatine  (L.M.) 
Lichter,  Theodore  W.,  Edgewood 
Lierle,  Dean  M.,  Iowa  City 
Liken.  John  A.,  Villisca 
Lincoln,  Simon  E.,  Des  Moines 
Lindeman,  Erich,  Boston,  Mass. 

Lindsay,  Vernard  T.,  Glidden 
Link.  Martha  A.  M.,  Dubuque 
Linn,  Ellis  G.,  Des  Moines 
Liska,  Edward  J.,  Ute 
Little,  Luther  W.,  Atkins 
Lloyd,  John  M.,  Washington 
Lockhart,  Harold  A.,  Cedar  Rapids 
Loeck,  John  F.,  Aurora 
Loes,  Anthony  M.,  Dubuque 
Lohman,  Fred  H.,  Waterloo 
Lohmann,  Carl  J.,  Burlington 
Lohr,  Oscar  C.,  Churdan 
Lohr,  Phillips  E.,  Churdan 
Loizeaux,  Charles  E.,  Dubu<iue 
Lomas,  Willis  A.,  Villisca 
Long,  Arthur  P.,  Waverly 
Long,  Draper  L.,  Mason  City 
Long,  Walter  K.,  Hampton* 

Long.  William  E.,  Mason  City 
Longworth,  Wallace  H.,  Boone 
Loosbrock,  John  F.,  Lacona 
Loose,  David  N.,  Maquoketa  (L.M.) 
Lorfeld,  Gerhard  W.,  Davenport 
Losh,  Clifford  W.,  Des  Moines 
Lott,  Robert  H.,  Carroll 
Lovejoy,  E.  Parish,  Des  Moines 
Lovelady,  Ralph.  Sidney 
Lovell.  Harold  W.,  Iowa  City 
Lovett,  Charles  E.,  Lineville 
Loving,  Luther  W.,  Estherville 
Lowder,  William,  Maquoketa 
Lowry,  James  D.,  Fort  Dodge 
Luehrsmann,  Bernard,  Dyersville 
Luginbuhl,  Christian  B.,  Des  Moines 
Luke,  Edward,  Coin 
Lundvick,  Arthur  W.,  Gowrie 
Lutton,  John  D.,  Sioux  City 
Lynch,  Robert  J.,  Des  Moines 
Lynn,  Arthur  R.,  Marshalltown 
Lyon,  Morton,  De  Witt 
Lytle,  Carl  C.,  Dubuque 
MacEwen.  Ewen  M.,  Iowa  City 
MacLaughlin,  Lucius  E.,  Cedar  Rapids 
MacLeod,  Hugh  G.,  Greene 
MacNaughton,  Luther  D..  Eagle  Grove 
Macrae,  James  G.,  Creston 
McAllister,  James,  Odebolt 
McAlvin,  James  G.,  Waterloo 
McBride,  James  T.,  Des  Moines 
McBride,  Robert  H.,  Sioux  City 
McBurney,  George  F.,  Belmond 
McCall,  John  H.,  Allerton 
McCarl,  J.  Jay,  Sac  City 
McCarthy,  Frank  D.,  Sioux  City 
McCartney,  William  H.,  Des  Moines 
McCauliff,  Guy  T.,  Webster  City 
McClean,  Earl  D.,  Des  Moines 
McClintock,  John  T.,  Iowa  City  (L.M.) 
McClure,  Ernest  C.,  Bussey 
McClure,  Gail  A.,  Lawrence,  Kan. 

McColm,  Charles  W.,  New  Market 
McConkie,  Willis  L.,  Carroll 
McConnaughey,  James  T.,  Mt.  Pleasant 
McCoy,  Harold  J.,  Des  Moines 
McCrary,  Warren  E.,  Lake  City 
McCrea,  Eppie  S.,  Eddyville 
McCreedy,  Murry  L.,  Brighton 
McCreery,  John  W.,  Whittemore 
McCreight,  George,  Des  Moines 
McCuistion,  Harry  M.,  Sioux  City 
McCullough,  Gilbert  F.,  Davenport 
McCutchan,  Guy  R.,  Council  Bluffs 
McDannell,  John,  Nashua 
McDonald,  James  E.,  Mason  City 
McDowall.  Gilbert  T.,  Gladbrook 
McDowell,  William  O.,  Grundy  Center 
McElderry,  Donald,  Ottumwa 
McEwen,  Earle,  Mason  City 
McFarland,  Guy  E.,  Ames 


McFarland,  Guy  E.,  Jr.,  Ames 
McFarland,  John,  Centerville 
McFarland,  Julian  E.,  Leon 
McGowan.  James  P.,  Harlan 
McGrane,  Merle  J..  New  Hampton 
McGrath,  William  J.,  Elkader 
McGready,  Joseph  H.,  Independence  (L.M.) 
McGuire,  Clarence  A.,  Dubuque 
McGuire,  Roy  A.,  Fairfield 
McHugh,  Charles  P.,  Sioux  City 
McKean,  Alexander  C.,  Ladora 
McKee,  Thomas  L..  Keokuk 
McKirahan,  Josiah  R.,  Wayland 
McKitterick,  John  C.,  Burlington 
McLaughlin,  Alphonso  J.,  Sioux  City 
McLaughlin,  Charles  W.,  Washington 
McLaughlin,  Ralph  S.,  Monroe 
McMahon,  George  T.,  Waukee 
McMahon,  Thomas,  Garner 
McManus.  Joseph  P.,  Graettinger 
McManus,  Thomas  U.,  Waterloo  (L.M.) 
McMeans,  Thomas  W.,  Davenport 
McMillan,  Edwin  C.,  Hudson 
McNamara,  Frank  P.,  Dubuque 
McNamee,  Jesse  H.,  Des  Moines 
McNeill,  Benjamin  F.,  Clutier 
McPherrin,  Henry  I..  Des  Moines 
McQuillen,  Charles  W.,  Charles  City 
McQuiston,  James  S.,  Cedar  Rapids 
McTaggart,  William  B.,  Arcadia 
McVay.  Melvin  J.,  Lake  City 
Mackin,  M.  Charles,  Mt.  Pleasant  (L.M.) 
Madsen,  Charles  C.,  Jr.,  Emerson 
Magarian.  Sennacherib  M.,  Des  Moines 
Magee,  Emery  E.,  Waterloo 
Magoun,  Charles  E.,  Sioux  City 
Mahin,  Francis  M.,  Ainsworth 
Maiden,  Sydner  D.,  Council  Bluffs 
Malamud,  William,  Iowa  City 
Malliard,  Robert  E.,  Storm  Lake 
Maloney,  Arthur  P.,  Fonda 
Maloy,  Wayland  H.,  Shenandoah 
Mangun,  Clarke  W.,  Springfield,  Mo. 
Mansfield.  Jonathan  M.,  Clinton 
Mantle,  William  B.,  Albion 
Mantz,  Russell  L.,  Cedar  Rapids 
Maplethorpe,  Charles  W.,  Toledo 
Marble,  Edwin  J.,  Marshalltown 
Marble,  Pearl  L.,  Liscomb 
Marble,  Willard  P.,  Marshalltown 
Marek,  Joseph  E.,  Mason  City 
Maresh,  George,  Iowa  City 
Maris,  Cornelius,  Sanborn 
Maris,  Gerrit,  Hull 
Maris,  William,  Sioux  Center 
Mark,  Edward  M.,  Manilla 
Marker,  John  I.,  Davenport 
Marquis,  Fred  M.,  Waterloo 
Marquis,  George  S.,  Mitchellville 
Marr,  James,  Silver  City 
Marsh,  William  E.,  Eldora 
Marston,  Charles  L.,  Mason  City 
Martin,  George  H.,  Eagle  Grove 
Martin,  Hobart  E.,  Clinton 
Martin,  John  F.,  Latimer 
Martin,  John  W.,  Des  Moines 
Martin,  Loran  M.,  Fort  Dodge 
Martin,  Roland,  Sioux  City 
Martin,  Sidney  D.,  Carroll 
Mason,  Harry  P.,  Wilton  Junction 
Mason,  James  H.,  Plainfield 
Mason,  Stella  M.,  Mason  City 
Masson.  Hervey  F.,  Washington 
Mast.  Truman  M.,  Ottumwa 
Mathes,  Dwight  A.,  Iowa  City 
Matheson,  John  H.,  Des  Moines 
Mathias,  John  P.,  Mediapolis  (L.M.) 
Mathiasen,  Henning  W.,  Persia 
Matthews,  Damon  G.,  Milton 
Matthews,  Robert  J.,  Clarinda 
Matthey,  Carl  H.,  Davenport 
Matthey,  Walter  A..  Davenport 
Mattison,  George,  Akron 
Mauer,  George  A.,  Le  Mars 
Mauritz,  Emory  L.,  Des  Moines 
Maxwell,  Charles  T.,  Sioux  City 
Maxwell.  George  B.,  Davenport 
Maxwell,  John,  What  Cheer 
May,  George  A.,  Des  Moines 
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May,  John  A.,  Manchester 
Maynard,  James,  Adair 
Mead.  Frank  N.,  Cedar  Falls  (L.M.) 
Meany,  John  F.,  Rockwell 
Meents,  Diedrich  J.,  Fort  Madison 
Meffert,  Clyde  B.,  Iowa  City 
Mehler,  Frank  R.,  New  London 
Melgaard,  Bennett  A.,  Sioux  City 
Mellen,  Robert  G.,  Clinton 
Melrose,  Maurice  C.,  Independence 
Mengert,  William  F.,  Iowa  City 
Mercer,  Clifford  D.,  West  Union 
Meredith.  Loren  K.,  Des  Moines 
Mereness,  Herbert  D.,  Dolliver 
Merkel,  Arthur  E.,  Ankeny 
Merkel,  Byron  M.,  Des  Moines 
Merrick,  John  H.,  Cherokee 
Merrill,  Charles  H.,  Oskaloosa 
Merrill,  Nelson,  Marshalltown 
Merritt,  A.  Maxwell,  Des  Moines 
Mershon,  Clinton  E.,  Adel  (L.M.) 
Meyer,  Alfred  K.,  Clinton 
Meyer,  George  R.,  Gladbrook 
Meyer,  Milo  G.,  Marshalltown 
Meyers,  Frank  W.,  Dubuque 
Meyers,  Henry  A.,  Davenport 
Michel,  Bernard  A.,  Dubuque 
Middleton,  George  M.,  Davenport 
Miley,  George  P.,  Cedar  Rapids 
Miller,  Brownlaw  B.,  Tabor 
Miller,  Bird  H.,  Blockton  (L.M.) 

Miller,  Chester  I.,  Iowa  City 
Miller,  Enos  D.,  Wellman 
Miller,  Johannes  J..  Ackley 
Miller,  Lawrence  A.,  North  English 
Miller,  Oscar  H.,  Estherville 
Miller,  William  B.,  Centerville 
Millice,  Glenn  B.,  Battle  Creek 
Mills,  Ernest  M.,  Le  Grand 
Mills,  Frank  W.,  Ottumwa 
Minassian,  Harootune  A.,  Des  Moines 
Minassian,  Thaddeus  A.,  Des  Moines 
Miner,  James  B.,  Sr.,  Charles  City 
Miner,  James  B.,  Jr.,  Charles  City 
Minkel,  Roger  M.,  Swea  City 
Missman.  Walter  F.,  Klemme 
Mitchell,  Claire  H.,  Indianola 
Moen,  Harry  P.,  West  Union 
Moerke,  Albert  C.,  Burlington  (L.M.) 
Moerke,  Robert  F.,  Burlington 
Moershel,  Henry  G.,  Homestead 
Mol,  Henry  L.,  Grundy  Center 
Montgomery,  Albert  E.,  Bancroft 
Montgomery,  Earl  C.,  Atlantic 
Montgomery,  Edward  S.,  Grant 
Montz,  Fred,  Lowden 
Moon,  Barclay  J.,  Cedar  Rapids 
Moore,  Daniel  V.,  Sioux  City 
Moore,  Edwin  A.,  Harlan 
Moore,  Fred,  Des  Moines 
Moore,  Harold  H..  Ottumwa 
Moore.  Jesse  C.,  Eldon 
Moore,  John  H.,  Liberty  Center 
Moore,  Morris,  Walnut 
Moore,  Paul  M.,  Jr.,  Iowa  City 
Moore,  Pauline  V.,  Solon 
Moore,  Walter  N.,  West  Branch 
Morehead,  Giles  C.,  Ida  Grove  (L.M.) 
Moorhead,  Harold  B.,  Underwood 
Moran,  Thomas  A.,  Melrose 
Morden,  Richard  P.,  Des  Moines 
Morden,  Roy  R.,  Des  Moines 
Morgan,  Earl  E.,  Sioux  City 
Mo  rgan,  Harold  W.,  Mason  City 
Morganthaler,  Otis  P.,  Templeton 
Morris,  Zenella  E.,  Stockport 
Morrison,  Edward  D.,  Fort  Dodge 
Morrison,  John  W.,  Alta 
Morrison,  Orry  C.,  Carroll 
Morrison.  Roland  H.,  Carroll 
Morrison,  Wesley  J.,  Cedar  Rapids 
Morse,  Charles  H.,  Eagle  Grove  (L.M.) 
Morton.  Elmer  E.,  Palmer 
Morton,  Mathew  T..  F>stherville 
Monkovitz.  Julius  M..  Council  Bluffs 
Moth,  Robert  S.,  Council  Bluffs 
Mott,  William  H.,  Farmington 
Moulton.  Milo  W.,  Bellevue 
Mountain,  Elmer  B.,  Des  Moines 


Mueller.  Byron  I.,  St.  Charles 

Mueller,  Emil  F.,  Dyersville 

Mueller,  James  A.,  Fenton 

Muench,  Virgil  O..  Nichols 

Muhs,  Emil  O.,  Durant 

Mullmann,  Arnold  J.,  Adel 

Mulsow,  Frederick  W.,  Cellar  Rapids 

Mumma,  Claude  S.,  Des  Moines 

Munden,  Ralph  E.,  Cedar  Rapids 

Munger,  Elbert  E.,  Spencer 

Munger.  Elbert  E.,  Jr.,  Spencer 

Murchison,  Kenneth,  Sidney 

Murphey,  Arlo  L.,  Fredericksburg 

Murphy,  Cornelius  B.,  Alton 

Murphy,  Frank  J.,  Sioux  City 

Murphy,  George  C.,  Waterloo 

Murphy,  Joseph  J.,  Cedar  Rapids 

Murray,  Frederick  G.,  Cedar  Rapids 

Myers,  Edward  M.,  Boone 

Naftzger,  Jesse  B.,  Sioux  City 

Nash,  Edwin  A.,  Everly 

Natale,  Pasquale  F.,  Des  Moines 

Neal,  Emma  J.,  Cedar  Rapids 

Nederhiser,  Morgan  1.,  Cascade 

Needles,  Roscoe  M.,  Anita 

Negus,  Cora  W.,  Keswick 

Nelson,  Arnold  L.,  Winterset 

Nelson,  Caryl  L.,  Waterloo 

Nelson,  Carroll  C.,  Red  Oak 

Nelson,  Fred  L.,  Ottumwa 

Nelson,  Harry  E.,  Dayton 

Nelson,  Ira  D..  Toledo 

Nelson,  Leo  C.,  Des  Moines 

Nelson,  Paul  O.,  Ayrshire 

Nelson,  Robert  J.,  Clinton 

Nervig,  Isaac  E.,  Sioux  City 

Nesler,  Alfred  B.,  Dubuque 

Netolicky,  Joseph,  Solon 

Netolicky,  Robert  Y.,  Cedar  Rapids 

Netolicky,  Wesley  J.,  Cedar  Rapids 

Neufeld,  Frank,  Davenport 

Neuzil,  William  J.,  Cedar  Rapids 

Newcomer,  Lloyd  E.,  Long  Beach,  Calif. 

Newell,  William  C.,  Ottumwa 

Newland,  Don  H.,  Belle  Plaine 

Newland,  John  E..  Center  Point 

Newland,  Elmer  R.,  Drakesville 

Newton,  Dennis  L.,  Fort  Madison 

Niblock,  George  F.,  Derby 

Nicholson,  Clyde  G..  Spirit  Lake 

Nicoll,  Charles  A.,  Panora 

Nicoll,  David  T.,  Mitchellville 

Nielsen.  Rudolph  F.,  Cedar  Falls 

Nielson.  Arthur  L.,  Harlan 

Noble.  Earl  H..  Clemons 

Noble,  Frederick  W..  Fort  Madison 

Noble,  Harold  F..  Fort  Madison 

Noble.  Lloyd  E.,  Rhodes 

Noble,  Nelle  S.,  Des  Moines 

Noble,  Rusl  P.,  Cherokee 

Noe.  Carl  A..  Amana 

Noe.  Charles  F..  Amana  (T  M.) 

Noonan.  James  J..  Marshalltown 
Nordgren.  Esaies,  Des  Moines 
North,  Frank  R.,  Winfield 
Norman,  Edith  E.,  Phoenix,  Ariz. 

Norton.  Alva  C..  Rockwell  City  (L.M.) 
Noun,  Maurice  H.,  Des  Moines 
Nourse,  Leslie  M.,  Des  Moines 
Nowak.  Edward  C.,  New  Hampton 
Null.  Frederick  F.,  Hawarden 
Nyquist,  David  M..  Eldora 
Nysewander,  Christian,  Des  Moines  (L.M.) 
O’Brien,  Cecil  S.,  Iowa  City 
O’Brien,  Stephen  A.,  Mason  City 
O’Donoghue,  Arch  F.,  Sioux  City 
O’Donoghue,  James  H..  Storm  Lake 
O'Keefe,  John  E.,  Waterloo  (L.M.) 
O'Keefe,  Matthew  E.,  Council  Bluffs 
O'Keefe,  Paul  T.,  Waterloo 
O’Leary,  Francis  B.,  George 
O’Toole,  Laurence  C..  Le  Mars 
O’Toole.  Thomas  J.,  Eagle  Grove 
Ober,  Frank  G.,  Burlington 
Obermann,  Charles  F..  Cherokee 
Odell,  Isaac  H.,  Des  Moines 
Oelrich,  Carl  D.,  Sioux  Center 
Oggel,  Herman  D.,  Maurice 
Oldag,  George  C.,  Paullina 


Oliver,  Arthur  J.,  Muscatine  (L.M.) 
Olsen,  Martin  I.,  Des  Moines 
Olson,  Evelyn  M.,  Winterset 
Olson,  Oscar  E.,  Red  Oak* 

Olson,  Russell  L.,  Northwood 
Osborn,  James  W.,  La  Feria,  Texas  (L.M.) 
Osborn,  C.  Robert,  Menlo 
Osincup,  Frank  A..  Waverly* 

Osnes,  Elias  N.,  Readlyn 
Ott,  Martin  D.,  Davenport 
Otto,  Paul,  Fort  Dodge 
Overton,  Lewis  M.,  Des  Moines 
Owen,  William  E.,  Cedar  Rapids 
Pace,  Arthur  A.,  Toledo 
Padgham,  James  B,,  Ocheyedan 
Padgham,  John  T.,  Grinnell 
Page,  Addison  C.,  Des  Moines 
Pagelsen,  Otto  H.,  Iowa  Falls 
Pahlas,  Henry  M.,  Dubuque 
Paige,  Ralph  T.,  La  Porte  City 
Painter,  Jesse  C.,  Dubuque 
Paisley,  Alfred  M.,  Keokuk 
Palen,  Charles,  Dubuque 
Palmer,  Carson  W.,  Guttenberg 
Parish,  John  R.,  Grinnell 
Parish,  Ora  F.,  Grinnell  (L.M.) 

Park,  Elmer  R.,  Sioux  City 
Parker,  Bernard,  Centerville 
Parker,  Edward  S.,  Ida  Grove 
Parker,  James  D.,  Fayette 
Parker,  Robert  L.,  Des  Moines 
Parker,  William  W.,  Floris 
Parriott,  Robert  P.,  Des  Moines 
Parry,  Roy  E.,  Scranton 
Parsons,  Harry  C.,  Iowa  City 
Parsons,  Irving  U.,  Malvern  (L.M.) 
Parsons,  John  C.,  Creston 
Parsons,  Percival  L.,  Traer 
Paschal,  George  A.,  Williams 
Patchin,  Horace  J.,  Maxwell 
Patterson,  Alpheus  W.,  Fonda 
Patterson,  James  C.,  Marengo 
Patterson.  John  N.,  Burlington  (L.M.) 
Patterson,  Roy  A.,  Webster  City 
Pattison,  Arthur  C.,  Iowa  City 
Paul,  John  D.,  Anamosa 
Paulsen,  Herbert  B.,  Harris 
Paulus,  Edward  W.,  Iowa  City 
Pearson,  George  J.,  Burlington 
Pearson,  William  W.,  Des  Moines 
Peart,  John  C.,  Dixon 
Pease,  Herbert,  Blairsburg 
Peasley,  Harold  R.,  Des  Moines 
Peck,  John  H.,  Des  Moines 
Peck,  Raymond  E.,  Davenport 
Peisen,  Conan  J.,  Des  Moines 
Penquite,  Harry  H.,  Massena 
Perkins,  Franklin  C.,  Hedrick 
Perkins,  RoIIa  W.,  Sioux  City 
Pershing,  Frank  O.,  Keota 
Peschau,  Waldo  E.,  Cedar  Rapids 
Peters,  Warren  T.,  Burt 
Peterson,  August  J.,  Forest  City 
Peterson,  Frank  R..  Iowa  City 
Peterson,  Kay  W.,  Kanawha 
Petrovitsky,  John  C.,  Cedar  Rapids 
I’etty,  Wallace  S.,  Sioux  City 
I’faff,  Richard  O.,  Des  Moines 
Pfannebecker,  William,  Sigourney 
Pfeiffer,  Ernest,  Hartley 
Pfeiffer,  Harry  E.,  Cedar  Rapids 
Pfohl,  Anthony  C.,  Dubuque 
Phillips,  Albin  B.,  Clear  Lake 
Phillips,  Clarence  P.,  Muscatine 
Phillips,  Isaac  H.,  Missouri  Valley 
Phillips,  Jesse  H.,  Montezuma  (L.M.) 
Phillips,  Norman  W.,  Clear  Lake 
Phillips,  Walter  B.,  Davenport 
I’iercy,  Kenneth  C.,  Maxwell 
Pierson,  Lawrence  E.,  Sioux  City 
Pitcher,  Jonathan  J..  Mt.  Pleasant 
IMant.  Oscar  H.,  Iowa  City 
Plass.  Everett  D..  Iowa  City 
IMummer,  George  A.,  Cresco 
Plummer,  Herbert  W.,  Lime  Spritigs 
Poepsel.  Frank  L..  West  Point 
Pollock,  Roscoe,  Douds 
Porath.  William  C.,  Storm  Lake 
Porstmann.  Louis  J.,  Davenport 
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Porter,  Clarence  M-,  Woodward 
Porter,  Robert  J.,  Des  Moines 
Porter,  Samuel  D.,  Grinnell 
Porterfield,  P'rank  W.,  Waterloo 
Posner,  Edward  R.,  Des  Moines 
Potter,  Jacob  J.,  Iowa  City 
Potter,  William,  Galt 
Powell,  Burke,  Albia  (L.M.) 

Powell,  Lester  D.,  Des  Moines 
Powell,  Velura  E.,  Red  Oak 
Powers,  Francis  E.,  Boone 
Powers,  Fred  W.,  Waterloo  (L.M.) 
Powers,  Henry  R„  Emmetsburg 
Powers,  Ivan  R.,  Waterloo 
Powers,  Joseph  C.,  Hampton 
Preece,  Wade  O.,  Waterloo 
Prentice,  George  L.,  Pack  wood 
Presnell,  J.  William,  Scranton 
Presnell,  William  H.,  Charlotte 
Prettyman,  Oscar  R.,  Mason 
Prewitt,  Leland  H.,  Ottumwa 
Price,  Alfred  S.,  Des  Moines 
Priessman,  p’rank  A.,  Keokuk 
Priestley,  Joseph  B.,  Des  Moines 
Pringle,  Jesse  A.,  Bagley  (L.M.) 
Proctor,  Rothwell  D.,  Cedar  Rapids 
Purcell,  Bert  E.,  Iowa  p’alls 
Purdy,  William  O.,  Des  Moines 
Putnam,  Chester  L.,  Holstein 
Quinn,  Charles  F.,  Cherokee  (L.M.) 
Quinn,  Francis,  Dubuque 
Quire,  Frank  E.,  Lynnville 
Raffington,  Donald  L.,  Creston 
Ralston,  Furman  P.,  Knoxville 
Rambo,  Cyrus  C.,  Creston 
Rambo,  David  T.,  Ottumwa 
Rambo,  Eli  F.,  Webster  City 
Randall,  John  H.,  Iowa  City 
Rankin,  Isom  A.,  Iowa  City 
Rankin,  John  R.,  Keokuk 
Rankin,  William,  Keokuk 
Ransom,  Harry  E.,  Des  Moines 
Rater,  David  L.,  Ottumwa 
Rathe,  Herbert  W.,  Waverly 
Ravitts,  Joseph  L.,  Montezuma 
Raw,  Elmer  J.,  Pierson 
Rawson,  Charles  D.,  Des  Moines  (L.M.) 
Redmond,  Thomas  M.,  Monticello 
Redmond,  William  H.,  Cedar  Rapids 
Reed,  Andrew  I.,  Estherville 
Reed,  Guy  P.,  Davis  City  (L.M.) 

Reed,  Paul  A.,  Iowa  City 
Reed,  Purl  E.,  Council  Bluffs 
Reed,  Roe  B.,  Clearfield 
Reeder,  James  E.,  Sioux  City 
Reiley,  William  S.,  Red  Oak 
Reimers,  Robert  S.,  Fort  Madison 
Reinicke,  Edward  L.,  Dubuque 
Reinsch,  Frank,  Ashton 
Reiter,  Alfred  E.,  Melcher 
Render,  Norman  D.,  Clarinda 
Rendleman,  William  H.,  Davenport 
Reuber,  Roy  N.,  Mason  City 
Reuling,  Frank  H.,  Waterloo 
Reutter,  Garfield  A.,  Blanchard 
Reynolds,  Albert  C.,  Mingo 
Reynolds,  Earl  O.,  Greenfield 
Rice,  Alfred  G.,  Tipton 
Rice,  Floyd  W.,  Des  Moines 
Rice,  Raymond  M.,  Council  Bluffs 
Richards,  Frank  O.,  Winterset 
Richardson,  Leon  F.,  Collins 
Richmond,  Frank  R.,  Fort  Madison 
Ridenour,  Joseph  E.,  Waterloo 
Riggert,  Leonard  O.,  Clinton 
Riley,  John,  Exira  (L.M.) 

Rimel,  George  W.,  Bedford 
Ringena,  Engelke  J.,  Brooklyn 
Riordan,  James  C.,  Pocahontas* 

Risk,  Howard,  Oelwein 
Ritchey,  Sterling  J.,  Colfax 
Ritter,  John  F.,  Maquoketa 
Roark,  George  L.,  Tabor 
Robb,  James  B.,  Chariton 
Robbins,  Jesse  H.,  Sioux  City 
Roberts,  Brockway  D.,  Wayland 
Roberts,  Francis  M.,  Knoxville 
Robertson,  Andrew  A.,  Council  Bluffs 
Robertson,  W.  R.  B.,  Ph.D.,  Iowa  City 


Robinson,  John  B.,  Mt.  Vernon  (L.M.) 
Robinson,  Robert  E.,  Waverly 
Rock,  John  E.,  Davenport 
Rodawig,  Donald  P'.,  Spirit  Lake 
Rodemeyer,  Frederick  H.,  Sheffield 
Roder,  Carl  F.,  Dumont 
Rodgers,  Lewis  A.,  Oskaloosa 
Roe,  Cullen  B.,  Afton 
Rogers,  Claude  B.,  Earlville 
Rogers,  Marion  W.,  Leon 
Rohlf,  Edward  L.,  Waterloo  (L.M.) 

Rohlf,  William  A.,  Waverly 
Rohner,  Frank  J.,  Iowa  City 
Rohrbacher,  William  M.,  Iowa  City 
Rolfs,  Fred  A.,  Aplington 
Roost,  Frederick  H.,  Sioux  City 
Rose,  Alvin  A.,  Story  City 
Rose,  Joseph  E.,  Grundy  Center 
Rosenbladt,  Louis  M.,  Minden 
Rosenthal,  Nana  L.,  Nevada 
Ross,  Arthur  J.,  Perry  (L.M.) 

Rowan,  Charles  J.,  Santa  Monica,  Calif. 

Rowley,  William  G.,  Sioux  City 

Rowse,  Robert  Q.,  Sioux  City 

Royal,  Lester  A.,  West  Liberty 

Royal,  Malcolm  A.,  Des  Moines 

Ruark,  William  T.,  Iowa  City 

Ruml,  Wentzle,  Cedar  Rapids 

Rusk,  Lester  D.,  Sioux  City 

Russell,  Charles  R.,  Keosauqua 

Russell,  Elwood  P.,  Iowa  City 

Russell,  John,  Des  Moines 

Russell,  Ralph  E.,  Waterloo 

Rust,  Emery  A.,  Webb 

Ruth,  Verl  A.,  Des  Moines 

Ryan,  George  C.,  Maquoketa 

Ryan,  Granville  N.,  Des  Moines 

Ryan,  J.  Charles,  Des  Moines 

Ryan,  Martin  J.,  Sioux  City 

Saar,  Jesse  L.,  Donnellson 

Safley,  Agnes  I.,  Cedar  Rapids 

Sage,  Erwin  C.,  Eagle  Grove 

St.  Onge,  Joseph  A.,  Sioux  City 

Sala,  Ono  P.,  Davenport 

Sallander,  Frederick  W.,  Sioux  City 

Sampson,  Carl  E.,  Creston 

Sampson,  Frank  E.,  Monterey  Park,  Calif. 

(L.M.) 

Sams,  Joseph  H.,  Clarion  (L.M.) 

Sanders,  George  E.,  Des  Moines 
Sanders,  Matthew  G.,  Fort  Dodge 
Sanders,  William  E.,  Des  Moines 
Sarff,  Floyd  G.,  Logan 
Sartor,  Pierre,  Titonka 
Sawyer,  Grace  M.,  Woodward 
Sawyer,  Prince  E.,  Sioux  City 
Sayler,  Harley  L.,  Des  Moines 
Sayre,  Ivan  K.,  St.  Charles 
Scanlan,  George  C.,  De  Witt 
Scanlan,  Maurice,  De  Witt 
Scanlon,  George  H.,  Iowa  City 
Scannell,  Raymond  C.,  Vail 
Schadt,  Frederick  C.,  Williamsburg 
Schaefer,  Paul  H.,  Burlington 
Schanche,  Arthur  N„  Ames 
Scharle,  Theodore,  Dubuque 
Scheele,  Matthias  H.,  Dubuque 
Schenk,  Erwin,  Des  Moines 
Schier,  Anton  R.,  Woodward 
Schifferle,  Edward,  Creston  (L.M.) 
Schilling,  Nicholas,  New  Hampton 
Schmidt,  Bernard  H.,  Davenport  (L.M.) 
Schmitt,  Robert  W.,  Scranton 
Schmitz,  Henry  C.,  Des  Moines 
Schnug,  George  E.,  Dows 
Schoon,  Harold  W.,  Sibley 
Schriber,  Paul  W.,  Incline,  Calif. 
Schroeder,  Frank  N.,  Ryan 
Schroeder,  Leslie  V.,  Walcott 
Schroeder,  Peter  H.,  Davenport 
Schroeder,  William,  Thompson 
Schrup,  Joseph  H.,  Dubuque  (L.M.) 
Schultz,  Albert  A.,  Fort  Dodge 
Schultz,  Ivan  T.,  Humboldt 
Schultz,  Nelle  E.  T.,  Humboldt 
Schumacher,  Arthur  H.,  Fort  Dodge 
Schwartz,  John  W.,  Sioux  City 
Scott,  Homer  W„  Fort  Dodge 


Scott,  Philip  A.,  Emmetsburg 
Scott,  Sophie  H.,  Des  Moines  (L.M.) 

Scott,  Walter,  Sioux  City 
Scott,  Walter  E.,  Adel  (L.M.) 

Scruby,  Leone  M..  Des  Moines 
Sebern,  Richard  C.,  Fort  Dodge 
Secoy,  Frank  L.,  Sioux  City 
Sedlacek,  Leo  B.,  Cedar  Rapids 
Seibert,  Cecil  W.,  Iowa  City 
Seidler,  William  A.,  Jamaica 
Seiler,  Raymond  A.,  Blairstown 
Sellards,  Joseph  W.,  Clarinda 
Sells,  Benjamin  B.,  Independence 
Sells,  Frank  W.,  Osceola 
Selman,  Ralph  J.,  Blakesburg 
Senska,  Frank  R.,  Mount  Sterling 
Senty,  Elmer  G.,  Davenport 
Severson,  George  J.,  Slater 
Shafer,  Lee  E.,  Davenport 
Shane,  Robert  S.,  Pilot  Mound 
Shannon,  Edwin  R.,  Waterloo 
Sharon,  James  P.,  Fort  Dodge 
Shaw,  Albert  E.,  Des  Moines 
Shaw,  David  I'.,  Britt 
Shaw,  Ernest  E.,  Indianola 
Shaw,  Matthew  M.,  Madrid 
Sheafe,  Edward  A.,  Ottumwa 
Sheldon,  Benjamin  L.,  Cedar  Rapids 
Shellito,  Amos  G.,  Independence  (L.M.) 
Shelton,  Charles  D.,  Bloomfield 
Sherman,  Ellen  A.,  McGregor  (L.M.) 
Sherman,  Elmer  E.,  Keosauqua 
Sherman,  Richard  C.,  Farley 
Shipley,  John  H.,  Rippey  (L.M.) 

Shipley,  William  M.,  Ottosen 
Shirley,  Hale  F.,  Iowa  City 
Shirley,  Wayne  M.,  Carroll 
Shively,  Jay  D.,  Osceola 
Shonka,  Thomas  E.,  Malvern 
Shorey,  Joseph  R.,  Davenport 
Shrader,  John  C.,  Fort  Dodge 
Shulkin,  Samuel  H.,  Sioux  City 
Shumate,  C.  Frank,  Miles 
Sibley,  Samuel  E.,  Sioux  City 
Sievers,  Claudius  L.,  Denison 
Sigworth,  Fred  B.,  Anamosa 
Simeral,  Fred  E.,  Brooklyn 
Simmons,  Ralph  R.,  Des  Moines 
Simones,  John  J.,  Dubuque 
Sinn,  Irwin  J.,  Williamsburg 
Sinning,  Augustus,  Iowa  City 
Sinning,  John  E.,  Melbourne 
Skallerup,  Walter  M.,  Walker 
Skelley,  William  F.,  Davenport 
Skinner,  Frank  S.,  Marion 
Slattery,  Joseph  T.,  Dunlap 
Slavin,  Charles  T.,  Moravia 
Sloan,  Arthur  N.,  Pomona,  Calif. 

Small,  William  B.,  Waterloo  (L.M.) 
Smead,  Leslie  L.,  Newton 
Smillie,  Benjamin  A.,  Gilmore  City 
Smith,  Arthur  F.,  Manning 
Smith,  Cecil  R.,  Onslow 
Smith,  C.  Colfax,  Clarksville 
Smith,  Channing  G.,  Granger 
Smith,  Edgar  F.,  Storm  Lake 
Smith,  Eugene  E.,  Waterloo 
Smith,  Ferdinand  J.,  Milford  (L.M.) 

Smith,  Frank  L.,  Newton 
Smith,  Frank  S.,  Nevada  (L.M.) 

Smith,  Frank  W.,  Red  Oak 
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DISEASES  OF  THE  PETROUS  PORTION 
OF  THE  TEMPORAL  BONE  FROM  THE 
STANDPOINT  OF  THE  GENERAL 
AIEDICAL  MAN,  THE  NEUROL- 
OGIST, AND  THE 
OTOLOGIST* 

Samuel  J.  Kopetzky,  M.D.,  New  York,  N.  Y. 

In  presenting  the  above  topic  I am  endeavoring 
to  do  so  from  the  standpoint  of  the  internist,  the 
pediatrician  who  first  sees  these  cases,  from  the 
neurologist’s  standpoint  who  comes  into  the  case 
as  the  complications  develop,  and  only  inciden- 
tally, this  morning,  from  the  standpoint  of  the 
otologist,  because,  in  the  development  of  the  rec- 
ognition of  this  lesion,  we  were  faced  with  a series 
of  tragedies.  These  tragedies  occurred  while  the 
patient  was  in  the  hands  of  the  internist,  while 
the  patient  was  in  the  hands  of  the  pediatrician, 
while  the  patient  was  being  examined,  and  dur- 
ing and  after  the  examinations  of  the  neurologist, 
none  of  whom  a few  years  ago  recognized  the 
sequence  of  events  which  were  taking  place  as  a 
pathologic  entity,  and  which  usually  terminated  in 
j a meningitis. 

All  the  suppurative  lesions  which  we  have  in 
the  head  terminate,  when  they  get  out  of  hand,  in 
meningitis.  It  was  in  the  search  for  a method  of 
I successfully  handling  meningitis  that  this  by- 
product developed,  and  now  literature  teems  with 
it,  hut  the  laboratory  and  technical  findings  of  the 
specialties  have  not  yet  successfully  bridged  the 
j gap  to  reach  the  bedside  of  the  average  man. 

I Therefore,  it  is  most  timely  and  proper  that  one 
; of  us  should,  in  the  language  that  the  internist, 
j the  neurologist  and  the  pediatrician  understands, 
i and  with  no  stress  on  otologic  technicalities,  dis- 
cuss this  matter  in  an  effort  to  spread  the  knowl- 
I edge  and  make  it  useful  at  the  average  bedside. 

What  we  first  failed  to  realize  was  the  fact  that 
in  every  infection  of  the  middle  ear,  in  everybody, 

•Addres:^  of  Guest  Speaker,  Section  on  OphthalmoIoKy.  Otology, 
•nd  Rhinolarynpolo^y.  Eisrhty-fifth  Annual  Session.  Iowa  State 
Medical  Society,  Des  Moines,  April  29  and  30,  and  May  1,  1936. 


infant,  adolescent  and  the  aged,  all  the  mastoid 
cells  are  simultaneously  involved,  yet  not  every 
otitic  infection,  as  everyone  knows,  becomes  a sur- 
gical mastoiditis.  What  we  forgot,  or  what  we 
overlooked,  was  the  fact  that  the  middle  ear  stands 
as  a box  between,  on  the  one  side,  the  mastoid 
process  and,  on  the  other  side,  the  petrosal  process, 
and  that  exactly  the  same  series  of  events,  patho- 
logically, develop  in  the  mastoid  process  as  develop 
in  the  petrous  process.  We  have  spent  decades 
in  developing  systems  and  methods  of  handling 
the  mastoidal  infections.  The  only  recognition 
that  the  petrosal  infections  received  was  when  a 
complete  autopsy  was  done,  the  temporal  bones 
removed  in  section,  pus  was  found,  broken  down 
detritus  and  infective  material  was  found  in  the 
petrosa,  and  it  was  comprehended  as  an  incident 
to  the  meningitis.  No  one  realized  that  a sequence 
of  events  took  place  before  and  during  the  process 
of  travel  of  that  lesion  from  the  middle  ear  to  the 
petrosa,  and  eventually  to  the  dura.  It  is  to  stress 
what  heretofore  have  been  considered  insignificant 
symptoms  and  to  show  you  their  significance  that 
I am  here  before  you  this  morning. 

Because  of  your  familiarity  with  mastoidal  in- 
fections and  their  general  symptomatology,  let  me 
keep  the  analogy  clear  before  you.  There  was  a 
time  in  everybody’s  recollection  when  the  diagno- 
sis of  a mastoidal  infection  was  not  made  until 
there  was  a swelling  over  the  mastoid  process ; 
in  other  words,  until  a break-through  had  occurred 
and  there  was  a subperiosteal  abscess.  Then, 
surely,  the  surgeon  was  called  in — the  otologic  sur- 
geon was  called  in — and  the  patient  was  submitted 
to  operation.  There  are  today  pediatricians  who 
will  not  call  on  otologic  aid  until  such  rupture 
has  taken  ])lace.  So,  at  that  stage  of  our  knowl- 
edge, the  diagnosis  and  indications  for  therapy 
were,  say,  limited  to  the  time  when  the  lesion  had 
become  perimastoidal. 

In  regard  to  the  petrosal  infections,  we  recog- 
nize the  gravity  of  the  lesion,  we  realize  how  dan- 
gerous the  patient’s  situation  is,  when  the  lesion 
becomes  peripetrosal,  but  we  fail  to  recognize  the 
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lesion  while  it  is  intrapetrosal  because  the  symp- 
toms are  very  transient  and  are  very  slight.  They 
are  still  sufficiently  evident  that  any  clinician 
worthy  of  the  name,  with  the  clinical  sense  that 
makes  medicine  the  high  art  that  it  is,  can  recog- 
nize them,  and  one  need  not  be  an  otologist  to  do 
so.  In  fact,  the  majority  of  times,  at  that  stage  in 
the  lesion,  the  case  is  in  the  hands  either  of  the 
pediatrician  or  the  internist,  the  general  practi- 
tioner. What,  then,  is  the  picture? 

Before  going  into  a detail  of  the  clinical  picture, 
let  us  briefly  review  the  lesions.  I have  learned 
long  ago  to  consider  my  clinical  picture  as  one 
looks  at  the  screen  of  a moving  jncture,  if  the 
moving  picture,  in  the  course  of  its  unreeling, 
were  sto])i)ed  at  a certain  time.  The  pathology  is 
dvnamic  and  moving.  The  doctor  comes  in,  sees 
one  flash  of  it  and  goes  away,  and  the  erroneous 
conception  is  held  that  that  pathology  is  static ; 
it  isn't.  It  is  just  as  if  the  operator  on  the  movie 
screen  stops  the  picture  long  enough  to  pick  up 
details,  and  when  you  go  away,  he  unreels  it.  So 
with  the  lesion  in  the  petrosa,  you  see  something 
but  many  of  you  pass  it  by,  but  the  pathology  con- 
tinues until  it  breaks  through.  Basically,  we  can- 
not get  away  from  the  pathology:  there  it  is. 
The  iiathology  that  develops  is  dependent  upon  the 
tissue  where  the  infection  is  located.  In  other 
words,  a pneumococcus  seating  itself  in  the  lungs 
]iroduces  within  the  lungs  a certain  given  pathol- 
ogy. That  same  pneumococcus  seating  itself  in 
the  meninges  produces  a different  kind  of  pathol- 
ogv,  due  to  the  structure  of  the  ti.ssues  upon 
which  it  is  here  located.  . 

We  have  in  the  temporal  bone  three  types  of 
bone,  each  of  which  is  normal  for  its  kind.  MT 
have  a type  of  bone  that  is  intensely  aerated, 
pneumatized,  and  that  is  normal.  We  have  an- 
other tvpe  of  bone  which  is  not  pneumatized ; it 
it  hard  as  iron  or  stone,  and  that  is  normal  for  that 
])atient.  Then  we  have  a type  of  bone  which 
simulates  the  long  bones  of  the  body,  with  small 
marrow  cells  in  it — the  diploic  type  of  bone,  and 
that  is  normal  for  that  individual.  We  have,  then, 
these  three  types.  An  infection  taking  place  in 
the  middle  ear  structures,  takes  pathology  based 
on  those  three  forms.  The  ivory-like,  hard  bone 
is  out ; bacteria  do  not  seem  to  affect  it : and  that 
leaves  us  two  types,  the  aerated,  pneumatized  type, 
and  the  diploic  type  of  bone  whicb  reacts  to  bac- 
terial invasions.  By  and  large,  the  lesion  in  the 
diploic  type  of  bone  is  an  osteomyelitis,  and  the 
type  of  lesion  in  the  aerated,  penumatized  bone  is 
a coalescent  osteitis.  I'hat  being  understood  is  it 
not  natural  that  the  first  thing  one  does  when  one 


approaches  such  a case,  or  in  fact  any  ear  case,  is 
to  seek  to  know  what  type  of  bone  the  patient 
has?  One  can  then  estimate,  and  prognosticate, 
what  type  of  lesion  that  patient  will  develop,  be- 
cause on  the  type  of  lesion  which  that  patient  de- 
velops your  therapy  will  be  based,  your  prognosis 
will  be  based,  and  the  possible  development,  or 
not,  of  tliis  lesion  which  I am  trying  to  talk  about 
this  morning  will  also  be  based. 

There  are  a few  other  general  characteristics. 
'Fhe  osteomyelitic  lesions  usually  occur  in  infants 
and  children — very  young  children.  Occasionally 
they  occur  among  the  adults.  They  always  occur 
in  the  diploic  type  of  bone.  What,  in  a general 
sense,  disregarding  otology,  are  the  characteristic, 
outstanding  symptoms  of  an  osteomyelitic  infec- 
tion ? They  are  sepsis,  peak  temperatures,  with 
]iain  at  the  .site  of  the  lesion.  I do  not  know  why, 
but  usually  in  infants  the  osteomyelitic  lesions 
have  been  found  to  be  bilateral,  and  they  must  be 
drained  surgically.  An  incision  into  the  middle 
ear,  through  the  drum,  is  not  adequate  for  such 
drainage,  because  it  does  not  reach  and  drain  the 
pathologically  involved  lesion. 

Where  is  the  pain  in  the  osteomyelitic  lesion? 
The  pain  is  characteristically  periauricular;  it  is 
around  the  ear;  it  is  in  front  of  the  ear.  If  there 
is  a mastoiditis  at  the  same  time,  of  course  there 
will  be  pain  behind  the  ear.  With  the  osteomye- 
litic lesion,  pain  around  the  ear,  and.  naturally, 
because  of  its  adjacency,  there  is  interference 
with  the  movement  of  the  lower  jaw.  Suckling 
infants  refuse  the  nipple,  and  do  not  take  food. 
Beginning  with  pathology  in  the  middle  ear,  with 
an  increasing  sepsis,  or  in  a child  old  enough  to 
tell  of  it,  there  is  pain  around  the  ear  and  in  front 
of  the  ear,  and  you  must  not  wait  until  this  ad- 
vancing sepsis  becomes  accompanied  with  pul- 
monary symptoms.  That  makes  the  attending 
physician  on  the  case  concentrate  his  attention 
upon  the  pulmonary  lesion,  or  when  infarcts  occur 
in  the  abdomen,  he  concentrates  his  attention  on 
the  distended  and  infected  abdomen  which  has 
been  reached  through  the  mediastinal  glands,  or 
the  mesentery  glands,  because  that  set  of  symp- 
toms is  secondary  and  clouds  the  inevitable  ad- 
vance of  the  primary  lesion  of  osteomyelitis  in 
the  petrosa,  until  the  jiatients  die.  as  they  inevi- 
tahly  do.  unless  relieved,  and  another  case  is  found 
at  autopsy  which  could  have  been  cured,  had  it 
been  recognized,  and  adequately  treated. 

On  the  other  hand,  the  metastasis  can  take  place 
anywhere.  Symptoms  may  apj^ear  denoting  the 
presence  of  hrain  abscesses,  usually  multiple,  and 
then  you  recognize  this  condition,  but  the  stormy 
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meningeal  picture  supervenes,  and  the  patient  in- 
evitably dies.  At  autopsy  the  primary  lesion  will 
be  found  to  be  an  osteomyelitis  in  the  petrosa 
which  was  overlooked  during  the  dramatic  devel- 
opment of  the  picture  from  the  intracranial  lesion. 

Then  we  have  a series  of  cases  which  all  of  us 
have  seen.  In  these  an  acute  attack  has  subsided, 
and  a chronicity  becomes  established.  In  spite  of 
every  efifort  on  the  part  of  the  attending  otologist, 
in  this  instance,  suppuration  continues.  Here  there 
has  been  established  leading  into  the  middle  ear 
spaces  through  one  of  several  tracts,  a fistula 
which  leads  from  the  petrosa  and  empties  into  the 
middle  ear.  This  suppuration  is  a continuing  ef- 
fort, on  the  part  of  nature,  to  eviscerate  the  lesion. 
Eventually  some  of  those  cases  heal  and  become 
dry  because  nature  has  succeeded  in  throwing  off 
dead  bone  and  detritus. 

We  now  come  to  the  cases  in  which  I am  more 
particularly  concerned,  and  which  are  usually  the 
ones  that  we  see.  These  take  place  in  a bone  that 
is  sufficiently  aerated,  in  a bone  that  is  pneuma- 
tized, and  wherein,  any  time  after  the  infection 
of  the  middle  ear,  a coalescent  osteitis  takes  place 
in  some  part  of  the  petrosal  pyramid.  The  lesion 
in  the  petrosal  pyramid  usually  develops  simul- 
taneously with  the  coalescent  mastoiditis,  and  the 
drama  and  the  intensity  of  the  picture  of  the  mas- 
toiditis clouds  and  obscures  the  picture  in  the 
petrosa.  Only  after  the  mastoidectomy  has  been 
done  and  the  dramatic,  clinical  picture  from  the 
mastoiditis  has  been  eliminated  do  the  quietly,  in- 
sidiously, progressing  symptoms  from  the  petrosa 
make  their  appearance  to  the  eye  that  is  looking 
for  them.  It  is  to  stress  these  that  I want  to  ex- 
pand a little  and.  picture  for  you  their  clinical 
course. 

In  the  petrosal  pyramid,  infection  is  not  a com- 
plication of  mastoiditis.  They  are.  figurativelv 
speaking,  miles  apart,  and  by  very  little  stretch 
of  the  imagination  one  can  be  the  complication  of 
the  other,  but  both  originate  at  the  crossroads — 
the  tympanic  cavity — and  the  lesion  spreads  to  the 
inastoids  on  the  one  hand  and  to  the  petrosa 
on  the  other  hand,  more  or  less  simultaneously. 
In  .some  instances,  perhaps  in  the  majority  of  in- 
stances. a well  performed  mastoidectomy  stops  the 
progress  of  the  petrosal  lesion,  for  if  that  were 
not  true,  every  case  of  mastoiditis  would  eventu- 
ally come  to  autopsy  because  of  an  unrecognized 
petro.sal  infection.  We  know  that  a great  number 
of  patients  with  jx^trosal  infection  recover  spon- 
taneously after  mastoidectomy.  With  those  cases 
we  need  not  be  concerned.  We  are  concerned 
with  the  group  of  patients  who  do  not  recover. 


What,  then,  are  the  symptoms  that  these  show? 
Unlike  osteomyelitic  lesions,  they  do  not  show  a 
periauricular  pain,  the  septic  type  of  temperature, 
nor,  pulmonary  and  abdominal  metastases  or  in- 
farcts, but  they  do  show  pain  in  and  around  the 
eye,  and  that  is  like  the  red  flag  on  the  track,  it 
must  stop  the  train ; it  is  absolutelv  significant ! 
Hundreds  of  mastoidectomies  and  mastoid  infec- 
tions will  pass  through  your  hands,  but  when  one 
shows  pain  in  and  around  the  eye,  be  on  vour 
guard.^  That  is  significant.  One  need  not  be  an 
otologist  to  hear  and  know  that.  One  need  not 
be  an  expert  technician  to  diagnose  that.  There 
is  only  one  other  lesion  in  the  ear  that  gives  you 
pain  in  and  around  the  eye,  and  even  without  a 
laboratory  and  a roentgenologic  department,  you 
can  soil  eliminate  the  other  lesion  that  produces 
pain  in  and  around  the  eye,  and  comprehend  its 
significance  as  a diagnostic  sign  of  petrosal  pyra- 
mid involvement.  The  roots  of  the  zygoma' are 
sometimes  aerated,  cellular  and  pneumatic.  Occa- 
sionally the  lesion  spreads  not  only  to  the  mastoid 
process,  but  also  to  the  petrosa  and  likewise  it 
can  spread  to  the  pneumatized  zvgomatic  root. 
In  the  process  of  a mastoidectomy,  if  such  a zygo- 
matic root  has  not  been  thoroughly  opened  and 
eviscerated,  your  patient  may  show  and  may  give 
the  symptom  of  pain  in  and  around  the  eve  and 
yet  simply  have  a zygomatic  infection.  In  other 
words,  your  patient  presents  what  the  literature 
has  come  to  call  “zygomatic  otitis.”  This- lesion  is 
easily  eliminated.  If  the  patient  complains  of 
pain  in  and  around  the  eye,  open  the  wound  and 
look  into  the  zygome,  if  you  do  not  have  ready 
access  to  an  x-ray  machine.  If  one  is  available,  a 
roentgenogram  will  show’  you  a negative  petrous. 
If  you  have  pain  in  and  around  the  eye,  wo'th  a 
negative  roentgen-film,  you  are  dealing  with  an 
infection  of  the  zygome.  On  the  other  hand,  if 
you  get  a positive  x-ray,  the  lesion  will  be  found 
located  in  the  petrosa. 

In  the  petro.sa  there  are  certain  structures  that 
e\eryhody  knows.  I hat  is  the  hieroglyjihic 
of  the  middle  ear.  the  petrosa  here,  and  the  mas- 
toid w'hich  we  are  not  concerned  with.  In  tins 
area  is  the  internal  ear.  As  the  lesion  goes  from 
the  tympanic  cavitv  to  involve  this  tip!  it  passes 
■\er_v  sensitive,  probably  the  most  sensitive  struc- 
ture in  our  bocly,  the  hbyrinth,  the  internal  ear. 
the  structure  by  -which  you  know  vou  are  .sitting 
the  -Structure  that  coordinates  u.s  “to  the  univer.se!” 
.As  the  lesion  goes  by  this  labyrinth,  it  drops  a 
semaphore,  but  it  doe.s  not  (Iron  it  long,  because 
when  the  train  has  jias.sed.  the  nimble  ceases,  and 
then  there  is  (|uiet  again.  W'hilc  it  is  passing,  the 
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labyrinth  naturally  reacts,  and  you  have  temporary 
vertigo,  with  temporary  nystagmus,  which  has  no 
particular  fixity  of  direction  ; hut,  in  contradistinc- 
tion to  a real  lesion  there,  the  hearing  is  not  in- 
volved, the  patient  still  hears.  The  cochlea  is 
functioning.  Cerebellar  tests  of  coordination,  are 
perfectly  normal.  Through  the  middle  ear,  the 
facial  nerve  shows  reactions,  and  there  is  a tem- 
porary paresis,  or  a temporary  paralysis.  It  may 
be  present  in  the  morning  and  gone  in  the  after- 
noon. All  this  takes  place  with  hardly  any  tem- 
perature, and  headache,  although  there  is  the  eye 
pain,  at  first  periodic  and  nocturnal : gradually  in- 
creasing in  intensity,  until  it  becomes  steady.  It 
is  a reaction  from  the  first  branch — one  of  the 
branches — there  is  a quarrel  on  among  us.  details 
which  need  not  concern  us  here — of  the  fifth 
nerve.  Sometimes  there  is  a diflference  between 
the  size  of  the  pupil  on  the  affected  side  as  com- 
pared with  the  other.  All  these  symptoms  cease 
as  the  lesion  progresses  and  the  whole  story  seems 
to  he  over,  the  whole  symptomatology  has  disap- 
peared. 

Patients  are  brought  to  your  office  complaining 
of  “carsickness.”  They  rode  cars  before  and 
never  were  carsick.  Then  some  will  explain  that 
they  had  a little  vomiting  spell,  and  account  for  it 
in  that  thev  had  too  much  company  the  day  before ! 
I never  knew  vet  what  palliative  was  explained 
when  the  ])atient  had  a facial  paralysis!  Probably 
laughed  too  much  at  some  joke  that  grandfather 
gave  the  day  before;  and  the  face  stayed  that 
wav!  Those  are  the  misleading  excuses  for  the 
svnqitoms,  because  they  are  so  slight.  Thus  the 
svmptoms  pass,  and  the  patient,  to  all  intents  and 
purposes,  seems  normal.  For  want  of  a better 
name,  we,  that  is  Almour  and  T,  have  called  this 
the  quiescent  stage.  Terminating  the  (juiescent 
stage  there  appears  frontal  headache,  a rise  in 
temperature,  a rise  in  blood  pressure,  preceding 
a rise  in  intracranial  jiressure  and  cerebrospinal 
pressure,  the  opisthotonos,  and  all  the  other  signs 
which  mark  a termination  in  meningitis  unless  na- 
ture takes  a hand  and,  from  one  or  another  of 
these  areas,  starts  a tract  that  drains  itself.  As 
long  as  it  drains,  the  symptoms  are  generally  in 
abeyance.  If  the  drainage  is  blocked,  a little 
thickening  of  the  dicharge,  a little  .spicular  of  hone 
in  the  tract  of  egress,  because  these  tracts  are 
small,  and  the  hacking-up  process  again  takes 
place : the  pain  in  the  eye  reappears,  and  a little 
irritation  from  the  labyrinth  may  reappear. 
Again,  the  discharge  spurts  from  the  tympanic 
cavity  until  a break  occurs  similar  to  the  break- 
over the  mastoid,  and  an  epidural  formation  of  pits 


occurs.  Or  it  breaks  down  into  the  neck  tissues 
and  a retrojiharyngeal  abscess  appears,  and  drain- 
age takes  place  from  there.  Three  of  my  own 
patients  drained  that  way  and  recovered. 

As  soon  as  the  break-through  occurs,  peri- 
petrosal  signs  appear.  Sometimes  other  nerves 
are  involved — the  ninth,  tenth  or  eleventh.  The 
lesion  has  now  reached  the  meninges.  The  neu- 
rologist i>lays  his  part,  and  he  often  thinks  of  all 
kinds  of  metastases,  but  he  forgets  that  the  lesion 
here  described  occurs  by  contiguity  of  tissue. 
There  are  a whole  group  of  men  in  this  country 
today  who  still  wait  for  a peripetrosal  diagnosis 
rather  than  the  intrapetrosal  diagnosis,  to  the  det- 
riment of  their  patients. 

Summarizing,  then,  we  have  in  the  mastoid  proc- 
ess, as  we  have  in  the  temporal  bone,  three  types 
of  bone : the  pneumatic,  the  diploic  and  the  scler- 
otic or  ebonized.  The  sclerotic  or  ebonized  is  not 
concerned  with  the  lesions  here.  Most  of  the 
osteomyelitic  lesions  occur  in  the  diploic  type  of 
bone.  As  a rule,  they  occur  clinically  in  the  young. 
They  give  a clinical  picture  of  sepsis,  and  when 
seen  later,  of  pulmonary,  cardiac  and  abdominal 
involvement  which  clouds  the  clinical  picture. 
The  autopsy  shows  the  primary  osteomyelitic  lesion 
to  be  in  tbe  petrosa.  There  remains  a question  of 
some  diarrheas  of  infancy,  the  French  authorities 
believing  at  any  rate,  that  in  many  cases  we  are 
dealing  with  this  type  of  infection  as  the  prime 
factor  in  these  fatal  diarrheas.  We  have  thq 
pneumatized  petrosa  wherein  coalescent  osteitis 
takes  place,  and  is  signalized  by  periodic  pain  in 
and  around  the  eye,  a low  grade  temperature,  and 
a recurrence  of  the  ear  discharge.  We  can  expect 
in  a properly  performed  mastoidectomy  on  a prop- 
erly selected  and  timed  case  to  have  a dry  ear  at 
the  end  of  a week.  The  recurrence  of  the  dis- 
charge, with  the  eye  pain  and  the  positive  roentgen 
picture,  makes  the  diagnosis.  The  roentgen  pic- 
ture alone  does  not  make  the  diagnosis.  The  eye 
pain  alone  does  not  make  the  diagnosis,  nor  the  re- 
currence of  discharge  alone  does  not  make  the 
diagnosis : but  the  three  together  make  the  diag- 
nosis. 

Then  you  have,  in  addition,  transient  signs 
from  the  labyrinth,  perilabyrinth,  osseous  peri- 
labvrinth  otitis,  technically.  The  tissues  around 
the  labyrinth  become  involved,  and  there  is  an 
irritated  reaction  in  the  labyrinth.  The  cochlea  is 
alive  and  the  patient  hears.  The  duration  of  that 
jieriod  is  indefinite ; then  it  disappears. 

I have  been  asked,  when  attending  such  cases, 
“How  do  you  know  this  patient  is  not  healing? 
\^d^v  don’t  you  leave  the  patient  alone,  because 


VoL.  XXVI,  No.  8] 


Journal  of  Iowa  State  Medical  Society 


455 


you  say  many  of  them  heal  ?”  My  answer  is, 
“Look  at  that  ear  discharge.  You  have  a right  to 
expect  a dry  ear,  having  performed  a proper  mas- 
toidectomy. Yet  when  you  wipe  the  pus  away, 
and  press  your  hand  lightly  on  the  internal  jugu- 
lar vein,  a spurt  of  pus  occurs,  a condition  almost 
similar  to  that  your  otoscopic  examination  gave 
prior  to  the  mastoidectomy.  This  finding  must  be 
explained  and  with  such  findings  the  case  is  not 
I healing.  It  is  progressing  through  the  quiescent 
j stage. 

There  is  an  active  lesion  in  that  bone,  and  I do 
not  wait  for  the  termination  of  this  quiescent 
stage,  and  the  inevitable  blow-up,  because  then  I 
am  almost  helpless,  unless  somebody  has  found  the 
means  of  successfully  handling  a streptococcic 
meningitis.  This,  nobody  to  my  knowledge,  as 
yet  has  entirely  successfully  done.  Later,  even 
with  perforation,  they  sometimes  recover.  I have 
a case  in  wdiich  my  lipiodol  injection  went  all  over 
the  tentorium,  went  down  even  into  the  foramen 
magnum.  Some  of  the  lipiodol  seeped  into  the 
spinal  column.  That  patient  is  well,  because  the 
infection  in  the  meninges  was  the  overflow  from 
the  lesion  which  was  located  in  the  bone.  The 
operation  removed  the  bone  lesion,  and  nature  took 
care  of  the  overflow.  The  tissues  were  not  yet 
involved.  We  also  have  cases  with  fistula.  In  the 
therapy,  the  diagnosis  here  is  not  only  a diagnosis 
of  the  lesion  per  se,  but  it  is  the  diagnosis  and 
selection  of  the  type  of  therapy  to  be  employed. 
Before  one  goes  further  in  the  selection  of  ther- 
apy, one  makes  a most  minute  search  for  fistula. 
When  one  finds  fistula,  half  the  battle  is  won. 
W'ith  these  symptoms  present  and  no  fistula  found, 
and  your  x-rays  showing  a “washed-out”  tip, 
there  is  but  one  answer  to  the  problem — adequate 
local  surgery.  The  progress  we  have  made  lies  in 
the  fact  that  everv  portion  of  that  petrosal  pyra- 
mid is  reachable  surgically  without  creating  a fa- 
cial paralysis  and  without  destroying  the  laby- 
rinth ; except  in  one  area,  in  the  posterior  cranial 
fossa,  anterior  to  the  internal  auditory  meatus. 
When  a lesion  is  diagnosed  in  that  position,  w'e 
are  still  helpless.  No  one  yet  has  devised  a means 
of  reaching  that  area.  We  are  trying;  we  haven’t 
succeeded  as  yet.  All  manner  of  technics  or  any 
one  of  the  proposed  technics  can  be  used.  Our  dif- 
ferences of  opinion  as  to  technic  are  the  pleasant 
pastimes  of  otologists  among  themselves  and  have 
no  j)lace  in  a general  meeting,  such  as  this.  But 
one  should  be  selected  to  suit  the  lesion  which  is 
diagno.sed.  N^or  is  it  at  all  neces.sary  to  carry  out 
e.xtensive  explorations  of  the  cranial  cavity,  if  you 
can  and  do  diagnose  the  lesion  while  it  still  is 
within  the  limits  of  the  petrosal  pyramid. 


APPLIED  ANATOMY  OF  DEEP 
SUPPURATIONS  OF  THE 
NECK* 

Eugene  W.  Scheldrup,  M.D.,  Iowa  City 

It  will  be  seen  from  the  program  that  my  talk 
to  you  is  titled  as  above,  but  with  your  permission, 
I should  like  to  modify  this  to  be  “A  brief  re- 
view of  some  fundamental  anatomic  concepts  of 
the  neck  and  their  surgical  application.”  I also 
ask  your  indulgence  if  I seem  to  dwell  too  long 
on  elemental  considerations.  I do  this  because  I 
feel  it  is  only  through  a thorough  understanding 
of  the  basic  structure  of  the  neck  that  we  are 
able  successfully  to  apply  this  anatomic  knowl- 
edge. My  plan  is  to  develop  the  anatomy  of  the 
neck  particularly  as  it  relates  to  the  drainage  of 
the  retropharyngeal  and  pharyngomaxillary 
spaces. 

The  neck  may  be  conveniently  divided  into  two 
portions,  a posterior  portion  consisting  of  the 
cervical  vertebrae  and  the  muscles  attached  to 
them,  and  an  anterior  or  visceral  portion  consist- 
ing of  the  cervical  portions  of  the  respiratory  and 
digestive  tracts  and  the  great  vascular  sheaths  ex- 
tending from  the  thoracic  inlet  below  to  the  base 
of  the  skull  above.  As  far  as  the  neck  muscula- 
ture is  concerned,  broadly  we  may  speak  of  three 
layers.  A superficial  layer,  consisting  of  the  trape- 
zius behind  and  the  sternocleidomastoid  later- 
ally; an  intermediate  layer  applied  to  the  visceral 
compartment  which  we  call  the  suprahyoid  and 
infrahyoid  muscles  ; and  the  deep  layer,  those  mus- 
cles attached  to  the  cervical  vertebrae.  Because 
the  description  of  these  various  muscle  layers  and 
their  associated  fascias,  and  the  visceral  compart- 
ment and  its  associated  fascias  is  so  frequently 
confusing,  it  is  perhaps  worthwhile  to  engage  in 
a brief  review  so  that  we  may  have  a fundamental 
concept  of  these  structures. 

Let  us  consider  first  a typical  cervical  vertebra. 
It  will  be  noticed,  among  other  details,  that  a cer- 
vical vertebra  diflfers  from  those  in  other  seg- 
ments of  the  column  in  that  the  transverse  proc- 
esses jiresent  distinct  anterior  and  ])osterior  tu- 
bercles with  a deep  groove  developed  between 
these  tubercles,  which  groove  lodges  the  emerging 
trunk  of  a cervical  nerve.  We  arbitrarily  speak  of 
the  muscles  attaching  to  the  anterior  tubercles 
and  ventral  surfaces  of  the  bodies  of  the  cervical 
vertebrae  as  the  prevertehral  muscles.  They  are, 
namely : the  longus  colli,  longus  capitis,  rectus  cap- 
itis anticus,  rectus  capitis  lateralis,  and  .scalenus 
anticus.  This  group  is  covered  by  a continuous 
muscle  fascia  extending  from  the  anterior  tubercle 
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on  one  side  to  the  anterior  tubercle  on  the  other, 
which  we  call  the  prevertebral  fascia.  Notice  espe- 
cially how  the  longus  colli  is  attaching  as  low 
down  as  the  third  dorsal  vertebra  and  is  therefore 
in  the  superior  mediastinum,  and  the  scalenus  anti- 
cus,  the  most  lateral  of  this  group,  is  attaching  to 
the  scalene  tubercle  on  the  first  rib  just  medial  to 
the  subclavian  artery  and  is  therefore  at  the  apex 
of  the  axilla.  It  can  be  seen  how  a Pott’s  abscess, 
if  it  remains  localized  beneath  the  prevertebral 
fascia,  can  dissect  either  downward  into  the  supe- 
rior mediastinum  or  laterally  into  the  axilla. 

We  arbitrarily  speak  of  the  muscles  attaching 
to  the  posterior  tubercles  as  the  lateral  vertebral 
muscles,  which  are,  namely : the  scalenus  medius, 
scalenus  posticus,  levator  anguli  scapulae  and 
splenius  cervicis.  This  group  forms  the  floor  of 
the  posterior  triangle  and  is  covered  by  a con- 
tinuous muscle  fascia  which  is  called  the  lateral 
extension  of  the  prevertebral  fascia.  It  extends 
from  the  anterior  tubercles  across  the  emerging 
trunks  of  the  cervical  nerves  (remember  the 
grooves  between  the  anterior  and  posterior  tuber- 
cles) surrounds  the  lateral  vertebral  muscles  and 
attaches  to  the  posterior  tubercles.  It  can  be  seen 
how  a localized  infection  beneath  this  fascia  will 
pre.sent  itself  in  the  posterior  triangle  and  can 
easily  involve  the  emerging  trunks  of  the  cervical 
nerves,  particularly  those  entering  into  the  forma- 
tion of  the  brachial  plexus.  It  is  also  seen  how 
such  an  infection  would  tend  to  be  carried  down- 
ward and  laterally  in  the  posterior  triangle  because 
of  the  fact  that  the  scalenus  medius  is  attaching 
laterally  on  the  first  rib  and  the  levator  anguli 
scapulae  is  going  laterally  and  posteriorly  to  at- 
tach to  the  superior  angle  of  the  scapula. 

Lastly,  the  postvertebral  muscles  are  attaching 
in  the  deep  groove  between  the  posterior  aspect  of 
the  transverse  processes  and  the  spinous  processes 
and  are  covered  by  their  own  muscle  fascia  (post- 
vertebral  fascia) , but  since  otolaryngologists  are 
not  commonly  called  upon  to  operate  in  this  region 
we  can  dispense  with  this  group  by  its  mere  men- 
tion. 

Lying  immediately  in  front  of  the  prevertebral 
muscles  and  prevertebral  fascia  is  the  visceral  com- 
partment of  the  neck  consisting  of  the  respiratory 
and  digestive  tracts  in  the  midline  and  laterally 
the  great  vascular  sheaths  surrounded  by  a com- 
pletely encircling  and  continuous  fascia,  the  vis- 
ceral fa.scia  whose  derivation  and  component  parts 
shall  be  discussed  shortly.  This  visceral  compart- 
ment is  separated  from  the  prevertebral  compart- 
ment by  an  extensive  areolar  space  filled  with 
lymphatics  and  which  extends  superiorly  to  the 
base  of  the  skull  inferiorly  behind  the  esophagus 


into  the  mediastinum  and  is  limited  laterally  by  the 
great  vascular  sheaths — this  is  the  retropharyngeal 
space.  It  can  be  seen  therefore,  how  a retro- 
pharyngeal abscess  from  whatever  source;  the 
nasopharynx,  oropharynx,  laryngeal  pharnyx,  cer- 
vical esophagus  or  a Pott’s  abscess  which  has  rup- 
tured through  the  prevertebral  fascia,  can  dissect 
downward  and  gain  access  to  tbe  mediastinum,  but 
is  limited  in  its  lateral  spread  by  the  close  appli- 
cation of  the  great  vascular  sheaths  and  their  fas- 
cial pedicles  to  the  transverse  processes  of  the 
cervical  vertebrae. 

Let  us  turn  our  attention  now  to  the  derivation 
of  the  visceral  fascia  and  its  component  parts  and 
to  the  more  superficial  anatomy  of  the  neck.  As 
we  dissect  the  neck  from  without  inward,  layer 
by  layer,  we  recognize  successively,  skin,  super- 
ficial layer  of  superficial  fascia,  and  deep  layer  of 
the  superficial  fascia  which  is  the  platysma  mus- 
cle. We  come  now  to  the  deep  cervical  or  vaginal 
fascia  of  the  neck  which  is  a completely  enveloping 
fascia.  This  fascia  starting  posteriorly  at  the 
ligamentum  nuchae  splits  to  surround  the  trape- 
zius forming  its  muscle  fascia,  jumps  from  the 
anterior  border  of  the  trapezius  to  the  posterior 
border  of  the  sternocleidomastoid  forming  the 
roof  of  the  posterior  triangle  and  therefore  must 
be  incised  in  surgical  approaches  in  the  posterior 
triangle,  then  splits  around  the  sternocleidomas- 
toid forming  its  muscle  fascia.  From  the  anterior 
border  of  the  sternocleidomastoid  this  fascia 
sweeps  forward  to  fuse  with  its  fellow  of  the  op- 
posite side  in  the  midline  of  the  neck.  In  doing 
this  it  splits  around  the  parotid  gland  above,  form- 
ing the  capsule  for  this  gland  and  then  attaches  to 
the  ramus,  angle,  and  the  entire  inferior  border 
of  the  mandible.  Lower  down  it  anchors  to  the 
hyoid  bone.  At  the  base  of  the  neck  we  find  it 
anchoring  to  the  clavicle  and  sternum.  Thus  we 
see  that  the  deep  cervical  fascia  is  a completely 
enveloping  fascia  from  the  ligamentum  nuchae 
posteriorly  to  the  midline  of  the  neck  anteriorly. 
Above  the  hyoid  it  is  reflected  upward  as  the  mus- 
cle fascia  of  the  suprahyoid  group  and  splits  around 
the  submaxillary  gland  forming  the  capsule  for 
this  gland.  It  can  be  seen,  therefore,  that  the 
entire  digastric  or  submaxillary  fossa  can  be  ex- 
posed by  simply  cutting  the  fascia  between  the 
tendon  of  the  digastric  and  the  submaxillary  gland 
and  lifting  the  gland  upward  onto  the  face.  We 
shall  see  the  significance  of  this  in  the  drainage  of 
the  pharyngomaxillary  region. 

Also  above  the  hyoid  bone  we  find  that  the  deep 
cervical  fascia  is  reflected  from  the  anterior  border 
of  the  sternocleidomastoid  and  mastoid  process 
downward  to  the  styloid  process  and  stylohyoid 
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ligament  developing  the  so-called  stylomastoid 
membrane  in  which  are  incorporated  the  posterior 
belly  of  the  digastric  and  the  stylohyoid  muscles. 
All  vasculo-neural  structures  entering  the  parotid 
gland  come  in  from  behind  this  membrane,  and 
therefore  must  pierce  it  to  enter  the  gland.  Thus 
we  find  the  seventh  cranial  nerve  and  the  external 
carotid  artery  with  its  accompanying  veins  pierc- 
ing it  to  gain  access  to  the  gland,  while  lying  just 
under  cover  of  it  is  the  sheath  of  the  internal  car- 
toid  arterv  and  internal  jugular  vein  ascending  to 
the  base  of  the  skull.  This  membrane  with  its  en- 
closed muscles  is  a prominent  landmark  and  serves 
as  an  excellent  guide  in  operative  procedures  in 
the  region  of  the  parotid  fossa.  From  the  styloid 
process  the  deep  cervical  fascia  is  reflected  back  up 
to  the  ramus  and  angle  of  the  mandible  as  the 
stylomandibular  membrane.  No  vasculo-neural 
structures  pierce  this  membrane.  We  have  thus 
developed  between  these  two  membranes  a wedge 
shaped  fossa  which  lodges  the  parotid  gland  whose 
anterior  boundary,  the  stylomandibular  membrane, 
separates  us  from  the  digastric  fossa  in  front  and, 
as  we  shall  see  later,  from  the  pharyngomaxillary 
space  above,  which  is  in  reality  an  upward  contin- 
uation under  cover  of  the  ramus  of  the  mandible 
of  the  digastric  fossa. 

Below  the  hyoid  bone  the  deep  cervical  fascia 
splits  into  two  layers.  The  first  is  carried  down 
as  the  muscle  fascia  of  the  infrahyoid  group  and 
therefore  to  the  posterior  aspect  of  the  sternum  in 
front  and  to  the  superior  border  of  the  scapula 
infra  laterally  (by  the  omohyoid).  The  second 
layer  is  carried  down  on  the  visceral  compartment 
as  the  visceral  fascia.  We  have  a space  developed, 
therefore,  in  the  midline  between  the  infrahvoid 
muscles  and  the  visceral  fascia  which  is  continu- 
ous with  the  superior  mediastinum,  and  derives  its 
importance  by  virtue  of  the  fact  that  we  are  here 
in  the  pretracheal  region  and  we  may  find  in  this 
snace  anv  of  the  great  vessels  found  in  the  supe- 
rior mediastinum  proper  (innominate  artery,  arch 
of  aorta).  The  possibilities  of  such  anomalies 
.should  be  kept  in  mind  in  the  surgical  approach 
to  the  trachea. 

It  is  .seen  then,  that  the  visceral  fascia  is  de- 
rived from  the  deep  cervical  fascia  and  we  know 
that  it  is  a completely  enveloping  fa.scia  for  the 
visceral  compartment.  That  portion  of  it  which 
is  .surrounding  the  respiratory  and  digestive  tubes 
is  called  visceral  fascia  proper.  That  portion  lat- 
erally surrounding  the  great  ves.sels  of  the  n^ck  is 
the  vascular  fascia  and  the  bridge  of  fascia  be- 
tween these  two  structures  is  called  the  alar  fascia. 
This  alar  fascia  is  entirely  nutritive  in  function 
as  it  carries  the  vasculo-neurolymphatic  structures 


back  and  forth  betw'een  the  vascular  sheaths  and 
visceral  compartment.  The  great  exchange  of  ves- 
sels takes  place  above  the  level  of  the  upper  border 
of  the  thyroid  cartilage  as  it  is  at  this  point  that 
we  have  the  common  carotid  artery  dividing  into 
the  external  carotid  (which  supplies  all  the 
branches  to  the  visceral  compartment)  and  the  in- 
ternal carotid  (which  supplies  none).  From  this 
level  dowmward  to  the  root  of  the  neck  normally 
we  find  no  vasculo-neural  structures  crossing  over 
in  the  alar  fascia,  and  theoretically  the  neutral  zone 
with  respect  to  the  alar  fascia  would  extend  from 
the  upper  border  of  the  thyroid  cartilage  above  to 
the  base  of  the  neck  below.  It  will  be  remembered, 
however,  that  the  inferior  thyroid  artery,  arising 
from  the  first  portion  of  the  subclavian  passes  up- 
ward and  medially  behind  the  vascular  sheath  and 
alar  fascia,  making  its  arch  at  the  level  of  the  cri- 
coid cartilage.  Practically  therefore,  it  can  be 
seen  that  the  neutral  zone  with  respect  to  the  alar 
fascia  is  betw'een  the  upper  border  of  the  thyroid 
cartilage  above  and  the  cricroid  cartilage  below, 
and  it  is  in  this  region  that  it  is  jierhaps  most 
advisable  to  approach  the  retropharyngeal  space 
from  the  neck. 

Making  the  skin  incision  along  the  anterior  bor- 
der of  the  sternocleidomastoid  between  these  two 
levels  we  go  through  skin,  superficial  fascia,  plat- 
ysma  and  then  incise  the  deep  cervical  fascia. 
This  exposes  the  great  vascular  sheath  just  under 
cover  of  the  anterior  border  of  the  sternocleido- 
mastoid. Retracting  the  vascular  sheath  laterally 
and  the  visceral  compartment  medially  we  put  the 
alar  fascia  on  a stretch.  We  can  now  introduce 
a blunt  hemostat  through  this  fascia,  not  endanger- 
ing any  ves.sels  or  nerves,  and  gain  access  directly 
to  the  retropharyngeal  space  which  can  be  ex- 
plored with  the  finger  for  a considerable  distance 
superiorly  and  inferiorly. 

Let  us  turn  our  attention  now'  to  the  great  vas- 
cular sheath  and  see  how'  we  may  most  advantage- 
ously approach  such  vessels  as  the  common  caro- 
tid, external  carotid  and  internal  carotid  arteries 
and  the  internal  jugular  vein.  As  far  as  the  sur- 
face markings  are  concerned,  the  vascular  sheath 
takes  an  oblique  course  upward  in  the  neck  from 
the  sternoclavicular  articulation  below  toward  the 
ma.stoid  process  above  lying  just  under  cover  of 
the  anterior  border  of  the  sternocleidomastoid  mus- 
cle. The  anterior  border  of  the  sternocleidomas- 
toid therefore  is  the  structure  with  which  the  vas- 
cular sheath  is  most  easily  identified,  and  most 
approaches  to  the  .sheath  are  made  along  this  bor- 
der. A point  w'orth  keeping  in  mind  at  this  junc- 
ture is  the  fact  that  occasionally  we  have  a large 
vein  connecting  the  common  facial  vein  above  w'ith 
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the  anterior  jugular  vein  below,  which  courses 
along  the  anterior  border  of  the  sternocleidomas- 
toid just  beneath  the  deep  cervical  fascia.  In  all 
approaches  made  along  this  anterior  border,  there- 
fore, it  is  well  to  proceed  with  caution  upon  reach- 
ing the  deep  cervical  fascia. 

The  common  carotid  artery  may  be  approached 
either  above  or  below  the  cricoid  level.  One  should 
remember  that  in  approaching  this  vessel  below 
the  level  of  the  cricoid  we  have  one  additional  fas- 
cial layer  to  contend  with,  namely,  the  infrahyoid 
muscle  fascia  which  is  carried  laterally  by  the  omo- 
hyoid muscle  between  the  vascular  sheath  and  the 
sternocleidomastoid.  An  incision  along  the  ante- 
rior border  of  the  sternocleidomastoid  whose  center 
is  opposite  the  cricoid  cartilage  will  place  us  in 
position  therefore,  to  ligate  this  vessel  either  above 
or  below  the  omohyoid.  Incising  through  skin, 
superficial  fascia,  platysma  and  deep  cervical  fas- 
cia, we  retract  the  sternocleidomastoid  laterally 
and  expose  the  vascular  sheath.  It  is  to  be  remem- 
bered that  the  internal  jugular  vein  lies  lateral 
to  the  artery,  OA'erlaps  it  somewhat  anteriorly  and 
its  tributaries  such  as  the  lingual,  superior  and 
middle  thyroid  veins,  are  passing  across  the  com- 
mon carotid  artery  to  enter  the  vein.  The  vagus 
nerve  is  lying  behind  and  between  the  artery  and 
vein,  and  the  descendens  hypoglossi  nerve  is  cours- 
ing down  on  the  artery  in  the  sheath  to  the  cricoid 
level.  These  should  he  avoided. 

The  external  and  internal  carotid  arteries  may 
he  approached  from  a common  incision  as  they  are 
arising  from  the  parent  trunk  opposite  the  upper 
border  of  the  thyroid  cartilage  in  most  instances. 
.^n  incision  along  the  anterior  border  of  the  sterno- 
cleidomastoid whose  center  is  opposite  the  upper 
border  of  the  thyroid  cartilage  should  place  us 
exactly  at  the  bifurcation  of  the  common  carotid 
arterv.  It  should  he  kept  in  mind  that  the  exter- 
nal carotid  artery  is  lying  medially  and  the  inter- 
nal carotid  artery  laterally,  and  that  the  former 
is  giving  rise  to  numerous  branches  while  the  lat- 
ter has  none  in  the  neck.  It  is  advisable  to  ligate 
as  close  to  the  bifurcation  as  possible.  Again  in- 
cising through  the  skin,  superficial  fascia,  platysma 
and  deep  cervical  fascia,  we  retract  the  sterno- 
cleidomastoid laterally  and  expose  the  vascular 
sheath.  Large  lymph  glands  as  a rule  are  encoun- 
tered lying  along  the  sheath  in  this  region.  We 
shall  see  the  large  venous  tributaries  (superior 
thyroid,  lingual  and  facial  veins)  coursing  over 
the  external  and  internal  carotid  arteries  to  enter 
the  internal  jugular  vein.  These  will  have  to  be 
differentiated  from  the  artery  and  retracted  or 
ligated.  It  is  well  to  remember  that  the  hypo- 
glossal nerve  when  it  leaves  the  sheath  of  the  in- 


ternal carotid  artery  at  the  hyoid  level  winds 
around  the  occipital  artery  and  crosses  the  exter- 
nal carotid  artery  to  enter  the  digastric  fossa.  We 
see  the  advisability,  therefore,  of  staying  close  to 
the  bifurcation  and  well  below  the  hyoid  level. 

In  ligating  the  internal  carotid  artery  we  again 
locate  the  bifurcation  and  the  most  lateral  vessel, 
that  vessel  coursing  with  and  overlapped  hv  the 
internal  jugular  vein  will  be  the  internal  carotid 
artery.  Recall  again  that  we  have  in  the  sheath 
of  the  internal  carotid  artery  at  this  level  the  vagus 
nerve  behind  and  between  the  artery  and  vein,  and 
the  descendens  hypoglossi  nerve  coursing  down  on 
the  vessel.  These  are  to  be  avoided. 

We  may  ligate  the  internal  jugular  vein  through 
either  a low  approach  at  the  root  of  the  neck  or  a 
high  approach  at  the  hyoid  level.  The  former 
approach  is  made  along  the  posterior  border  of  the 
sternocleidomastoid,  whereas  the  latter  is  made 
along  its  anterior  border.  The  accessibility  of  the 
vein  in  the  low  approach  depends  in  large  part 
upon  the  width  of  the  sternocleidomastoid.  If 
this  muscle  is  narrow,  we  can  readily  approach 
the  vein  by  a low  incision  along  its  posterior  bor- 
der, whereas  it  is  best  to  resort  to  a muscle  split- 
ting incision  if  this  muscle  has  unusual  width.  It 
should  be  remembered  that  we  are  approaching 
the  sheath  below  the  cricoid  level  and  therefore 
have  the  omohyoid  muscle  and  the  infrahyoid 
muscle  fascia  interposed  between  the  sternocleido- 
mastoid and  the  vascular  sheath. 

It  is  frequently  advisable  to  ligate  the  internal 
jugular  vein  above  the  point  at  which  it  receives 
the  common  facial  vein.  This  vein  commonly  en- 
ters the  internal  jugular  vein  at  the  level  of  the 
hyoid  bone.  The  incision  for  this  high  approach  is 
made  along  the  anterior  border  of  the  sternocleido- 
mastoid so  that  its  mid-point  is  opposite  the  hvoid 
bone.  Going  through  the  usual  layers  we  expose 
the  sheath  of  the  internal  carotid  arterv.  One 
must  guard  against  damaging  the  hypoglossal 
nerve  which,  at  this  level,  is  leaving  the  sheath 
between  the  internal  carotid  artery  and  internal 
jugular  vein  and  is  passing  forward  beneath  the 
common  facial  vein. 

We  come  now  to  the  pharyngomaxillarv  or  lat- 
eral pharvngeal  space.  This  space  lies  between  the 
internal  pterygoid  muscle  laterally  and  the  superior 
constrictor  of  the  pharynx  medially.  It  is  limited 
anteriorly  by  the  pteiA’gomandibular  raphe  and 
posteriorly  by  the  sheath  of  the  internal  carotid 
artery.  It  is  in  reality  an  upward  continuation  of 
the  submaxillary  fossa  under  cover  of  the  ramus 
of  the  mandible.  Posterolaterally  it  is  separated 
from  the  parotid  fossa  by  the  stylomandibular 
membrane.  This  is  an  extremely  important  re- 
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lationship  as  we  shall  see  shortly.  When  swelling 
and  fluctuation  appear  in  the  neck  at  the  angle  of 
I the  jaw  it  becomes  first  a problem  of  dififerential 
; diagnosis  between  involvement  of  the  parotid 
; fossa,  which  lies  behind  the  stylomandibular  mem- 

■ brane  or  of  the  phar\-ngomaxillarv  space  which  lies 

■ in  front  of  it.  Obviously  cur  surgical  api)ro.'>ch 
would  differ  in  the  two  conditions.  Incisions  for 
drainage  of  the  pharyngomaxillarv  space  should 
be  placed  in  front  of  this  membrane.  If  the  ab- 
scess is  pointing  just  at  the  angle  we  can  gain 
access  to  the  space  by  a simple  skin  incision  along 

I the  inferior  border  of  the  mandible  from  the  angle 
laterally  to  the  point  at  which  the  external  maxil- 
lary arter\-  is  crossing  its  inferior  border  medially. 
Having  gone  through  skin,  superficial  fascia, 
platysma  and  deep  cervical  fascia  we  may  no'’" 
direct  a blunt  hemostat  upward  along  the  internal 
pterygoid  muscle  and  establish  free  drainage  in 
the  area. 

If  the  abscess  is  pointing  lower  down  and  there- 
fore in  the  submaxillary  fossa  the  incision  should 
be  made  just  above  the  hyoid  bone  paralleling  tbe 
upper  border  of  the  central  tendon  of  the  digastric 
fossa  and  carried  for  a short  distance  upward  and 
backward  along  the  posterior  hellv  of  this  muscle. 
.A.gain,  going  through  the  usual  lavers  we  come 
down  to  the  deep  cervical  fascia.  On  dividing  this 
fa.scia  between  the  central  tendon  and  the  submax- 
' illary  gland,  the  gland  can  be  mobilized  ( recall 
I that  this  fascia  is  forming  the  capsule  for  the 
I gland).  We  are  now  in  an  excellent  position  to 
explore  not  only  the  pharyngomaxillary  space 
nb'^ve  but  the  para-lingual  spaces  anteriorly  as 
well. 

, Discussion 

||  Dr.  Gordon  F.  Darkness,  Davenport:  In  considering 
I a discussion  of  Dr.  Scheldrup’s  presentation  I fully 
realize  my  limitations.  As  I look  back  over  my  years 
' of  practice  I have  been  particularly  impressed  by  the 
few  occasions  when  I have  been  confronted  by  deep 
suppurations  in  the  neck.  Mosher  in  1929  called  at- 
tention to  the  fact  that  “thrombosis  of  the  internal 
' jugular  vein  from  tonsil  infection  takes  its  weekly 
toll  under  the  guise  of  septicemia  of  unknown  origin.” 

I have  not  seen  such  cases.  Perhaps  they  fall  to  the 
lot  of  the  men  in  general  practice  and  we  have  been 
negligent  in  not  broadcasting  such  a clinical  entity. 

I have  seen  few  cases  of  mediastinitis.  My  experi- 
ence w'ith  postpharyngeal  abscesses  has  been  fortu- 
nate in  that  incision  through  the  pharyngeal  mucosa 
has  given  practically  universal  satisfaction.  I recall 
two  protracted  cases  which  were  not  seen  until  they 
had  ruptured  and  were  draining  through  the  auditory 
canal.  So  with  such  a lack  of  material,  and  I judge 
many  of  you  have  had  a similar  experience,  our  prac- 
tical ideas  as  to  cervical  anatomy  become  a bit  hazy. 

The  anatomy  that  I was  taught  left  me  much  be- 


fuddled as  to  its  practical  application  in  suppurations 
of  the  neck.  Fortunately  most  of  the  suppurations 
we  see  have  to  do  with  the  breaking  down  of  a more 
or  less  superficial  lymph  gland.  We  do  not  need  very 
much  anatomic  knowledge  to  handle  such  cases.  Pa- 
tience, waiting  until  nature  has  bx'oken  down  the 
tissues  into  an  abscess  with  a surrounding  protec- 
tive wall;  a small  skin  incision,  and  opening  into  the 
abscess  cavity  with  a blunt  instrument,  and  the  pa- 
tient recovers. 

The  fascias  as  we  learned  them  did  not  help  much; 
the  trapezius  and  the  sternomastoid  inclosed  in  the 
superficial  layer  of  the  deep  fascia;  from  this  layer 
two  processes,  one  posterior  crossing  over  just  in  front 
of  the  vertebral  column,  the  anterior  of  the  processes, 
enveloping  the  thyroid  gland,  and  meeting  its  fellow 
in  front  of  the  trachea;  and  then  how  these  two  proc- 
esses together  with  fascia  internal  to  the  sternomas- 
toid formed  the  vascular  sheath.  All  this  did  not 
help  much,  as  to  applied  anatomy.  The  fact  that  the 
cervical  fascia  is  attached  to  the  sternum  clavicle 
and  first  rib,  we  understood  as  a barrier  to  opening 
the  chest.  To  be  sure  pus  beneath  the  superficial 
fascia  could  burrow  into  the  axilla  or  reverse  the 
process  or  if  beneath  the  fascia  just  in  front  of  the 
vertebra  it  could  slip  down  to  the  posterior  medias- 
tinum, or  beneath  the  fascia  in  the  anterior  part  of 
the  neck,  or  it  could  follow  down  to  the  anterior 
mediastinum.  The  triangles  of  the  neck  make  beau- 
tiful anatomic  demonstrations,  but  again  there  was 
something  lacking  in  what  we  retained  in  our  minds 
as  to  just  how  to  apply  this  knowledge. 

There  has  developed  a newer  anatomy  which  Dr. 
Scheldrup  has  given  us.  “Surgical  landmarks  by 
their  very  numbers  become  confusing.”  As  otolaryn- 
gologists we  can  forget  the  posterior  part  of  the  neck. 
The  sternomastoid  muscle  comes  first.  We  can  all 
comprehend  its  relation  to  the  the  great  vessels  of 
the  neck.  Batson  speaks  of  the  connective  tissues  in 
the  neck  as  capsular,  areolar,  and  dense  or  perivas- 
cular fascias.  Weintraub  presents  the  picture  much 
as  Batson.  The  dense  or  pedicle  fascias  contain  the 
blood  vessels  and  nerves  and  they  radiate  out  like  a 
fan,  forming  the  ribs.  The  other  fascia  or  telae  are 
likened  to  the  webbing  of  the  fan  and  contain  no 
vessels.  There  is  a potential  space  beween  the  fas- 
cias and  the  anterior  spinal  muscles  on  each  side. 
Likewise  under  the  mucous  membrane  of  the  pharynx 
there  is  not  one  but  tw'o  lateral  spaces.  The  dense 
fascias  limit  infection,  the  areolar  fascias  develop 
suppuration.  Mosher  prefers  to  consider  the  fascias 
as  but  prolongations  from  the  carotid  sheath.  He 
calls  it  the  Lincoln  Highway.  At  least  I like  to  cling 
to  the  sternomastoid  and  the  carotid  sheath  as  sort 
of  home  base  and  w'ork  from  there. 

When  should  we  work  in  the  upi>er  part  of  the 
neck,  and  when  at  the  lower  level?  If  we  have  a 
retropharyngeal  condition,  which  has  involved  deeper 
and  lower  structures,  and  surgical  interference  is 
necessary  as  in  a Pott’s  abscess,  vve  first  remember 
the  space  is  bound  above  by  the  skull,  below  by  the 
mediastinum,  and  laterally  by  the  fascias  of  the  great 
vascular  trunks.  Such  abscesses  do  not  go  up  to 
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localize.  From  where  are  we  going  to  start  our 
search  for  pus  ? In  front  or  behind  the  principal 
landmarks,  the  sternomastoid  and  the  great  vascular 
sheath  ? Posteriorly  and  in  the  lower  part  of  the 
course,  the  muscle  and  sheath  being  retracted  for- 
ward. Vessels  are  avoided,  the  blunt  dissection  be- 
ing carried  forward  on  the  scaleni  muscles,  and  as 
Batson  has  stated,  once  within  the  space  the  gloved 
finger  can  ascend  to  the  base  of  the  skull  or  descend 
to  the  posterior  mediastinum.  When  it  comes  to 
deep  infections  higher  in  the  cervical  region,  the  prob- 
lem of  an  external  approach  which  is  bound  to  bi’ing 
us  within  close  proximity  to  large  vessels  and  im- 
portant nerves  is  really  a formidable  procedure. 

Tissues  inflamed  and  indurated  offer  a different 
problem  than  a cadaver  demonstration.  The  pharyn- 
gomaxillary  fossa  is  the  area  with  which  we  are 
most  concerned.  The  most  common  situation  pos- 
sibly is  localized  pus  as  a sequela  of  tonsillitis  or 
following  a tonsillectomy.  If  there  is  swelling  and 
frank  pus  is  suspected  then  the  approach  as  advo- 
cated by  Batson  seems  almost  a “Godsend;”  an  inci- 
sion behind  the  angle  of  the  mandible,  in  front  of 
the  sternomastoid  and  parallel  to  it.  This  is  carried 
through  skin  and  capsular  fascia.  The  parotid  gland 
if  it  intrudes  is  displaced,  and  with  dissecting  scis- 
sors curved  on  the  flat  progress  is  made  upwai’d,  in- 
ward and  forward  along  the  internal  pterygoid  mus- 
cle; opposite  to  which  the  abscess  is  opened.  If, 
however,  a thrombophlebitis  is  suspected,  particularly 
in  a causal  relationship  to  a septicemia,  then  it  seems 
to  me  an  approach  such  as  Mosher  presented  in  1929 
is  preferable.  This  as  you  know  is  a wide  exposure 
by  a T shaped  incision.  He  stresses  the  superficial 
position  of  the  hypoglossal  nerve;  the  posterior  belly 
of  the  digastric  fossa  as  always  covering  the  great 
vessels  high  in  the  neck;  the  completeness  of  the 
submaxillary  fossa;  the  manner  in  which  the  hyoid 
bone  by  its  muscular  attachments  divides  the  cervical 
region  into  upper  and  lower  parts;  the  tip  of  the 
great  cornu  of  the  hyoid  bone  between  the  lingual 
and  facial  veins,  the  former  above  and  the  latter  be- 
low; and  the  external  carotid  and  carotid  sheath  ex- 
ternally. This  submaxillary  fossa  approach  also 
make  accessible  abscesses  in  the  tongue  and  floor  of 
the  mouth. 

When  all  is  said  and  done  we  can  thank  Providence 
that  we  do  not  frequently  encounter  deep  suppura- 
tions in  the  neck. 


THE  SYSTEMIC  MANAGEMENT  OF 
CHILDREN  WITH  INFECTIONS 
OF  THE  NOSE,  THROAT  AND 
EAR* 

Dennis  H.  Kelly,  M.D.,  Des  Moines 
Specialization  inevitably  circumscribes  atten- 
tion and  focuses  interest  in  a specific  field  of  en- 
deavor. In  the  management  of  the  acute  infec- 
tions of  the  upper  respiratory  tract  in  children  I 
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wish  to  emphasize  the  importance  of  consideration 
of  the  entire  organism.  It  may  appear  superflu- 
ous to  point  out  the  systemic  damage  either  con- 
comitant with  or  subsequent  to  upper  respiratory 
tract  infections,  but  it  is  an  all  too  common  expe- 
rience to  find  all  of  the  attention  and  all  of  the 
treatment  directed  toward  the  throat  or  ear,  and 
the  organism  as  a whole  completely  ignored.  This 
error  is  by  no  means  confined  to  the  otolaryngolo- 
gist but  is  equally  true  of  the  general  practitioner 
and  the  pediatrician. 

The  most  common  and  the  most  serious  error 
in  the  management  of  the  sick  infant  or  child  is 
that  he  is  considered  a miniature  adult  and  is 
accorded  the  same  treatment  as  the  adult.  Proper 
management  of  acute  infections  in  childhood  pre- 
supposes an  appreciation  of  the  toxemia,  an 
understanding  of  the  metabolic  disturbances  and 
a knowdedge  of  the  complications  peculiar  to  the 
age  group.  The  star\’ation,  the  anhydremia,  and 
the  toxemia  accompanying  a mild  pharyngitis 
jeopardizes  the  life  of  an  infant. 

The  first  principle  in  the  care  of  the  sick  child 
is  rest.  The  acutely  ill  child  should,  of  course,  be 
strictly  confined  to  his  bed.  Restlessness  should 
be  controlled  and  sleep  assured  by  hypnotics  if 
necessary.  Pain  can  be  controlled  by  adequate 
doses  of  paregoric,  codeine  or  morphine.  How- 
ever, it  is  in  the  subacute  or  chronic  illness  that 
one  is  particularly  remiss  in  the  instructions  re- 
garding rest.  Any  child  who  has  a daily  elevation 
of  temperature  with  an  associated  tachycardia  and 
fatigue  should  not  be  up  and  around.  I am  con- 
vinced that  the  practice  of  otolaryngologists  in 
having  parents  drag  a sick  child  to  the  office  day 
after  day  to  have  an  ear  wiped  out  or  to  have  the 
throat  painted  is  definitely  harmful  to  the  child 
even  though  it  is  more  convenient  for  the  physi- 
cian. Fatigue,  anorexia,  and  irritability  are  as 
clear  cut  yardsticks  of  infection  in  childhood  as 
the  temperature  and  the  leukocyte  count.  Conced- 
ing that  the  child  with  a persistent  sinus  infection 
or  a cervical  adenitis  may  not  be  critically  ill  he 
certainly  will  recover  more  promptly  and  subject 
his  organism  to  less  trauma  if  he  is  kept  in  bed. 
Resumption  of  activity  should  not  depend  on  the 
cessation  of  temperature  alone  but  upon  an  im- 
proved color,  a quieter  pulse,  a better  appetite  and 
a happier  child.  I level  this  criticism  upon  the 
otolaryngologist,  the  child  is  considered  well  if 
the  ear  is  dry  or  the  sinus  drained. 

I cannot  resist  the  temptation  of  pointing  out 
the  efficacy  of  a little  psychology  on  the  part  of 
the  practitioner  or  the  specialist  in  the  manage- 
ment of  the  sick  child.  The  time  and  the  effort 
expended  in  getting  acquainted  and  some  expla- 
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nation  of  the  procedure  that  is  to  follow  will  go 
far  in  stimulating  the  cooperation  of  the  young 
patient.  The  psychic  trauma  resulting  from  in- 
judicious and  thoughtless  “bull  in  the  china  shop” 
methods  may  cause  more  serious  damage  than  the 
otitis  media  or  the  tonsillitis.  If  a diagnostic  or 
therapeutic  procedure  is  painful  do  not  resort  to 
deceit  or  falsehood  if  you  wish  to  retain  the  con- 
fidence of  the  child.  While  I am  speaking  frankly 
I wish  to  point  out  another  thing  that  is  rather  a 
tender  subject  with  the  practitioner.  When  a pa- 
tient is  referred  to  a specialist  the  referring  physi- 
cian is  frequently  ignored  and  forgotten,  his  coun- 
sel disregarded.  The  honest  cooperation  of  an 
intelligent  surgeon  with  a wise  physician  is  a com- 
bination that  is  hard  to  beat. 

The  second  fundamental  principle  in  the  treat- 
ment of  the  acutely  ill  child  is  the  provision  for  an 
adequate  fluid  intake.  It  is  in  this  phase  of  man- 
agement that  the  physician  who  cares  for  only  an 
occasional  child  is  particularly  remiss.  In  addi- 
tion to  the  usual  water  requirement  the  sick  pa- 
tient must  have  an  additional  intake  to  compen- 
sate for  the  increased  metabolism,  the  loss  in 
j vomitus,  in  stools,  and  in  perspiration.  Toxemia 
I is  best  combated  by  an  adequate  fluid  intake.  The 
question  arises  as  to  how  much  fluid  should  be 
given.  The  only  answer  is  enough,  enough  to 
prevent  or  to  correct  dehydration  and  to  provide 
an  adequate  urinary  output.  The  amount  varies 
tremendously  and  depends  on  the  degree  of  toxe- 
I mia  and  the  amount  of  fluid  loss. 

The  oral  administration  can  usually  provide  ade- 
quate liquid  intake  for  a moderately  ill  child. 

1 However,  a recalcitrant  youngster  with  a sore 
I throat  may  refuse  all  liquids  and  a young  despot 
' in  the  home  may  dictate  his  own  therapy.  It  is  a 
common  experience  to  have  the  mother  completely 
i fail  in  the  administration  of  liquids,  but  if  the 
child  is  placed  in  the  care  of  a good  nurse  or  in 
a pediatric  ward  no  difficulty  is  encountered  in 
providing  an  adequate  intake.  The  intake  by 
mouth  may  be  supplemented  by  proctoclysis  but 
it  is  not  a very  successful  procedure  in  children. 
The  young  child  cannot  retain  the  fluid  and  in 
the  older  child  who  is  acutely  ill  it  causes  more 
discomfort  than  hypodermoclysis.  In  pediatric 
practice  proctoclysis  is  commonly  employed  in  the 
home  in  patients  with  rei>eated  vomiting  associated 
with  throat  infection.  A five  per  cent  glucose 
solution  may  be  prepared  by  adding  one  table- 
spoon of  Karo  syrup  to  ten  ounces  of  tap  water, 
and  may  be  administered  by  drip  or  by  retention 
enema. 

Pediatricians  are  convinced  that  the  parenteral 
administration  of  fluids  is  the  most  useful  thera- 


peutic procedure  in  the  pediatric  armamentarium. 
Deprived  of  its  use  in  the  treatment  of  the  acutely 
ill  child  we  would  feel  as  hopeless  and  as  impo- 
tent as  if  we  were  deprived  of  antitoxin  in  the 
treatment  of  diphtheria.  For  some  reason  there 
has  been  a tendency  to  employ  parenteral  admin- 
istration of  fluids  only  as  a last  resort  and  only  in 
extreme  cases.  It  should  be  used  to  prevent  se- 
vere dehydration  and  overwhelming  toxemia,  and 
not  be  deferred  until  dissolution  is  impending. 
The  subcutaneous  administration  of  isotonic  solu- 
tions, saline,  Ringer’s  solution,  or  Hartman’s  solu- 
tion is  not  a formidable  procedure.  If  given  care- 
fully it  occasions  little  discomfort,  and  our  patients 
make  very  little  complaint.  A small  infant  can  be 
given  1,000  cubic  centimeters  of  solution  in  a pe- 
riod of  twelve  hours.  We  have  no  hesitancy  in 
repeating  it  day  after  day  and  I can  recall  patients 
who  have  been  given  hypodermoclysis  daily  for  a 
month. 

A rapid  and  extremely  eflfective  method  of  giv- 
ing fluid  is  by  the  intraperitoneal  route,  a very 
common  procedure  in  pediatric  practice,  particu- 
larly in  enteritis  associated  with  otitis  media  and 
mastoiditis  in  infancy.  It  is  not  a hazardous  pro- 
cedure if  carried  out  with  proper  technic,  exercis- 
ing aseptic  precautions  and  using  only  isotonic 
solutions. 

The  intravenous  infusion  of  fluid  is  frequently 
as  dramatic  in  its  eflect  as  is  intubation  in  laryn- 
geal obstruction.  I recall  particularly  children 
with  an  acute  pharyngitis  associated  with  repeated 
vomiting  or  diarrhea  who  in  twenty-four  hours  are 
seen  in  a critical  condition,  pale,  restless,  with 
sunken  eyes,  the  skin  and  mucous  membranes  dry, 
the  pulse  rapid,  the  breathing  hurried.  Intra- 
venous fluids  will  save  the  lives  of  these  children; 
the  other  methods  of  administration  are  too  slow. 

There  should  be  no  hesitancy  in  giving  intra- 
venous fluids  in  anhydremia,  in  acidosis  or  alkalo- 
sis, in  severe  toxemia.  In  infants  it  is  usually 
necessary  to  exjx)se  a vein  or  to  insert  the  needle 
in  the  superior  longitudinal  sinus.  We  find  that 
the  use  of  the  Luer-Kauffman  syringe  contributes 
to  the  ease  of  administration.  Proper  preparation 
of  solutions  and  extreme  care  in  the  cleaning  of 
glassware  and  tubing  obviates  reactions.  From 
20  to  25  cubic  centimeters  per  kilogram  of  body 
weight  may  be  safely  administered,  and  it  may 
be  necessary  to  repeat  the  infusion  several  times 
daily. 

In  the  administration  of  liquids  one  must  not 
fail  to  incorporate  the  elements  necessary  for  the 
maintenance  of  acid  base  balance,  which  consti- 
tutes the  third  objective  in  the  management  of  the 
sick  child.  Glucose  is  given  by  mouth  routinely 
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in  all  febrile  patients  to  prevent  ketosis  and  intra- 
venous glucose  is  given  to  correct  ketosis.  Lac- 
tate-Ringer’s solution  is  given  subcutaneously,  in- 
traperitoneally  or  intravenously  to  restore  and  to 
maintain  a normal  relation  of  electrolytes.  In 
most  pediatric  departments,  lactate-Ringer’s  solu- 
tion, with  or  without  glucose,  is  the  choice  of  solu- 
tions in  parenteral  administration,  for  it  is  not 
only  antiketogenic  hut  may  be  used  selectively  by 
the  organism  to  correct  an  alkalosis.  The  intra- 
venous administration  of  glucose  in  lactate-Ring- 
er's  solution  is  the  most  formidable  weapon  the 
physician  possesses  in  his  battle  with  infection  in 
childhood. 

In  emphasizing  the  importance  of  parenteral 
fluids  in  the  treatment  of  the  acutely  ill  child  one 
must  not  overlook  the  efficacy  of  blood  transfu- 
sion. Blood  is  indicated  primarily  in  prolonged 
infections  with  secondary  anemia.  However,  the 
benefit  of  blood  transfusion  in  the  severe  acute 
infections  in  childhood,  particularly  in  infancy,  is 
not  adequately  ap]>reciated.  Convalescent  serum 
possesses  real  merit  and  should  he  used  when 
available.  However,  if  transfusion  is  to  prove  of 
any  value  it  must  he  employed  early  and  not  be  a 
final  heroic  gesture.  Drugs  play  hut  little  part  in 
the  therapy  of  infection  in  childhood.  Polyphar- 
macy may  impress  the  layman  but  has  verv  little 
influence  on  the  course  of  the  disease.  Most  of 
the  infections  in  childhood  are  self  limited  and 
the  patient  may  get  well  in  spite  of  therapy.  The 
practice  of  administering  cathartics  to  sick  chil- 
dren cannot  he  too  heartily  condemned.  The  old 
custom  of  giving  castor  oil  dehydrates  and  fre- 
quently precipitates  a diarrhea  which  makes  a sick 
child  even  more  ill.  In  the  preoperative  prepara- 
tion of  the  patient  let  candy  be  substituted  for  cas- 
tor oil.  I question  the  wisdom  of  painting  the 
throat  when  an  acute  infection  is  present.  I be- 
lieve that  it  accomplishes  little,  may  do  harm  and 
is  a painful  and  unpleasant  experience  for  the 
child.  The  spraying  of  the  nose  or  throat  with 
an  aromatic  liquid  may  possess  psychologic  value 
hut  has  doubtful  therapeutic  merit,  and  the  use 
of  oil  in  the  nose  may  produce  serious  pulmonary 
complications. 

Phenacetin  or  acetylsalicylic  acid  may  he  used 
in  conjunction  with  hydrotherapy  for  the  control 
of  fever.  Phenobarbital  is  a safe  and  effective 
hypnotic.  Paregoric,  codeine  or  morphine  may  be 
used  in  appropriate  dosage  for  the  relief  of  pain. 

During  the  acute  phase  of  an  infection  sweet- 
ened liquids  are  vastly  more  important  than  food. 
The  sick  infant  has  no  appetite,  the  tolerance  for 
food  is  lowered,  and  the  forcing  of  food  may  not 
only  occasion  vomiting  hut  precipitate  a serious 


diarrhea.  In  infants  it  is  a wise  jirecaution  to 
weaken  the  formula  or  to  change  to  buttermilk  or 
an  acidified  formula.  In  prolonged  infections  in 
infancy,  however,  adequate  provision  must  be 
made  for  the  nutritional  requirements,  not  only 
caloric,  but  a proper  balance  of  the  food  constit- 
uents, including  minerals  and  vitamins. 

Feeding  the  older  child  presents  both  a psycho- 
logic and  a physiologic  problem.  The  anorexia 
accompanying  infection  taxes  the  practical  ]>sy- 
chology  of  the  parent  or  nurse  and  demands  an 
insistence  and  firmness  which  is  usually  impossible 
in  an  overwrought  and  an  emotional  mother.  A 
diet  high  in  calories  and  rich  in  carbohydrates 
should  he  given.  Milk  is  an  ideal  food  for  the 
sick  child  hut  experience  has  demonstrated  that 
it  is  not  well  tolerated,  causing  abdominal  disten- 
tion and  discomfort.  Buttermilk,  on  the  other 
hand,  is  usually  very  well  tolerated.  Much  better 
results  are  obtained  if  one  adheres  to  the  regular 
schedule  of  three  meals  a day.  The  intervals  be- 
tween meals  ma_v  be  used  for  the  administration 
of  liquids.  During  convalescence  and  in  prolonged 
infection  an  adequate  and  a complete  diet  must 
not  be  neglected. 

The  use  of  vaccines  and  of  foreign  protein  in 
acute  infections  has  been  of  no  benefit  in  our 
hands.  The  extravagant  claims  of  certain  phar- 
maceutic houses  for  the  many  products  on  the 
market  should  not  be  permitted  to  influence  our 
therapy.  Autogenous  vaccines  have  been  of  some 
help  in  selected  cases  of  sinus  disease. 

In  the  management  of  the  child  with  an  infec- 
tion of  the  upper  respiratory  tract  it  must  he  re- 
membered that  it  is  perfectly  possible  for  him  to 
have  pneumonia  associated  with  some  other  condi- 
tion. The  vomiting  and  the  abdominal  pain  ac- 
companying an  acute  throat  infection  may  be  due 
to  an  acute  appendicitis,  to  a pyelitis,  to  a pneu- 
monia, or  to  an  abdominal  adenitis.  The  head- 
ache, the  vomiting  and  the  stiff  neck  found  in  a 
patient  with  otitis  media  may  be  caused  by  a right 
upper  lohe  pneumonia  and  not  by  a suppurative  ^ 
meningitis.  When  treating  a cervical  adenitis  or 
a sinus  disease  which  has  followed  an  acute  head 
or  throat  infection  one  must  not  overlook  an  acute 
hemorrhagic  nephritis  or  a rheumatic  carditis. 

In  conclusion  may  I again  emphasize  that  the 
treatment  of  infections  of  the  throat,  nose  and  ear 
in  children  demands  a consideration  and  a treat- 
ment of  the  entire  organism,  an  integrated  unit 
which  is  easily  thrown  out  of  balance  by  a dis- 
turbance in  any  of  the  integral  parts.  In  the 
presence  of  infection  the  integrity  of  the  organism 
is  maintained  by : 
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1.  Rest  in  bed  until  the  objective  and  subjective 
evidences  of  active  infection  have  disappeared. 

2.  An  adequate  fluid  intake  to  prevent  dehydra- 
tion and  to  combat  toxemia. 

3.  The  maintenance  of  a normal,  balance  of 
electrolytes  in  the  body  fluids. 

4.  The  transfusion  of  blood  in  anemia  and  in 
overwhelming  infections. 

5.  The  provision  for  an  adequate  and  a bal- 
anced diet. 

6.  The  intelligent  use  of  drugs  and  the  avoid- 
ance of  polypharmacy. 

Discussion 

Dr.  Jack  V.  Treynor,  Council  Bluffs:  Those  of  us 

who  have  worked  with  Dr.  L.  W.  Dean  will  remember 
his  remark  that  a “competent  otorhinolaryngologist 
is  an  internist  or  a pediatrist  with  otorhinolaryngo- 
logical  leanings.”  This  remark  has  been  brought  home 
to  me  more  perhaps  than  to  some  men  working  in 
our  field  because  I have  been  a pediatrist.  Logically 
all  of  these  things  that  Dr.  Kelly  has  mentioned 
should  be  second  nature  to  every  one  of  us.  Unfor- 
tunately, that  is  not  true  and  it  is  necessary  for  some 
one  of  Dr.  Kelly’s  standing  to  bring  these  things 
home  to  us.  I was  struck  with  the  rapidity  of  egress 
when  Dr.  Kopetzky  had  finished  his  address.  Some- 
time in  my  experience  I will  have  to  deal  with  a 
chronic  ear  infection  by  radical  mastoidectomy,  but 
every  day  of  my  practice  as  a rhinolaryngologist  I 
must  deal  with  the  sort  of  things  Dr.  Kelly  has  talked 
about.  Therefore,  I consider  these  things  infinitely 
more  important  than  all  the  theoretic  knowledge 
you  can  possibly  have  in  relation  to  the  “chronicities” 
in  ear  infections. 

Dr.  Kelly  has  given  us  a list  of  the  requisites  in 
the  handling  of  respiratory  infections  in  children. 
He  has  mentioned  rest,  adequate  fluid  intake,  main- 
tenance of  the  acid  base  balance,  and  a list  of  drugs 
which  he  passes  over  a little  more  lightly,  I believe, 
than  is  quite  fair  to  some  of  these  drugs.  These  things 
are  certainly  necessary  to  the  general  welfare  of  the 
youngster  but  also  play  a part  in  improving  the  con- 
dition of  the  respiratory  tract.  We  know  that  rest 
increases  the  lumen  of  the  airway  by  reducing  con- 
gestion. An  increased  fluid  intake  aids  markedly  in 
the  movement  of  secretions  by  causing  increased  pro- 
duction and  liquefaction.  We  have  repeatedly  seen 
youngsters  whose  extreme  dehydration  caused  a vis- 
cosity of  secretion  which  gave  the  effect  of  mechani- 
cal obstruction.  Adequate  liquid  intake  alone  has 
made  the  difference  between  spontaneous  recovery 
and  surgical  intervention.  The  administration  of 
alkalies,  no  matter  what  its  effect  on  the  general  acid 
base  balance,  certainly  improves  the  condition  of  the 
respiratory  tract.  The  use  of  sodium  bicarbonate 
and  potassium  citrate  causes  over-secretion  of  the 
mucous  membrane  and  so  dilutes  secretion  and  de- 
creases viscosity. 

It  is  necessary  to  take  issue  with  Dr.  Kelly  in  re- 
gard to  his  feeling  of  the  inadequacy  of  drugs.  I 
think  they  do  have  a real  place  in  the  treatment  of 


respiratory  infections,  although  there  are  certain 
drugs  which  should  be  most  heartily  condemned. 
Atropine  and  belladonna  have  no  place  in  the  treat- 
ment of  respiratory  infections.  Opiates  may  be  used 
only  in  that  amount  which  will  promote  comfort  with- 
out interfering  with  respiratory  excursion  and  an 
effective  cough  reflex.  However,  ephedrine  by  its 
astringent  and  antispasmodic  effect  certainly  has 
value.  Most  of  its  failures  can  be  blamed  on  im- 
proper use.  To  be  effective  it  must  be  instilled  into 
the  nose  with  the  head  in  such  a position  as  to  deliver 
the  drug  to  the  upper  nose  in  an  amount  adequate  to 
diffusion  to  the  middle  and  superior  meatuses.  Alka- 
lies and  iodides  have  value  if  used  properly  because 
of  their  effect  on  the  viscosity  of  secretions.  Infec- 
tions of  the  lower  airways  will  improve  on  the  bet- 
tered ventilation  and  drainage  brought  about  through 
the  use  of  these  two  drugs.  Although  local  antisep- 
tics such  as  argyrol  and  neosilvol  have,  to  my  knowl- 
edge, no  antiseptic  action  in  the  nose  they  do  have 
the  value  of  stimulating  and  thinning  secretion,  and 
from  this  standpoint  may  be  used  with  justification. 

If  one  thinks  of  this  respiratory  tract  as  a main 
airtube  with  many  smaller  communicating  tracts 
and,  believe  as  I do,  that  most  of  our  persisting  re- 
spiratory infections  depend  on  failure  of  the  smaller 
areas  to  drain  and  to  ventilate,  he  evaluates  any 
method  of  treatment  on  the  basis  of  its  ability  to  re- 
establish ventilation  and  drainage.  From  such  a con- 
cept we  gain  knowledge  of  the  proper  approach, 
whether  this  approach  be  medical,  or  surgical,  or  a 
combination  of  both.  W’e  appreciate  the  need  of 
search  for  the  obstructed  area,  and  choose  without 
prejudice  the  proper  means  of  removing  that  ob- 
struction. 

Dr.  James  A.  Downing,  Des  Moines:  I have  had 

the  privilege  of  working  with  Dr.  Kelly,  and  I wish 
to  speak  particularly  about  one  type  of  respiratory 
infection  which  gives  us  a considerable  amount  of 
grief.  That  is  the  acute  streptococcic  infection  of 
the  larynx  with  subglottic  edema  and  tracheobron- 
chitis. 

We  have  been  very  agreeably  surprised  several 
times  at  the  result  obtained  after  putting  these  chil- 
dren in  the  hospital  and  getting  them  filled  with 
fluids.  In  spite  of  the  fact  that  Dr.  Kelly  does  not  be- 
lieve much  in  soda,  we  have  poked  a little  alkali  into 
them,  at  times  without  his  knowledge,  and  liquefied 
the  secretion  and  slipped  by  without  a tracheotomy.. 
In  the  youngsters  where  it  has  been  necessary  to  do  a 
tracheotomy,  it  has  been  very  gratifying  to  see  the 
thinning  down  of  the  secretion  and  the  small  amount 
of  plumbing  that  was  necessary  to  keep  the  airway 
open. 

Another  thing  I want  to  emphasize  is  that  young- 
sters with  a stridor  and  embarrassed  breathing 
should  never  have  opiates.  If  a youngster  needs  an 
opiate  to  sleep,  he  needs  help.  If  fluids  or  an  intu- 
bation will  not  do  it,  then  he  must  have  a tracheot- 
omy before  he  wears  out  his  heart  muscle. 

Dr.  Lee  Forrest  Hill,  Des  Moines:  Mr.  Chairman, 

I want  to  rebut  against  these  two  nose  and  throat 
men  who  talked  about  alkalinizing  the  system.  I 
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wish  they  would  explain  to  me  the  mechanism  by 
which  a little  soda  given  by  mouth  will  change  the 
alkaline  reaction  of  the  body. 

Dr.  Downing:  Dr.  Kelly  doesn’t  believe  in  it  either. 

Dr.  Hill:  I am  speaking  for  Dr.  Kelly.  If  you 

will  stop  to  consider  that  the  acid-base  balance  in  the 
body  fluids  is  maintained  at  a p*^  7.4  by  a very  delicate 
mechanism  and  that  if  you  change  that  over  to  p**7. 
or  p^^  6.8,  coma  from  acidosis  develops.  If  you  push 
it  up  to  pH  7.8  or  pH  8 alkalosis  with  convulsions 
occurs.  How  can  a little  soda  alkalinize  the  tissues  of 
the  body? 

Seriously  speaking,  however,  there  is  one  other 
point  that  I would  like  to  make  about  the  manage- 
ment of  children  with  infections.  One  cannot  watch, 
over  a long  period  of  years,  numbers  of  children  com- 
ing in  with  this  type  of  upper  respiratory  infection 
and  that  type,  and  not  soon  come  to  believe  that  na- 
ture has  something  to  do  with  the  youngsters  get- 
ting well.  I am  speaking  of  the  infections  for  which 
there  is  no  specific  therapy.  One  type  of  head  infec- 
tion will  last  three  or  four  days  and  get  well.  In 
another  type  of  child,  the  infection,  with  different 
bacteria,  will  last  three  or  four  weeks.  Right  now 
we  are  having  an  epidemic  in  which  the  infections  are 
persistent  and  last  a long  time.  At  other  times  we 
have  infections  of  very  short  duration.  Repeatedly 
we  see  epidemics  in  which  pathology  in  the  ears  is 
of  very  brief  duration;  a few  days,  and  practically 
all  get  well.  A few  years  ago  we  had  an  epidemic 
of  streptococcic  nose  and  throat  infections  in  which 
mastoiditis  occurred  very  frequently. 

As  we  see  it,  and  the  point  we  wish  to  emphasize 
in  caring  for  children  with  head  infections,  our 
job  is  to  assist  nature  as  much  as  we  can  in  get- 
ting the  children  well.  We  think  that  bed  rest 
and  fluids  and  quietness  over  whatever  length  of 
time  is  necessary  for  nature  to  complete  her  job  is 
the  best  therapy  possible.  I still  feel  that  neither 
the  nose  and  throat  man  nor  the  pediatrician  has 
much  to  do  with  whether  a child  develops  a mastoid 
or  a sinus  or  not.  I do  feel  that  these  children  have 
their  best  chance  of  escaping  complications  if  they 
can  get  the  sort  of  treatment  we  have  outlined. 


STUTTERING:  RESEARCH  EINDINGS 
AND  THEIR  THERAPEUTIC 
IMPLICATIONS* 

Wendell  Johnson,  Ph.D., 

State  University  of  Iowa,  Iowa  City 

About  twelve  years  ago  Dr.  Samuel  T.  Orton, 
then  director  of  the  Psychopathic  Hospital,  and 
Dean  Carl  E.  Seashore  of  the  Graduate  College 
proposed  a program  of  research  on  stuttering  at 
the  State  University  of  Iowa.  Under  the  direc- 
tion of  Professor  Lee  Edward  Travis,  this  pro- 
gram has  gone  forward  with  the  help  of  the  Col- 
lege of  Medicine  and  many  other  departments  of 

* Presented  before  the  Eighty-fifth  Annual  Session,  Iowa  State 

Medical  Society,  Des  Moines,  April  29  and  30.  and  May  1,  1936. 


the  University,  and  from  it  there  have  come  more 
than  two  hundred  articles,  monographs  and  books, 
the  great  majority  of  which  have  been  reports  of 
research.  My  own  research  has  dealt  mainly  with 
the  effect  of  stuttering  upon  the  personality,  and 
with  the  moment  of  stuttering  as  distinguished 
from  stuttering  as  a long  term  condition.  Also, 
much  of  my  wairk  has  been  concerned  with  exper- 
imentation along  therapeutic  lines.  Of  course, 
there  is  not  time  to  tell  you  about  all  this  work  in 
any  comprehensive  way.  What  I propose  to  do 
is  to  tell  you  what  may  reasonably  be  regarded  as 
the  most  important  findings  of  the  research  and 
the  most  important  implications  of  these  .findings 
as  far  as  therapy  is  concerned. 

I want  to  present  four  main  research  findings. 
First,  stutterers  as  a group  are  evidently  normal 
with  respect  to  fundamental  physical  and  mental 
characteristics,  aside  from  the  fact  that  they  stut- 
ter. They  appear  to  have  essentially  normal  per- 
sonalities, aside  from  such  emotional  and  social 
maladjustment  as  is  centered  around  their  atti- 
tudes toward  their  speech  defect.  There  are  indi- 
vidual cases  in  which  it  mav  be  possible  to  estab- 
lish a significant  relation  between  stuttering  and 
such  factors  as  birth  injuries,  injuries,  especially 
head  injuries  and  shock,  subsequent  to  birth,  fe- 
brile diseases,  changes  of  handedness,  malnutri- 
tion, and  prolonged  ill  health  involving  such  symp- 
toms as  irritability,  nervousness,  sleeplessness, 
enuresis,  fatigue,  etc.  There  is  some  question  as 
to  whether  a well  defined  relation  between  these 
factors  and  stuttering  has  ever  been  established  on 
a strictly  scientific  basis,  but  the  evidence  for  a 
relation  of  some  kind  is  fairly  convincing  in  some 
cases. 

Again,  there  is  fairly  convincing  evidence  that 
in  some  stutterers  there  is  a condition  which  may 
be  described  as  a relatively  high  degree  of  ambilat- 
erality.  That  is  to  say,  in  such  cases  neither  side 
of  the  body  appears  to  be  clearly  dominant  over 
the  other  side.  This  condition  of  ambilaterality 
might  he  suspected  of  significance  in  relation  to 
stuttering  because  of  the  bilateral  arrangement  of 
the  neuromuscular  mechanisms  employed  in 
speech.  Many  stutterers,  however,  do  not  appear 
to  be  unusually  ambilateral,  and  some  non-stutter- 
ers do  appear  to  be  so.  Consequently,  a final 
statement  concerning  this  matter  must  await  addi- 
tional research. 

While  many  stutterers  seem  to  be  unusually  shy, 
emotional  and  introverted,  investigation  of  funda- 
mental personality  characteristics  has  failed  to 
differentiate  stutterers  from  non-stutterers  in  any 
basic  sense.  People  generally  are  not  extremely 
well  poised,  extraverted  and  integrated,  and  stut- 
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terers  as  a group  measure  up  to  standard  quite 
satisfactorily  in  these  respects.  Such  personality 
maladjustment  as  they  present  is  largely  a reaction 
to  the  frustrating  and  humiliating  phases  of  the 
stuttering  itself.  Although  it  is  widely  believed 
that  stutterers  are  psychoneurotic,  I think  it  is 
reasonable  to  say  that  research  findings  generally 
have  not  supported  this  belief. 

.A.S  far  as  intelligence  is  concerned,  the  average 
I.  Q.  and  the  range  of  I.  Q.’s  are  practically  iden- 
tical for  stutterers  and  non-stutterers.  While 
there  appears  to  be  a tendency  for  stuttering  to 
run  in  families,  the  actual  inheritance  of  the  dis- 
order in  any  basic  physical  sense  has  never  been 
established,  to  say  nothing  of  the  precise  mechan- 
ics by  which  an  hereditary  tendency  would  oper- 
ate. Most  workers  agree  that  more  boys  than 
girls  are  stutterers.  We  can  only  say  that  this  sex 
difference  has  not  been  explained.  In  general, 
then,  as  far  as  research  has  so  far  shown,  stutter- 
ers as  a group  appear  to  be  fundamentally  nor- 
mal, aside  from  the  fact  that  they  stutter. 

Second,  the  neurophysiologic  researches  of  Pro- 
fessor Travis  and  his  students  have  shown  that 
stuttering  is  accompanied  by  profound  physical 
disturbances.  Breathing,  heart  action,  reflex  re- 
sponse latencies,  eye  movements,  muscular  tonus, 
and  the  coordination  of  various  musculatures,  es- 
pecially those  which  are  homologously  paired,  may 
all  be  affected  during  the  moment  of  stuttering. 
The  most  recent  studies,  by  Travis  and  Knott,  have 
indicated  that  while  generally  the  brain  potentials 
(Berger  rhythm)  are  not  significantly  changed 
during  stuttering,  there  are  occasional  moments 
of  stuttering  during  which  the  brain  potentials 
undergo  changes  apparently  representative  of 
some  kind  of  impairment  of  cortical  integration. 
It  has  not  been  established,  however,  that  these 
neurophysiologic  phenomena  are  responsible  for 
precipitation  of  stuttering,  or  that  they  are  symp- 
tomatic of  fundamental  neuromuscular  instability. 
What  is  clearly  known  is  that  these  profound 
physical  disturbances  are  what  happen  during  mo- 
ments of  stuttering.  They  do  not  all  occur  during 
every  such  moment,  some  of  them  do  not  occur  in 
all  stutterers,  but  one  or  more  of  them  are  found 
as  a rule  during  stuttering  in  most  adult  stutterers. 
The  question  as  to  what  precipitates  these  dis- 
turbances is  not  to  be  answered,  of  course,  in 
terms  of  the  disturbances  themselves.  This  point 
is  to  be  empha.sized,  because  of  the  temptation  to 
assume  that  the  disturbances  are  to  be  accounted 
for  on  the  basis  of  a postulated  basic  instability, 
evidence  for  which  are  the  disturbances  them- 
selves. This  circular  reasoning  is,  of  course,  in- 
admissable. 


Third,  psychologic  research  on  stuttering  has 
yielded  one  main  finding,  a very  obvious  finding, 
and  a simple  one,  but  apparently  one  of  extremely 
great  importance.  This  finding  is  that  the  stut- 
terer does  not  want  to  stutter.  Because  he  does 
not  want  to  stutter,  he  indulges  in  a great  variety 
of  reactions ; all  the  way  from  pretending  he  is 
deaf  and  dumb  to  pausing  just  a little  longer  than 
usual  before  syllables  which  he  expects  to  cause 
him  difficulty.  We  may  call  these  avoidance  re- 
actions. When  we  have  listed  all  the  avoidance 
reactions  of  a given  stutterer,  we  have  listed  prac- 
tically all  the  overt  symptoms  of  his  stuttering. 
The  stutterer  even  expects  stuttering.  Under 
laboratory  conditions  such  that  he  has  time  to 
decide  whether  or  not  he  expects  to  stutter  in 
relation  to  each  word  he  says,  he  seldom  stutters 
unless  he  first  expects  to  stutter.  We  have  not 
yet  had  time  to  evaluate  fully  our  findings  in  con- 
nection with  this  expectation,  but  we  are  coming 
to  believe  that  the  expectation  of  stuttering  is 
merely  the  stutterer’s  awareness  that  he  intends  or 
is  preparing  himself  to  try  to  keep  from  stuttering. 
The  expectation,  therefore,  would  seem  to  have 
very  little  importance  in  and  of  itself.  Its  impor- 
tance lies  in  the  fact  that  through  it  we  are  able 
to  study  the  operation  of  the  desire  to  avoid  stut- 
tering. 

The  chief  importance  of  the  desire  to  avoid 
stuttering  apparently  lies  in  the  fact  that  it  exerts 
an  inhibitory  effect  upon  speech.  The  overt  mani- 
festations of  this  inhibitory  effect  are  extremely 
varied,  ranging  from  the  sheer  stoppage  of  the 
forward  progress  of  speech,  through  repetition 
and  prolongation  of  sounds  and  movements,  cir- 
cumlocutions, and  the  interjection  of  irrelevant 
sounds  and  words,  to  something  that  might  be 
called  psychologically  induced  silence.  Of  these, 
I believe  the  stoppage  of  the  forward  progress  of 
speech  to  be  of  paramount  importance.  If  vou 
closely  observe  the  stutterer’s  performance  just 
at  the  instant  a moment  of  stuttering  is  precipi- 
tated. you  will  see  that  he  comes  to  a point  in 
his  speech  where  he  has  just  completed  a given 
movement  and  then  fails  to  initiate  the  subsequent 
movement.  Apparently  we  have  only  begun  to 
appreciate  the  far-reaching  implications  of  this 
simple  fact.  Its  very  simplicity  and  obviousness 
have  probably  insured  it  against  thorough  investi- 
gation. 

After  this  stoppage  has  oecurred  any  number  of 
other  things  may  happen,  including  the  neuro- 
physiologic disturbances  which  Travis  and  lus 
students  have  recorded.  Among  the  more  con- 
spicuous phenomena  which  follow  the  stoppage 
arc  the  repetitions,  prolongations,  circumlocutions, 
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irrelevancies,  and  silent  intervals  mentioned  above. 
These  latter,  with  the  possible  exception  of  the 
silent  intervals,  may  in  a large  measure  be  re- 
garded as  types  of  filibustering.  By  means  of 
them  the  stutterer  maintains  a kind  of  communi- 
cative contact  with  his  listeners,  while  at  the  same 
time  he  attempts  to  avoid  what  he  considers  to  be 
the  risk  involved  in  going  forward  to  subsequent 
speech  movements,  with  which  he  expects  to  have 
difficulty.  The  conflict  represented  by  such  be- 
havior is  incredibly  intense.  It  is  apparently  a 
conflict  between  the  dynamic  tendency  to  speak, 
on  the  one  hand,  and  on  the  other  hand  the  diamet- 
rically opposed  dynamic  tendency  to  inhibit  speech 
in  order  to  avoid  the  stuttering  which  is  expected 
to  occur  if  speech  is  allowed  to  go  forward.  We 
have  already  seen  that  probably  the  expectation 
of  stuttering  involved  here  is  merely  the  stutter- 
er’s awareness  that  he  is  preparing  to  carry  out 
particular  avoidance  reactions.  The  conflict, 
therefore,  becomes  a bewildering  subtle  and  com- 
plicated  one.  It  is  small  wonder  that  we  have 
only  begun  to  understand  it.  New  and  unusual 
investigative  technics  have  had  to  be  developed, 
but  with  such  technics  as  we  have  devised  we  are 
making  genuine  progress  toward  an  unravelling 
of  this  subtle  phenomenon. 

A fourth  finding  to  which  I want  to  call  your 
attention  is  that  stuttering  occurs  intermittently. 
There  are  moments  of  stuttering,  interspersed 
among  intervals  of  fluent  speech.  This  means  that 
there  is  no  constant  factor  which  is  a sufficient 
cause  of  stuttering.  The  factor  or  factors  which 
precipitate  moments  of  stuttering  must  occur  in- 
termittently as  attributes,  or  fluctuate  eflfectively 
as  variables.  In  the  light  of  this  evident  truth, 
practically  all  current  theories  of  stuttering  are  to 
be  challenged,  since  they  postulate  sufficient  and 
constant  causal  factors,  thereby  implying  that 
stuttering  is  a continuous  process.  That  it  is  not 
a continuous  process  should  be  obvious  even  to  the 
casual  observer,  even  were  it  not  established  on 
a research  basis. 

What  I have  reported  as  research  findings  imply 
certain  therapeutic  principles  and  methods.  Ther- 
apy always  lags  behind  diagnostic  research,  and 
the  situation  with  regard  to  stuttering  is  no  excep- 
tion to  this  rule.  I am  sure  that  five  years  from 
now  I should  be  able  to  present  a much  more 
adequate  discussion  of  therapy,  but,  with  a due 
amount  of  suspended  judgment,  I shall  present 
what  appear  to  be  sound  principles  of  therapy,  as 
suggested  by  present  knowledge. 

First,  the  basic  physical  health  of  the  stutterer 
is  of  great  importance.  The  old  principle  of  “a 
sound  mind  in  a sound  bodv”  can  be  read  to  mean 


also,  within  due  limits,  sound  speech  in  a sound 
body.  Physical  hygiene  is  not  the  whole  story  in 
the  treatment  of  stuttering,  but  without  it  any 
other  form  of  therapy  is  seriously  handicapped. 
In  many  cases,  the  organism  is  too  susceptible  to 
disintegration,  and  the  individual  is  incapable  of 
a sustained  retraining  effort,  until  general  physi- 
cal health  has  been  established. 

Second,  a specific  physical  measure  is  that  of 
establishing  an  adequate  degree  of  unilateral  dom- 
inance in  motor  function,  especially  with  regard  to 
bilaterally  structured  mechanisms.  What  this 
means  in  practical  terms  is  that  the  individual’s 
native  handedness  should  be  developed  to  a rea- 
sonably high  degree.  If  a stutterer  has  unques- 
tionably been  changed  from  left  to  right  hand- 
edness, the  chances  are  good  that  he  will  be  bene- 
fited by  being  changed  back  to  left  handedness. 
The  best  way  I know  of  to  determine  whether  a 
person’s  handedness  has  been  changed  is  to  obtain 
an  adequate  case  history.  No  tests  have  been  de- 
vised which  really  take  the  place  of  such  a history. 
The  teaching  of  left  handed  habits  to  one  who  is 
natively  left  handed  will  usually  not  be  difficult. 
Certain  pointers,  especially  with  regard  to  hand- 
writing, can  be  obtained  from  our  clinic.  I hardly 
have  time  to  discuss  them  here,  and  besides  the 
practitioner  would  want  to  have  them  in  printed 
form. 

Third,  an  objective,  unemotional  attitude  toward 
the  defect  is  conducive  to  more  fluent  speech. 
Such  an  attitude  is  conducive  to  the  more  efficient 
performance  oJ  any  activity  which  demands  a high 
degree  of  physical  and  psychologic  integration. 
It  is  only  logical  to  expect  the  stutterer  to  benefit 
from  the  clearing  up  of  embarrassment  and  emo- 
tional panic.  The  constant  humiliation  of  most 
stutterers  is  one  of  the  most  serious  conseouences 
of  stuttering,  not  only  because  intrinsically  it  is 
demoralizing,  but  also  because  its  eflfect  on  speech 
is  disintegrative.  The  stutterer  greatly  needs  a 
good  sense  of  proportion  concerning  the  impor- 
tance of  his  stuttering  as  a personal  characteristic. 
Such  a sense  of  proportion  is  not  only  conducive 
to  greater  neurophysiologic  equilibrium,  but  it  also 
weakens  the  tendency  to  indulge  in  the  avoidance 
reactions  which  make  up  such  a large  proportion 
of  the  overt  stuttering  symptoms.  Moreover,  it 
puts  the  stutterer  in  a much  better  condition  for 
carrying  nut  any  retraining  program. 

Fourth,  a more  specific  psychologic  measure  is 
that  of  giving  the  stutterer  as  much  confidence  in 
his  speech  mechanism  as  he  is  justified  in  assum- 
ing. If  a stutterer  is  physically  unable  to  produce 
certain  words  under  certain  conditions,  he  had  best 
face  that  fact,  refuse  to  apologize  for  it,  and  make 
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the  best  of  it  in  a matter  of  fact  way.  However,  it 
is  foolish  for  him  to  assume  physical  inability 
where  none  exists,  and  to  act  as  if  he  were  unable 
to  produce  a given  sound  when  as  a matter  of  fact 
he  is  able  to  produce  it.  He  might  as  well  talk 
as  fluently  as  he  is  fundamentally  able  to,  and  he 
should  abolish  any  misconceptions  he  may  have 
that  stand  in  the  way  of  his  doing  so.  Before  he 
refuses  to  attempt  a speech  sound  or  movement, 
he  should  be  certain  that  his  refusal  is  justified  in 
the  sense  that  the  attempt  would  be  sure  to  result 
in  failure  or  difficulty.  His  time-worn  habits  of 
thinking  and  acting  and  his  deeply-rooted  fears 
are  difficult  to  eliminate,  but  insofar  as  they  are 
unjustified  it  is  certainly  sound  therapy  to  elimi- 
nate them. 

It  is  my  opinion  that  they  can  be  eliminated 
only  through  an  effective  demonstration  of  their 
fallacy.  This  will  not  be  easy,  because  of  the 
extreme  difficulty  of  getting  the  stutterer  to  dis- 

I tinguish  between  genuine  physical  inability  and 

I the  disabling  effects  of  certain  states  of  mind.  I 
know  of  at  least  seven  practical  and  more  or  less 
effective  ways  of  attempting  the  necessary  demon- 
stration. 

The  first  of  these  is  very  simple.  It  consists  of 
pointing  out  to  the  .stutterer  the  rather  obvious 
implications  of  the  fact  that  he  produces  many, 
usually  the  great  majority,  80  to  95  per  cent,  of 
his  sounds  without  .stuttering. 

.Second,  research  findings  may  be  legitimately 
presented  to  the  .stutterer  in  such  a manner  as  to 
augment  his  fundamental  confidence  in  his  ability 
to  speak. 

, Third,  by  the  use  of  certain  speech  patterns 
most  stutterers  are  able  to  speak  without  stutte’-- 
ing  at  all  or  with  relatively  little  difficulty.  In 
doing  so.  the  stutterer  tends  to  learn  that  he  can 
u.se  his  speech  mechanism  efficiently  at  lea.st  in 
accordance  with  the  prescribed  patterns.  For  this 
demonstration,  one  may  use  whispering,  singing, 
sing-song  speech,  speaking  in  time  with  a metro- 
nome or  arm  swing,  reading  in  chorus  with  an- 
other person,  even  another  stutterer,  speaking 
slowlv,  speaking  in  a low  voice,  or  high  voice  or 
loud  voice,  and  in  some  cases  speaking  verv  fast. 
Manv  stutterers  experience  no  S]>eech  difficulty 
when  alone.  It  is  my  opinion  that  when  used  judi- 
ciously. such  speech  patterns  contribute  toward 
adequate  demonstration  of  the  stutterer's  funda- 
mental ability  to  speak.  Otherwise.  I do  not  re- 
gard them  as  having  substantial  therapeutic  value. 

Fourth,  the  stutterer  can  change,  can  in  a large 
measure  control,  what  we  might  call  his  stutter- 
ing pattern.  That  is,  he  can  replace  his  character- 
istic facial  grimaces  or  avoidance  reactions  with 


quite  different  facial  grimaces  or  avoidance  reac- 
tions. Instead  of  repeating  sounds,  he  can  pro- 
long them  and  vice  versa.  By  exercising  this 
ability,  he  should  learn  that  he  has  much  better 
control  over  his  speech  mechanism  than  he  prob- 
ably thought.  By  developing  skill  in  the  use  of 
a given  pattern,  he  can  demonstrate  to  himself 
that  he  can  always  negotiate  a speaking  situation, 
that  he  can  always  do  something  with  his  speech 
mechanism,  something  that  enables  him  to  achieve 
the  communication  he  desires.  I regard  it  as 
sound  therapy  to  instruct  the  stutterer  in  the  skill- 
ful use  of  some  stuttering  pattern,  so  that  he 
might  resort  to  it  whenever  he  is  confronted  by 
serious  difficulty  either  because  of  actual  physical 
inability  to  produce  a given  sound  normallv,  or 
because  of  some  disabling  state  of  mind. 

A fifth  technic  is  that  of  controlled  or  syste- 
matic observation  of  the  phenomena  which  occur 
immediately  prior  to  and  during  the  moment  of 
stuttering.  This  can  best  be  carried  out  by  having 
the  stutterer  speak  or  read  very  slowly,  with  “slow 
motion.”  There  are  three  main  types  of  phenom- 
ena which  the  stutterer  should  study  during  this 
slow  motion  speech.  First,  he  should  decide  be- 
fore attempting  each  word  whether  or  not  he  ex- 
pects to  stutter  on  the  word.  If  he  does,  he 
should  scrutinize  the  expectation  with  a view  to 
gaining  thorough  knowledge  of  what  he  expects 
and  why  he  expects  it.  Above  all,  he  should  as- 
certain whether  the  expectation  is  merely  his 
awareness  of  his  intentions  to  react  in  certain 
ways.  Second,  having  decided  that  he  does  expect 
to  stutter  on  a given  word,  the  stutterer  should  at- 
tem])t  the  word.  If  a stoppage  occurs,  he  should 
maintain  and  study  the  posture  assumed  at  the 
time  the  stoppage  began.  He  should  learn  in  this 
w'ay  just  what  he  does  at  the  instant  a moment 
of  stuttering  is  overtly  precipitated.  Third,  hav- 
ing sto]>ped  and  examined  his  reactions  during  the 
interval  following  the  stop,  he  should  attempt  to 
j)roceed  with  the  production  of  the  rest  of  the 
word.  If  muscular  tension  or  effort  arises  when 
he  makes  this  attempt,  he  should  tr}-  to  determine 
the  reasons  for  this  tension,  and  the  object  of  the 
effort.  Is  the  effort  directed  toward  executing 
the  a])propriate  movements,  or  is  it  directed  toward 
inhibiting  the.se  movements,  perhaps  by  maintain- 
ing a ])Osture  already  achieved? 

I think  that  what  the  stutterer  will  tend  to  learn 
from  this  slow  motion  analysis  is  that  much, 
perhaps  most,  and  conceivably  all,  of  his  difficultv 
is  due,  not  to  fundamental  physical  inabilitv  to 
e.xecute  certain  movements,  but  to  certain  disabling 
or  inhibitory  attitudes  and  intentions.  A due  ap- 
preciation of  this  should  give  him  greater  confi- 
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dence  in  his  speech  mechanism,  as  such,  and  thus 
weaken  the  relative  influence  of  his  inhibitory 
attitudes. 

After  the  stutterer  has  acquired  as  much  insight 
and  as  much  confidence  in  his  speaking  ability  as 
he  can  readily  obtain  from  such  essentially  clinical 
demonstrations,  two  additional  measures  are  in 
order.  The  first  is  that  of  providing  the  stutterer 
with  a great  deal  of  speaking  experience  in  real, 
everyday  speech  situations.  It  should  be  the  ob- 
ject of  this  experience  to  reenforce  the  learning 
begun  in  the  clinical  demonstrations.  Therefore, 
in  his  everyday  speech  situations  the  stutterer 
should  make  judicious  use  of  the  various  demon- 
stration technics  with  which  he  has  been  made 
familiar,  in  order  to  further  the  development  of 
as  much  confidence  in  his  speech  mechanism  as  he 
is  justified  in  having.  The  second  supplementary 
measure  is  that  of  suggestion,  legitimate  sugges- 
tion based  on  demonstrable  facts  as  to  the  stut- 
terer’s speaking  ability  and  his  increasing  mastery 
over  speech.  This  measure  is  justified,  and  even 
necessitated,  by  the  fact  that  the  stutterer  will 
use  suggestion  on  himself  anyway,  and  he  may 
use  the  wrong  kind.  The  suggestion  used  by  the 
clinician  is  not  meant  to  be  dramatic.  Its  purpose 
should  be  merely  the  reenforcement  of  insight  and 
gains  actually  achieved. 

In  closing,  I should  like  to  summarize  briefly 
what  I have  said.  I have  considered  four  research 
findings  of  outstanding  importance.  These  are 
that  stutterers  appear  to  be  essentially  normal 
aside  from  the  fact  that  they  stutter;  during  the 
moment  of  stuttering  there  are  profound  neuro- 
physiologic disturbances ; the  stutterer  possesses 
a desire  not  to  stutter,  which  exercises  an  inhibi- 
tory effect  on  his  speech ; and  stuttering  is  not  a 
continuous  process,  but  rather  it  occurs  intermit- 
tently. These  findings  have  certain  implications 
for  therapy,  which  have  been  discussed  in  connec- 
tion with  four  therapeutic  principles  or  procedures. 
These  dealt  with  physical  hygiene;  development  of 
adequate  bilateral  neuromuscular  organization ; 
development  of  mature,  objective,  unemotional 
attitudes  toward  the  defect ; and  the  development 
of  as  much  confidence  in  the  functional  reliability 
of  the  speech  mechanism  as  the  stutterer  is  justi- 
fied in  assuming. 

Fundamental  research  on  stuttering  has  not  been 
completed.  There  are  still  many  open  questions. 
I have  presented  a position  with  regard  to  theory 
and  practice  which  I believe  to  be  sound  in  the 
light  of  present  knowledge. 

Discussion 

Dr.  Harry  H.  Lamb,  Davenport:  Stuttering  is  a 

complex  problem  which  rightfully  belongs  in  the  field 


of  the  specialist  in  speech  defects.  However,  as  oto- 
laryngologists, we  are  frequently  called  upon  to  ex- 
amine and  give  advice  to  the  stutterer.  The  exami- 
nation is  usually  negative,  but  what  of  the  advice? 
At  best  it  is  indifferent,  because  of  our  limited  knowl- 
edge of  this  problem.  We  make  a mental  note  that 
we  must  read  up  a bit  on  stuttering,  but  seldom  get 
to  it.  A large  amount  of  the  productive  work  on 
stuttering  has  been  done  in  the  past  decade.  We  may 
point  with  a great  deal  of  pride  to  the  speech  clinic 
of  our  own  State  University  as  one  of  the  outstanding 
organizations  in  the  world  for  the  study  of  speech 
defects.  As  Dr.  Johnson  points  out,  over  two  hun- 
dred contributions  to  the  literature  have  come  out  of 
the  State  University  of  Iowa. 

Nearly  all  complex  problems  when  analyzed  will 
reveal  some  key  point.  In  this  paper.  Dr.  Johnson’s 
point  that  “the  stutterer  does  not  want  to  stutter” 
seems  to  me  to  be  of  prime  importance.  Most  of  the 
accompanying  phenomena  in  the  stoppage  of  the 
forward  progress  of  speech  are  avoidance  reactions. 
The  stutterer  hesitates  to  continue  because  of  previ- 
ous trouble  with  the  word,  or  some  of  its  component 
parts.  Dr.  Johnson’s  description  of  the  mechanism 
of  stuttering  is  very  apt — that  is,  the  stutterer  “has 
just  completed  a given  movement  and  then  fails  to 
initiate  the  subsequent  movement.” 

As  to  the  advice  the  otolaryngologist  may  give,  it 
includes  the  following  points: 

1.  If  at  all  possible  the  patient  should  be  placed 
in  the  hands  of  a specialist  in  speech  disorders. 

2.  The  patient  is  entitled  to  a thorough  checkup 
of  his  general  health. 

3.  A careful  study  of  his  native  handedness  and 
development  of  this  to  a high  degree. 

4.  The  patient  should  be  given  a simple  explanation 
of  the  mechanics  of  stuttering,  and  a sympathetic 
effort  made  to  build  up  his  confidence  in  his  ability 
to  overcome  his  handicap. 

Dr.  Gordon  F.  Harkness,  Davenport:  I am  not 

being  facetious,  and  this  is  not  personal,  of  course, 
but  what  effect  does  intoxication  or  alcohol  have  on 
the  subject?  I am  thinking  about  the  effect  of  alcohol 
on  the  nerve  tracts. 

Dr.  Johnson:  It  seems  to  have  varying  effects, 

insofar  as  it  disinhibits  the  individual,  and  it  cer- 
tainly does,  you  know.  He  talks  much  more  freely. 
I would  not  recommend  it,  however.  If  he  gets  too 
much  he  stutters  worse.  I suppose  the  reason  there 
is  essentially  physiologic. 

Dr.  Harkness:  There  is  a lessening  of  inhibition? 

Dr.  Johnson:  With  the  first  few  drinks,  yes. 

Dr.  Harkness:  Then,  with  the  rhythm  of  your 

arm  and  everything,  you  have  no  difficulty  at  all. 
If  the  change  of  that  rhythm  is  decreased  slowly 
and  slowly  and  slowly  and  slowly,  is  there  any  efficacy 
in  treatment  along  that  line  ? 

Dr.  Johnson:  No,  it  is  just  a stunt.  You  can  have 
them  sing  and  whistle,  read  in  a chorus  with  each 
other,  and  so  on,  but  all  of  those  patterns  wear  out, 
or  else  they  are  not  the  sort  of  thing  that  you  would 
do  in  public.  I suppose  the  reason  they  wear  out  is 
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that  the  stutterer’s  old  habits  of  thinking  and  react- 
ing creep  into  that  pattern  in  speech  in  time. 

Dr.  J.  A.  Thorson,  Dubuque:  I would  like  to  ask 

the  question,  if  the  speaker  had  read  his  paper  instead 
of  giving  a speech  like  that,  would  that  have  had 
any  effect?  I mean,  can  a person  who  stutters  read 
all  right?  Does  reading  make  any  difference? 

Dr.  Johnson:  There,  again,  stutterers  vary.  Evi- 
dently it  depends  upon  the  experiences  that  the  stut- 
terer has  had  with  reading  versus  speaking.  I 
imagine  I would  have  stuttered  just  about  as  much, 
but  there  are  stutterers  who  do  not  stutter  when  they 
read,  and  there  are  others  who  stutter  much  more. 
It  is  an  individual  matter. 


THE  FULL  FREQUENCY  AUDIOMETER* 
James  E.  Reeder,  M.D.,  Sioux  City 

In  1897  Seashore  produced  an  audiometer  which 
has  been  very  much  improved  and  is  now  known 
as  the  Iowa  pitch-range  audiometer.  The  ad- 
vancement in  radio  tube  development  has  given  us 
; an  advantage  and  as  a result  you  are  all  acquainted 
^ with  the  2A  audiometer  as  developed  by  the 
Western  Electric  Company.  This  is  a fixed  fre- 
quency instrument. 

To  determine  conversational  voice  loss  with  the 
2A  audiometer  we  take  the  frequencies  of  512, 
1024,  and  2048;  the  average  is  taken  times  0.8. 
This  is  arrived  at  on  the  basis  that  a complete  loss 
of  serviceable  hearing  is  125  DB.  The  percentage 
loss  is  relative  if  we  take  into  consideration  the 
harmonics  in  the  high  tone  range.  You  will  ob- 
serve that  the  average  patient  shows  a more  im- 
paired conversational  voice  loss  where  there  is  a 
distinct  loss  in  the  high  tone  range  impinging 
upon  the  conversational  voice  field  where  there  is 
a 25  to  35  DB  loss  in  the  conversational  voice  field 
of,  to,  and  including  2048  frequency.  Appar- 
ently the  harmonics  in  this  field  are  picked  up  in 
the  high  tone  range  providing  the  intensity  is  suf- 
ficient in  DB  output  to  stimulate  the  harmonics 
in  the  higher  frequency  range. 

The  Royal  Society  of  Medicine  Committee  on 
Hearing  Tests  states  that  the  audiometer,  while 
scientifically  accurate  fails  in  their  application  to 
clinical  otology  in  that  their  results  differ  from 
those  obtained  with  tuning  forks.  This  commit- 
tee ix)ints  out  that  the  telcqyhone  receiver  makes  a 
resonator  out  of  the  meatus  and  at  the  same  time 
presses  on  the  cartilage,  but  I do  not  agree  with 
this  statement. 

There  has  been  opposition  to  the  audiometer 
since  its  very  concei>tion.  I wish  to  show  the  ad- 
vantages of  a full  fre((uency  audiometer.  You 
cannot  only  be  sure  of  your  jx-rcentage  loss  in  con- 

* F'resented  before  the  Eifchty-6fth  Annual  Sesflion,  Iowa  State 
Medical  Society.  De»  Moinef*.  April  29  and  30,  and  May  1.  1936. 


versational  voice  but  you  can  map  out  the  entire 
field  in  greater  detail  and  by  changing  the  inten- 
sity output  you  can  magnify  the  island  losses  in 
the  same  manner  as  you  map  out  scotoma  in  the 
visual  field.  One  advantage  to  be  considered  is  a 
complete  quantitative  test  can  be  carried  out  with 
the  per  cent  of  hearing  loss  in  DB  recorded.  An- 
other matter  of  no  little  importance  is  that  the 
personal  element  on  the  part  of  the  examiner  is 
very  largely  eliminated. 

SUMMARY 

1.  Loss  percentage  of  conversational  voice  range. 

2.  Island  loss  determined. 

3.  Personal  question  eliminated  on  part  of  exam- 
iner. 

4.  Can  more  intelligently  advise  patient  of  the 
type  of  hearing  device  required. 


METHODS  OF  DIAGNOSIS  AND 
TREATMENT  IN  ALLERGIC 
DISEASE* 

Julia  Cole,  M.D.,  Iowa  City 

In  this  paper  I shall  confine  myself  to  two 
groups  of  allergic  disease  ; first,  contact  dermatitis ; 
and  second,  the  familial  or  atopic  group. 

Contact  dermatitis,  also  generally  called  derma- 
titis venenta,  has  been  known  to  clinicians  for  a 
great  many  years,  but  the  frequency  of  occurrence 
and  the  importance  of  this  type  of  allergic  con- 
dition are  matters  of  rather  recent  recognition. 
One  reads  that  in  some  industrial  centers  contact 
dermatitis  is  the  most  frequent  cause  of  disability 
calling  for  compensation  insurance.  In  this  part 
of  the  country  it  may  be  of  less  moment,  but  even 
here  one  sees  many  cases.  Probably  the  best 
known  instance  of  contact  dermatitis  is  ivy  pois- 
oning and  it  may  be  taken  as  an  example  of 
others.  Here,  of  course,  the  dermatitis  is  the  re- 
sult of  contact  with  a plant  and  the  lesions  appear 
chiefly  on  exposed  surfaces.  These  lesions  con- 
sist of  vesicles  of  varying  size  on  an  erythematous 
base  and  the  chief  subjective  symptom  is  itching. 
There  is  no  familial  tendency,  no  hereditary  ele- 
ment, nor  do  individuals  who  are  subject  to  ivy 
poisoning  tend  to  have  conditions  belonging  to  the 
atopic  class,  such  as  hay  fever  and  asthma. 

It  would  be  impossible  to  enumerate  all  of  the 
substances  which  have  been  described  as  causing 
contact  dermatitis.  I can  only  indicate  some  gen- 
eral groups  as  follows: 

1.  Plants.  The  most  common  offenders  prob- 
ably are  ivy.  oak  and  ragweed. 

2.  Cosmetics. 

•I'reaented  before  the  Eiuhty-fifth  Annual  Session,  Iowa  State 
.Medical  Society.  Des  Moines.  April  29  and  30,  and  May  1,  1936. 


470 


Journal  of  Iowa  State  Medical  Society 


August,  1936 


3.  Animal  products  such  as  furs. 

4.  Fabrics  of  all  kinds. 

5.  IMetals. 

6.  Chemicals  in  household  and  industrial  use, 
etc. 

In  making  a diagnosis  of  contact  dermatitis,  the 
first  concern  is  the  clinical  diagnosis,  and  the  sec- 
ond the  attempt  to  determine  the  etiologic  factor 
in  a given  case.  In  making  a clinical  diagnosis 
it  is  important  to  get  a clear  idea  of  the  nature  and 
location  of  the  original  lesion.  Often  when  the 
doctor  first  sees  the  patient,  the  lesion  may  have 
been  so  altered  by  scratching,  application  of  oint- 
ments or  perhaps  by. secondary  infection  that  a 
diagnosis  is  very  difficult.  Sometimes  the  lesion 
which  we  first  see  is  in  fact  contact  dermatitis,  but 
is  due  to  ai>plication  of  ointments  to  an  entirely 
different  tvpe  of  original  lesion,  one  which  has  be- 
come overshadowed  by  the  contact  dermatitis. 
It  is  important,  then,  to  determine  whether  the 
lesion  as  we  see  it  resembles  closely  the  original 
one. 

Clinically,  contact  dermatitis  has  to  be  differen- 
tiated chiefly  from  atopic  eczema  and  seborrheic 
dermatitis.  The  tyiiical  lesion  of  contact  dermati- 
tis, as  I have  said,  is  a vesicular  one  on  an  erythe- 
matous base  and  the  jiresence  of  such  a lesion  in 
itself  is  strong  evidence  of  the  diagnosis.  How- 
ever, the  lesions  may  become  papular,  weeping, 
lichenified,  etc.,  as  in  atopic  eczema  and  seborrheic 
dermatitis.  The  distribution  may  help  greatly  in 
differentiation.  In  atopic  dermatitis  the  lesions 
are  likely  to  be  on  the  flexor  surfaces  of  the 
arms  or  legs,  on  the  neck,  and  behind  the  ears. 
In  seliorrheic  dermatitis  the  lesions  commonly 
are  on  the  scalp,  near  the  hair  line  or  in  other 
locations  where  sebaceous  glands  are  numerous. 
In  contact  dermatitis  the  location  often  suggests 
immediately  the  possibility  of  contact  etiology, 
as  in  lesions  under  a metal  wrist  watch  band 
or  in  the  cosmetic  area,  etc.  Family  and  personal 
histories  mav  also  help.  A family  or  personal  his- 
tory of  atopic  di.sease  (asthma,  hay  fever,  etc.) 
suggests  that  the  skin  lesion  may  be  atopic  eczema. 
Sometimes  there  are  personal  and  family  histories 
of  .seborrheic  conditions,  such  as  oily  skin,  acne, 
etc.,  which  will  point  to  seborrheic  dermatitis. 

If  the  clinical  diagnosis  of  contact  dermatitis 
has  been  made,  then  we  are  interested  in  determin- 
ing specific  etiology.  Here  careful  history  taking 
and  minute  observation  on  the  part  of  both  physi- 
cian and  jiatient  probably  are  the  most  important 
factors.  The  type  of  information  wanted  is  as 
follows : Conditions  under  which  the  first  lesions 
appeared.  What  time  of  year  was  it?  Had  there 
been  any  immediately  jireceding  change  in  occupa- 


tion, living  quarters,  clothing,  etc.?  The  location 
of  the  original  and  subsequent  lesions.  Has  there 
been  any  seasonal  variation  ? If  so,  does  it  suggest 
relationship  to  plants  or  to  occupational  changes? 

From  questions  such  as  the.se,  information  may 
be  secured  which  points  definitely  to  certain  pos- 
sible etiologic  factors.  If  not,  a more  minute  in- 
quiry must  be  made  into  materials  used  in  cosmet- 
ics, shaving  and  household  cleaning;  new  clothing, 
furniture,  animals  in  the  house,  plants  in  and 
around  the  house,  occupational  contacts,  etc.  His- 
tory taking  alone  plus  trial  elimination  of  sus- 
pected substances  may  clinch  the  specific  diagno- 
sis. A further  aid  to  diagnosis  is  given,  of  course, 
by  the  patch  test. 

The  patch  test  probably  has  proved  of  more 
value  in  dermatology  than  has  any  other  tyjie  of 
skin  test.  It  is  simple  to  apply  and  requires  no 
special  equipment.  If  possible,  some  of  the  sus- 
pected substance  is  put  into  solution  and  then  a 
small  piece  of  blotting  paper  or  cloth  is  saturated 
with  it  and  placed  next  to  the  intact  skin.  The 
hack  is  a convenient  location  for  testing.  A cov- 
ering of  gutta  percha  or  similar  material  is  put 
over  the  small  patch  and  the  whole  held  to  the 
skin  with  adhesive.  If  the  suspected  substance  is 
something  like  leather  or  wool  or  some  other  in- 
soluble, a small  sample  is  moistened  and  placed  on 
the  skin.  The  patch  is  left  on  at  least  twenty-four 
hours  unless  the  patient  complains  of  burning  or 
itching  requiring  earlier  removal.  A positive  re- 
action consists  of  a reproduction  of  the  original 
type  of  lesion,  namely,  a vesicular  eruption  on  an 
erythematous  base.  Sometimes  such  a reaction  is 
delayed  twenty-four  hours  or  more  after  the  re- 
moval of  the  patch. 

Let  us  take  an  example  and  suppose  that  we 
have  a patient  who  gets  a dermatitis  on  his  hands 
and  forearms  and  perhaps  on  his  ankles  above  his 
shoe  tops  every  fall.  The  lesions  are  vesicular  and 
itch.  The  seasonal  incidence  suggests  a plant 
and  the  fall  of  the  year  suggests  ragweed.  If 
this  is  indeed  a contact  dermatitis  due  to  a plant, 
a scratch  or  intradermal  test  with  the  pollen  pro- 
tein will  be  of  no  help.  In  plant  contact  dermatitis, 
sensitivity  is  directed  to  the  vegetable  oil  and  not 
to  the  jiollen  protein.  A patch  test,  however,  can 
he  done  with  a portion  of  leaf  or  with  raw  pollen. 

To  date,  treatment  of  contact  dermatitis  is 
largely  a matter  of  avoidance  of  the  offending  sub- 
stance. This  means  a change  of  occupation  for 
some  patients,  for  others  merely  a change  in  pow- 
der or  soap,  and  for  others  measures  to  avoid  ex- 
posure such  as  wearing  gloves  at  work.  In  addi- 
tion to  avoidance,  in  the  case  of  plant  dermatitis, 
injections  of  the  vegetable  nils  have  been  quite 
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successful,  both  therapeutically  and  prophylacti- 
cally.  Oil  suspensions  of  many  of  these  plant 
products  can  now  be  secured  and  weekly  intra- 
muscular injections  of  0.5  cubic  centimeters  of 
these  extracts  may  clear  up  severe  cases  or  prevent 
repeated  development  of  symptoms. 

The  familial  or  atopic  group  includes  as  its 
most  important  members  probably  asthma,  hay 
fever,  and  perennial  rhinitis,  but  it  also  includes 
some  infantile  and  adult  eczema  and  some  urti- 
caria, migraine,  and  angioneui'otic  edema.  Char- 
acteristics of  this  group  of  diseases  are : 

1.  A marked  familial  trend.  Inheritance  of 
specific  diseases  is  not  necessarily  observed,  but 
rather  a tendency  to  develop  any  one  of  the  dis- 
eases in  the  group. 

2.  Individual  patients  often  have  more  than  one 
of  the  diseases  in  the  group  during  a lifetime. 
Thus,  a child  who  has  infantile  eczema  may  later 
have  hay  fever  or  asthma. 

3.  The  age  of  onset  tends  to  be  early,  usually 
in  childhood  or  in  early  adult  life  and  there  is  a 
tendency  toward  spontaneous  improvement  or 
cure  in  middle  life. 

4.  Blood  or  tissue  eosinophilia  is  commonly  ob- 
served. 

5.  There  is  a marked  tendency  to  the  develoji- 
ment  of  protein  sensitivity  as  shown  by  positive 
skin  tests. 

Here  again,  as  in  contact  dermatitis,  there  are 
two  diagnostic  problems ; first,  clinical  diganosis ; 
and  second,  specific  diagnosis  or  determination  of 
etiology.  Discussion  of  clinical  diagnosis  cannot 
be  made  here  except  to  emphasize  its  fundamental 
importance.  Too  many  people  are  subjected  to 
elaborate  allergic  studies  on  the  basis  of  a hasty, 
perhaps  mistaken  diagnosis  of  asthma,  migraine, 
j etc. 

Once  the  clinical  diagnosis  is  established,  then 
an  attempt  must  be  made  to  determine  specific 
^ etiology  unless  the  patient  is  to  be  treated  only 
symptomatically.  An  etiologic  diagnosis  mav  be 
I very  hard  nr  very  ea.sy.  I have  said  that  atopic 

I patients  as  a whole  tend  to  show  protein  sensi- 

I tivity.  Is  protein  .sensitivity,  then,  always  the 
[ etiologic  basis  for  their  troubles?  .Some  workers 
seem  to  proceed  on  this  assumption,  but  it  has 
never  been  proved.  It  is  true  that  in  strict  sea- 
sonal rhinitis  or  hay  fever  the  precijiitating  factor 
a>  far  as  we  know  is  always  a pollen.  It  is  also 
true  that  many  asthmatics  have  .sensitivities  to 
foods  or  inhalants  and  the  same  is  true  of  peren- 
nial rhinitis,  atopic  eczema,  migraine,  etc.  How- 
ever. there  are  many  cases  of  asthma,  eczema,  mi- 


graine, etc.,  in  which  protein  sensitivity  cannot  be 
proved.  Perhaps  our  methods  of  diagnosing  pro- 
tein sensitivity  are  inadequate  or  perhaps  other 
etiologic  factors  operate  in  this  group  of  diseases. 
At  present  the  latter  explanation  seems  the  more 
probable. 

The  first  step  in  an  etiologic  diagnosis  is  a care- 
ful history.  Taking  a case  of  asthma  as  an  ex- 
ample we  must  determine  the  following  points ; 
At  what  age  did  it  start,  at  what  time  of  year? 
Was  there  any  preceding  physical  or  mental  dis- 
turbance, any  dietary  or  environment  change? 
What  has  been  the  subsequent  history?  Are  the 
symptoms  intermittent  or  more  or  less  constant? 
If  intermittent,  does  the  incidence  suggest  a sea- 
sonal or  occupational  factor?  Does  the  patient 
himself  suspect  as  precipitating  factors  any  foods, 
inhalants,  infections,  fatigue,  nervousness,  emo- 
tional upsets,  etc.  ? After  the  original  historv  has 
been  taken,  observation  by  both  the  patient  and 
the  doctor  should  be  directed  along  the  lines  sug- 
gested by  the  history.  A patient  who  is  made 
aware  of  possibilities  often  will  begin  to  make 
important  observation  in  regard  to  the  factors 
which  precipitate  attacks. 

After  the  history  a careful  physical  examination 
is  indicated.  Various  physical  abnormalities  may 
operate  in  atopic  manifestations,  not  necessarily  as 
primary  etiologic  factors  but  often  as  contributorv 
ones.  Also  foci  of  infection,  especiallv  in  the 
upper  respiratory  tract  shou'd  be  look"d  for. 
There  is  still  disagreement  in  the  field  of  allergy 
as  to  whether  infectious  foci  produce  manifesta- 
tions, such  as  asthma,  because  of  the  sensitivity  of 
some  patients  to  bacterial  protein  or  because  of 
local  irritation  and  tissue  changes.  Whichever  is 
true,  there  is  no  doubt  but  that  infection  plavs 
the  chief  role  in  some  cases  of  atopic  disease,  espe- 
cially bronchial  asthma. 

Sometimes  with  careful  history  and  jiliysical 
examination  alone  one  may  have  very  definite 
ideas  of  etiologic  possibilities  which  can  be  inves- 
tigated. Further  aids  to  specific  diagnosis  are 
afforded,  of  course,  by  skin  tests  and  by  elimination 
regimes.  Physicians  are  probably  less  enthusias- 
tic now  than  they  were  two  or  three  years  ago 
about  skin  te.sts.  Perhaps  this  is  becau.se  too 
much  was  exjiected  of  them.  Because  of  their 
great  usefulness  in  some  cases  they  were  ex|)ccted 
to  j)oint  unerringly  to  the  etiology  in  all  cases. 
X'ow  it  is  realized  that  skin  tests  are  far  from 
infallible.  They  are,  however,  a definite  aid  to 
diagnosis. 

.Skin  tests  are  performed  by  two  methods,  the 
.scratch  and  the  intradermal.  .Scratch  tests  have 
the  advantage  of  greater  simplicity  and  carrv  per- 
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haps  less  danger  of  provoking  general  reactions. 
Intradermal  tests  are  more  sensitive.  In  either 
case,  a positive  reaction  consists  in  the  develop- 
ment of  a wheal,  surrounded  by  an  area  of  ery- 
thema. A positive  reaction  does  not  prove  clinical 
sensitivity  to  the  test  substance  and  a negative 
reaction  does  not  disprove  it.  I have  spoken  of 
the  question  of  sensitivity  to  bacterial  proteins. 
There  are  some  workers  who  think  that  there  is 
such  sensitivity  and  that  it  can  be  demonstrated 
by  intradermal  skin  tests  wdth  bacterial  vaccines. 
To  date  there  is  no  definite  proof  of  this  viewpoint. 

^^’hether  or  not  skin  tests  are  available,  elimi- 
native methods  furnish  an  aid  to  diagnosis.  By 
this  I mean  careful  trial  elimination  from  the  diet 
or  from  the  environment  of  suspected  foods  or 
inhalants.  The  most  important  point  to  emphasize 
in  regard  to  elimination  is  the  necessity  of  com- 
plete elimination,  which  requires  the  patient’s  un- 
derstanding and  cooperation. 

M'hatever  disorder  the  patient  presents,  be  it 
perennial  rhinitis,  asthma,  eczema  or  any  of  the 
conditions  suspected  of  belonging  to  the  atopic 
group,  diagnosis,  I think,  must  be  along  the  lines 
outlined  above;  first  a clinical  diagnosis,  then 
a specific  one  based  on  history,  physical  exami- 
nation plus  possibly  elimination  regimes  and  skin 
te.sts. 

Treatment  in  atopic  diseases  is  of  two  general 
sorts;  first,  symjitomatic ; and  second,  that  di- 
rected at  underlying  etiolog}’.  Of  symptomatic 
treatment  I shall  not  say  much.  Each  one  of  these 
atopic  conditions  is  treated  by  a vast  number  of 
remedies,  their  very  number  testifying  to  their 
inherent  inadequacy.  Treatment  directed  at  un- 
derlying etiology  is  not  successful  in  100  per  cent 
of  the  cases  nor  in  75  per  cent,  perhaps  not  always 
in  50  per  cent,  but  it  affords  the  most  hopeful 
approach  to  these  diseases  which  we  have. 

In  the  case  of  sensitivity  to  foods  or  inhalants 
there  are  two  general  courses  open ; first,  avoid- 
ance of  the  offending  substance ; and  second,  ef- 
forts to  decrease  sensitivity.  If  it  is  possible,  the 
first  is  probably  the  more  successful.  The  best 
results  with  attempts  to  decrease  sensitivity,  the 
so-called  “desensitization”  are  found  in  the  treat- 
ment of  hay  fever  with  pollen  extracts. 

Where  the  fundamental  etiologic  factor  is  be- 
lieved to  be  infection,  appropriate  treatment  of 
that  infection  is  indicated.  The  value  of  auto- 
genous vaccines  in  such  cases  is  not  established, 
but  good  results  are  claimed  by  some.  The  im- 
portance of  fatigue,  psychic  factors,  etc.,  should 
not  be  overlooked  and  when  they  are  present  as 
precipitating  forces,  they  should  be  treated. 


ALLERGIC  MANIEESTATIONS  IN 
GENERAL  PRACTICE* 

Elmer  G.  Senty,  M.D.,  Davenport 

There  are  certain  clinical  phenomena  that  are 
generally  accepted  by  most  modern  clinicians  as 
being  allergic  in  origin.  During  recent  years 
other  disease  syndromes  have  been  classified  as 
being  on  an  allergic  basis,  so  that  today  about  nine 
per  cent  of  our  population  are  said  to  be  so  af- 
fected. Allergy  may  be  described  as  a hypersen- 
sitivity to  a substance  which  is  usually  innocuous 
to  most  individuals  and  in  which  there  is  a tend- 
ency to  hereditary  transmission  following  Men- 
del’s law.  The  literature  describing  family  trees 
gives  ample  proof  of  the  interchangeability  of  va- 
rious allergic  diseases.  Thus  a father  or  mother 
with  asthma  may  beget  children  with  a tendency  to 
develop  asthma  or  hay  fever,  or  a father  suflFering 
with  migraine  may  sire  children  with  a tendency 
to  develop  migraine,  asthma,  hay  fever,  eczema 
or  urticaria,  in  fact,  any  combination  is  possible 
and  even  probable.  The  past  twenty  years  have 
been  characterized  by  rapid  advancement  in  our 
knowledge  of  allergy,  so  that  today  even  though 
rather  specialized,  this  field  has  become  of  tre- 
mendous importance  and  merits  the  attention  of 
the  general  practitioner  who  is  most  certain  to 
meet  with  allergic  problems  in  his  routine  practice. 

We  now  oflfer  that  hay  fever,  most  casQS  of 
asthma,  and  many  cases  of  eczema,  urticaria,  mi- 
graine and  perennial  hav  fever  are  easily  explained 
on  an  allergic  basis.  If  we  accept  this  premise, 
then  it  would  appear  proper  that  we  consider  al- 
lergy as  the  possible  precipitating  factor  in  such 
cases  in  which  we  can  obtain  a definite  allergic 
background,  and  in  which  a careful  examination 
reveals  no  organic  cause  accounting  for  the  pa- 
tient's complaint.  There  will  naturally  be  manv 
failures,  but  there  will  be  more  brilliant  and  start- 
ling successes.  We  must,  however,  approach  this 
subject  with  a ver}'  conservative  attitude  as  some 
allergists  would  have  us  believe  that  most  diseases 
are  on  an  allergic  basis,  and  particularly  so  if  the 
family  history  discloses  any  allergic  taint.  On  the 
other  hand,  it  is  well  to  be  “allergy  conscious”  or 
“allergy  suspicious”  when  dealing  with  diamiostic 
problems.  Only  by  maintaining  this  attitude  can 
we  expect  to  make  progress  in  this  field  or  learn 
to  evaluate  the  baffling  clinical  findings.  Let  us 
consider  some  of  the  allergic  diseases  most  fre- 
quently encountered  in  general  practice. 

ECZEMA 

Pediatricians  and  dermatologists  have  come  to 
recognize  that  a large  proportion  of  infantile 

♦Presented  before  the  Eighty-fifth  Annual  Session,  Iowa  State 
Medical  Society,  Des  Moines,  April  29  and  30,  and  May  1,  1936. 
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eczemas  cannot  be  cured  with  tar  ointment  or  the 
manipulation  of  the  fat  or  starch  in  the  diet  alone 
because  their  basis  is  a sensitivity  to  certain  foods. 
These  foods  may  be  found  in  the  child’s  diet,  but 
in  many  instances  the  sensitivity  is  so  marked  that 
the  allergic  protein  is  transmitted  in  the  mother’s 
or  cow’s  milk.  While  eczema  is  most  commonly 
found  in  the  infant  of  nursing  age  and  usually  has 
a tendency  to  disappear  during  the  next  few  years, 
it  may  persist  even  to  adult  age.  In  infants,  the 
eczema  is  usually  localized  on  the  face,  but  it  may 
be  generalized.  It  is  of  the  moist  or  dry  type.  In 
older  children  the  most  common  sites  are  the 
flexor  surfaces  of  the  elbows  and  knees  and  on 
the  forehead,  and  lesions  in  these  areas  are  almost 
pathognomonic  of  allergic  eczema. 

As  would  be  expected,  the  chief  offenders  are 
those  foods  most  commonly  found  in  the  normal 
daily  diet ; namely,  wheat,  eggs,  milk  or  cereals. 
However,  as  the  diet  is  increased,  testing  must  be 
done  to  determine  new  sensitivities.  Contrary  to 
our  general  conception,  orange  juice  often  plays  a 
prominent  part  in  the  production  of  infantile 
eczemas  and  there  are  many  cases  on  record  in 
which  cod  liver  oil  produced  eczema.  The  cure  of 
eczema  is  often  a rather  long  procedure  and  usu- 
ally requires  many  months,  as  well  as  a modicum 
of  patience  on  the  part  of  the  physician,  as  well 
as  the  mother.  However,  it  is  well  worth  attempt- 
ing, as  it  must  be  remembered  that  about  50  per 
cent  of  these  children  will  eventually  develop 
asthma  if  the  offending  foods  or  substances  are 
not  eliminated.  There  are  external  causes  active 
in  the  production  of  eczemas,  and  for  this  reason 
contact  dermatitis  should  not  be  confused  with 
allergic  eczema.  This  condition  is  produced  by 
external  irritants  such  as  ragweed,  poison  ivy, 
primrose,  novocaine,  cocaine,  morphine  deriva- 
tives, silk,  wool,  furs,  dyes  and  certain  drugs. 
Skin  tests,  that  is  the  scratch  or  intradermal  tests, 
are  almost  uniformly  unsuccessful.  However,  by 
the  judicious  use  of  the  “patch  test’’  the  exciting 
substance  can  usually  be  found. 

Case  Reports 

B.  M.  B.,  eleven  months  of  age.  At  two  months 
of  age  he  developed  an  extensive  vesicular  erup- 
tion on  the  face,  and  at  ten  months  of  age  asth- 
matic attacks  of  increasing  severity.  Skin  testing 
showed  him  sensitive  to  the  following  proteins: 
milk,  3-h  ; goosefeathers,  3-|-  ; oranges,  2-\-  ; and 
cocoa,  1-f-.  These  protein  substances  were  removed 
from  his  diet  with  relief  of  eczema  and  asthma. 
Six  months  later  the  eczema  returned.  The  mother 
denied  giving  the  baby  cocoa  or  oranges,  but 
confes.sed  that  the  child  was  receiving  ice  cream 
cones  during  the  hot  weather.  The  eczema  again 


disappeared  with  the  exclusion  of  ice  cream. 
This  case  illustrates  a very  common  picture ; 
namely,  eczema  in  an  infant  followed  by  or  asso- 
ciated with  asthma. 

Miss  A.  S.,  thirty  years  of  age.  This  young 
nurse  developed  a papulovesicular  eczema  involv- 
ing the  eyelids,  face  and  neck  only  when  on  nurs- 
ing duty.  She  suspected  the  starch  or  bleaching 
solution  used  by  the  laundry.  Patch  tests  using 
these  solutions  were  negative.  After  trying  many 
substances,  morphine  and  codeine  were  used  and 
vesiculation,  redness  and  itching  developed  with- 
in a few  hours.  The  use  of  rubber  gloves  when 
using  morphine  or  codeine,  and  their  immediate 
removal  afterw'ards,  has  completely  eliminated 
this  annoying  dermatitis  and  allowed  this  young 
lady  to  continue  on  active  duty. 

ASTHMA 

Asthma  is  frequently  encountered  in  general 
practice.  It  is  a serious  disease,  one  which  is  in- 
capacitating and  often  interferes  with  individuals 
carrying  out  their  chosen  occupations.  If  not  elim- 
inated, this  disease  frequently  terminates  in  em- 
physema in  later  life,  a condition  in  which  very 
little  can  be  done.  Asthmatic  attacks  are  usually 
caused  by  foods  in  infants  and  children  under 
three  or  four  years  of  age.  In  later  years  foods 
usually  play  a secondary  role,  at  which  time  dan- 
ders and  other  irritants  become  the  chief  exciting 
causes.  The  onset  of  asthma  after  middle  age  is 
usually  explained  on  an  infectious  or  cardiac  basis. 

Allergic  individuals  who  develop  asthma  fre- 
quently become  sensitive  to  substances  to  which 
they  are  most  frequently  exposed.  Consequently, 
a farmer  may  become  sensitive  to  horse  or  cattle 
dander,  a housewife  to  flour,  orris  root  or  cat  hair, 
while  a poultryman  may  become  sensitive  to  feath- 
ers. Frequently  secondary  factors  such  as  tenr- 
perature  changes,  fumes  from  coal  fires,  etc.,  to- 
gether with  the  allergic  substances  will  bring  on 
an  attack.  Dust,  such  as  house  dust,  and  that 
from  books  and  clothes,  is  extremely  irritating 
and  is  prone  to  produce  asthma.  Pyrethrum  as 
found  in  various  insecticides  may  bring  on  parox- 
y.sms.  Sinus  disea.se  and  nasal  polyps  are  fre- 
quently secondarj’  factors  but  at  times  seem  to 
be  the  only  explanation.  Wheat,  milk  and  eggs 
are  the  most  common  foods  causing  asthma  in 
children,  but  in  eliminating  asthma,  careful  exam- 
ination for  other  irritants  must  be  made.  In  in- 
fants it  is  important  to  determine  whether  any 
foods  eaten  by  the  mother  are  at  fault.  Frequently 
it  requires  the  combinations  of  more  than  one  of 
the  offending  foods  to  bring  on  an  asthmatic  at- 
tack. Skin  tests  are  quite  satisfactory-  in  deter- 
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mining  the  foods  responsible,  but  at  times  test 
diets  are  needed.  Elimination  of  the  offending 
foods  or  danders  frequently  frees  the  patient  from 
attacks  of  asthma,  but  in  other  instances  active 
desensitization  is  necessary. 

Case  Report 

L.  F.  F.,  twelve  years  of  age.  This  child  had 
had  asthmatic  attacks  since  she  was  eight  years 
of  age,  coming  on  frequently  and  only  at  night. 
Tests  were  negative  except  for  feathers.  Cover- 
ing the  pillows  with  stork  sheeting  resulted  in 
complete  freedom  from  asthmatic  attacks.  This 
case  demonstrates  allergic  asthma,  apparently  due 
to  but  one  substance.  There  is  no  reason,  how- 
ever. why  this  child  should  not  become  sensitive 
to  other  substances  in  the  future.  Cases  com- 
monlv  begin  with  eczema  in  infancy,  then  develop 
asthma  which  may  persist  for  ten  or  twelve  years, 
only  to  he  followed  by  migraine,  each  condition 
being  produced  by  cfifferent  proteins. 

HAY  FEVER 

Hay  fever  affects  the  lives  of  two  to  three  per 
cent  of  our  population.  We  have  rapidly  changed 
our  viewpoint  concerning  this  disease,  and  we 
have  come  to  the  conclusion  that  it  is  a much  more 
important  affliction  than  had  formerly  been  con- 
ceded. Hay  fever  is  characterized  by  itching  of 
the  nose,  ears,  and  roof  of  the  mouth,  and  is  usu- 
ally associated  with  coryza,  lacrimation  and  nasal 
congestion.  It  is  generally  conceded  to  be  due  to 
a specific  pollen,  one  that  is  wind  pollinated,  and 
the  disease  usually  terminates  with  a killing  frost. 
.'X  large  percentage  of  hay  fever  sufferers  are  also 
sensitive  to  certain  foods  as  well  as  to  specific  dan- 
ders or  dust,  so  that  successful  treatment  necessi- 
tates attention  to  all  of  the  above  factors. 

We  are  accustomed  to  thinking  of  hay  fever  in 
terms  of  fall  or  ragweed  hay  fever,  hut  there  are 
many  cases  of  hay  fever  produced  by  the  pollen 
of  trees  in  the  spring,  by  grasses  in  the  spring  and 
summer,  and  by  other  weeds  in  the  fall.  iMany 
]>atients  believe  that  their  symptoms  are  due  to 
flowers,  others  blame  the  golden  rod.  It  is.  how- 
ever. definitely  known  that  these  insect  pollinated 
jilants  are  seldom  causes  of  hay  fever,  and  then 
only  when  these  plants  are  used  for  decorative 
])urposes.  Today  careful  and  vigorous  treatment 
carried  on  up  to  and  through  the  season  results 
in  a high  percentage  of  satisfactory  relief  during 
the  season,  and  in  many  permanent  cures  wdien 
carried  on  for  several  seasons.  Treatment  bemin 
during  the  season  is  frequently  of  marked  bene- 
fit, daily,  small  doses  being  given  : however,  ore- 
seasonal  or  perennial  treatments  have  proved  more 
satisfactorv,  each  method  having  its  proponents. 


Finally,  it  must  be  always  remembered  that  at 
least  50  jier  cent  and  possibly  60  per  cent  of  all 
hay  fever  patients  sooner  or  later  develop  asthma, 
and,  for  this  reason  if  for  no  other,  it  is  impor- 
tant that  every  effort  be  made  to  treat  these  cases 
in  order  to  prevent  this  serious  complication. 
Case  Report 

Mrs.  D.  F.  K.,  twenty-nine  years  of  age.  Clas- 
sical symptoms  of  hay  fever  begin  during  the  lat- 
ter part  of  May  or  early  June  and  cease  during 
July  or  August.  Symptoms  have  been  present  for 
three  years.  Skin  tests  showed  marked  reactions 
to  red  top  and  hluegrass.  Careful  desensitization 
was  carried  out  up  to  and  through  the  season  with 
complete  relief  of  symptoms.  No  further  treat- 
ments have  been  given  and  there  has  been  no  re- 
currence of  hay  fever.  This  case  illustrates  hay 
fever  due  to  grasses.  It  is  verv  seldom,  however, 
that  one  season’s  treatment  eliminates  the  com- 
])laint. 

MIGRAINE 

iMigraine,  commonly  called  “sick  headache,” 
has  been  found  to  be  interchangeable  in  linkage 
with  asthma  and  hay  fever.  This  finding  is  very 
suggestive  evidence  that  asthma,  hay  fever  and 
migraine  have  a similar  etiologic  basis,  namely, 
allergic.  There  are  many  factors  concerned  in 
the  production  of  the  migraine  type  of  headache, 
but  usually  before  complete  relief  or  cure  is  ac- 
com])!ished.  the  elimination  of  a certain  food  or 
foods  is  necessary  in  a fairly  large  proportion  of 
the  cases.  There  are  certain  types  of  headaches 
which  are  not  considered  to  be  allergic,  in  which 
the  elimination  of  certain  foods  likewise  produces 
excellent  results.  In  addition  there  are  those 
headaches  produced  by  sensitivity  to  substances, 
causing  congestion  in  the  nasal  passage  with  re- 
sultant stojipage  of  normal  drainage  and  conse- 
quent headaches.  These  factors  must  all  he  con- 
sidered in  arriving  at  the  primary  causes  of  head- 
aches. Skin  tests  are  a valuable  aid  in  determin- 
ing which  foods  are  precipitating  causes,  but  fre- 
nueutly  the  use  of  test  or  elimination  diets  are 
necessary  to  determine  which  foods  mu.st  be  ex- 
cluded. Occasionally  the  elimination  of  such  in- 
criminated foods  over  a period  of  time  results  in 
the  development  of  a new  tolerance  to  at  least 
small  quantities  of  such  foods.  Likewise,  there 
sometimes  develops  a sensitivity  to  new  foods  that 
formerly  apparently  were  not  factors.  For  this 
reason  it  is  advisable  to  make  future  tests  if 
headaches  are  not  relieved,  or  if  they  again  appear 
after  a period  of  freedom.  There  is  undoubtedly 
much  work  to  be  done  before  we  can  write  the 
final  chaj)ter  on  migraine,  but  the  treatment  of 
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this  condition  by  the  elimination  of  specific  foods 
offers  much. 

Case  Report 

H.  J.,  thirty-five  years  of  age.  Migraine  devel- 
oped when  the  patient  was  fourteen  years  of  age, 
gradually  growing  worse  so  as  to  make  teaching 
impossible  for  a few  days  with  each  attack.  Skin 
tests  were  positive  to  the  following  foods : peas, 
tomatoes,  string  beans,  rice,  coffee,  cocoa  and  beef. 
Exclusion  of  these  foods  relieved  the  headaches 
and  by  additions  of  some  of  the  foods  to  the  diet, 
it  was  definitely  proved  that  beef  or  chocolate 
caused  the  migraine. 

URTICARIA 

Giant  or  small  urticarial  lesions  with  a tendency 
toward  frecpient  recurrence  are  thought  by  many 
to  have  an  allergic  background.  To  this  group 
angioneurotic  edema  with  a special  predilection 
for  the  eyelids,  lips,  ear,  tongue  and  larynx  should 
be  added.  The  hereditary  factors  vaiA’  greatlv 
according  to  different  authorities,  but  undoubtedly 
heredity  plays  a very  positive  role.  It  is  common 
knowledge  that  certain  foods,  if  eaten  in  sufficient 
quantities,  will  produce  hives  in  some  individuals. 
It  is  not  generally  appreciated,  however,  that  anv 
food  and  frequently  those  not  suspected,  are  the 
exciting  agents.  One  would  be  prone  to  believe 
that  in  this  condition  the  offending  foods  wou'd 
be  easily  di.scovered,  but  difficulties  are  probablv 
more  frequently  encountered  here  than  in  many 
of  the  other  allergic  manifestations.  When  skin 
reactions  are  not  successful,  elimination  diets  are 
of  value  in  diagnosis.  Urticarial  lesions  are  also 
produced  in  some  individuals  by  the  ingestion  of 
certain  drugs,  especially  quinine,  aspirin  or  atro- 
pine. There  are  also  many  instances  of  urticaria 
due  to  other  allergens  such  as  feathers  or  orris 
root,  while  in  rare  cases  pollens  may  be  the  excit- 
ing factor.  X'ervous  states,  fatigue,  toxic  or  in- 
fectious conditions,  or  even  heat  or  cold  mav  plav 
an  important  part.  Every  effort  should  be  made 
to  determine  the  basis  for  these  attacks. 

PERENNIAL  HAY  FEVER 

We  are  all  well  accpiainted  with  the  individua' 
who  uses  ten  or  fifteen  handkerchiefs  dailv  and 
who  complains  of  itching  of  the  nose,  eyes,  and 
the  roof  of  the  mouth,  together  with  nasal  con- 
gestion. He  is  the  perennial  hay  fever  patient  and 
is  many  times  considered  to  be  suffering  with 
na.sal  disease.  In  fact,  in  many  imstances  he  has 
most  of  the  sym[)toms  of  sinus  disease,  and  nasal 
polyps  are  frequently  encountered.  The  nasal 
secretions  contain  many  eosinophiles.  and  this 
finding  is  c|uite  characteristic  of  the  disease. 


About  25  per  cent  of  these  patients  suffer  with 
asthma.  The  true  allergic  background  is  less 
frequently  found  in  this  disease,  and  it  is  in  such 
cases  that  treatment  is  least  successful.  In  peren- 
nial hay  fever,  orris  root  is  probably  the  most 
common  offending  substance.  It  is  the  common 
ingredient  of  face  powders,  bath  salts,  body  pow- 
ders, soaps,  and  cheaper  perfumes.  It  is  made 
from  the  root  of  the  Iris,  and  its  use  is  to  fix  and 
slowly  diffuse  the  perfume  used  in  these  cosmetics. 
The  use  of  allergic  face  powder,  or  the  desensiti- 
zation against  orris  root  is  very  successful.  Feath- 
ers are  frequent  offenders,  as  are  the  hair  and 
dander  from  animals.  Food  sensitivity  is  by  no 
means  an  unusual  cause  and  is  often  accompanied 
by  other  manifestations  of  food  allergy.  A com- 
plete allergic  examination  should  be  made  in  all 
cases  in  which  treatment  of  sinusitis  or  other  nasal 
pathology  has  been  unsuccessful. 

POSSIBLE  ALLERGIC  CONDITIONS 

As  progress  in  allergic  investigation  has  gone 
forward,  new  concepts  explaining  certain  disease 
syndromes  have  developed.  Today  many  cases  of 
arthritis,  especially  intermittent  hydro-arthroses 
have  been  explained  on  the  basis  of  chronic  food 
allergy  and  startling  cures  have  been  reported. 
Vernal  conjunctivitis  is  thought  by  many  to  be 
due  to  hypersensitivity  to  pollens,  dusts  or  foods 
and  the  elimination  of  these  irritants  has  been 
generally  successful  in  cases  in  which  the  tests 
were  positive.  Certain  cases  of  bladder  irritabil- 
ity associated  with  urinary  frequency,  urgency, 
burning  or  pain  have  been  found  to  be  associated 
with  food  sensitivity.  This  factor  should  always 
be  considered  in  cases  in  which  no  pathologic  find- 
ings can  be  found  to  explain  the  condition.  Chronic 
or  recurrent  attacks  of  abdominal  cramps,  diar- 
rhea or  periods  of  spastic  constipation  should  be 
suspected  as  being  possibly  of  allergic  origin,  and 
particularly  so  if  an  allergic  family  history  is  ob- 
tained or  when  urticaria  or  canker  sores  are  pres- 
ent. Many  patients  have  been  operated  upon  for 
chronic  cholecystitis,  appendicitis  or  peptic  ulcer 
in  whom  no  pathology  to  explain  the  diagnosis  was 
found  and  whose  symptoms  were  later  satisfac- 
torily explained  on  an  allergic  basis. 

Recently  certain  types  of  Meniere’s  .svndrome 
have  been  relieved  by  the  administration  of  ephe- 
drine  or  adrenalin,  calling  attention  to  the  fact 
that  this  disease  may  have  an  allergic  hackground. 

SUMMARY 

The  fact  that  certain  individuals  are  born  with 
a tendency  to  develo])  specific  allergic  manifesta- 
tions seems  to  be  well  established.  We  will  meet 
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many  of  them  in  our  daily  practice,  and  it  is  im- 
portant that  we  recognize  them.  It  is,  however, 
equally  important  not  to  allow  our  enthusiasm  to 
lead  us  to  attempt  to  explain  almost  all  disease 
syndromes  on  an  allergic  basis. 


TUMORS  OF  THE  SCAPULA 
Osteoma  With  Report  of  Case 

J.  A.  William  Johnson,  M.D.,  F.A.C.S. 

Newton 

Tumors  of  the  scapula  are  not  numerous,  but 
they  occur  often  enough  to  be  of  interest  to  the 
physician  because  of  the  symptoms  they  produce; 
the  pathology  and  metaplasia  that  develop ; the 
disability  because  of  location ; the  problem  of  their 
removal  with  ensuing  disability ; and  their  recur- 
rence. There  are  voluminous  and  interesting 
scientific  contributions  to  medical  literature  on  this 
subject. 

CLASSIFICATION  AND  PATHOLOGY 

We  may  conveniently  classify  tumors  of  the 
scapula  into  osteomata,  chondromata,  and  osteo- 
chondromata.  The  term  osteomata  applies  to 
those  tumors  composed  of  osseous  tissue.  Ac- 
cording to  origin  and  development  chondromata 
in  general  can  be  classified  into  two  groups ; first, 
the  homoplastic  group  or  ecchondroma  represent- 
ing a pathologic  overgrowth  of  pre-existing  normal 
cartilage ; and  second,  the  heteroplastic  or  enchon- 
droma,  or  those  which  develop  where  no  cartilage 
is  normally  found.  Chondromata  reproduce  his- 
tology of  normal  cartilage  as  to  detail  of  general 
structure  with  complete  absence  of  blood  vessels 
and  nerve  fibers.  If  they  grow  much  beyond  the 
size  of  normal  cartilaginous  structure  they  tend  to 
undergo  degeneration  as  follows;  mucoid,  calcer- 
ous,  and  fatty.  Mucoid  degeneration  occurs 
mostly  in  chondromata  that  contain  the  large  stel- 
late cells,  and  may  be  so  extensive  as  to  form 
flfictuation  of  the  tumor.  The  fluid  is  of  the  con- 
sistency of  the  white  of  an  egg,  opalescent  with 
loose  masses  of  softened  tumor  floating  in  it. 
Bigelow  reported  a case  in  1863  that  had  been 
carried  since  childhood  and  was  removed  after 
death.  It  weighed  thirty-one  pounds  and  had 
been  that  size  for  forty  years.  Microscopic  ex- 
amination was  that  of  a pure  enchondroma  and 
was  in  accordance  with  the  gross  appearance. 

Miningham  in  1913  removed  a tumor,  weigh- 
ing seventeen  pounds,  from  a man  who  returned 
to  his  work  in  perfect  health,  carpenter  and  driver 
of  a delivery  wagon,  with  all  the  movements  of  his 
arm  except  the  backward  movement.  This  man 
was  twenty-five  years  of  age.  “The  tumor  began 


twenty  years  ago  on  the  dorsal  surface  of  the  right 
scapula.  [Or  when  he  was  five  years  of  age.] 
Painless  and  slowly  growing  until  two  years  ago. 
Upward  and  backward  motion  restricted.  For  ten 
months  there  had  been  a deep  ulcer  on  the  most 
posterior  portion  of  the  tumor  which  refused  to 
heal  under  treatment.  The  mass  was  large,  nodu- 
lar and  extended  the  full  length  of  the  scapula  and 
laterally  from  the  vertebral  border  to  the  neck  of 
the  hone.  The  overhanging  portion  projected  well 
beyond  these  limits.  The  weight  of  the  tumor 
produced  lateral  curvature  of  the  spine  and  a 
marked  depression  of  the  right  shoulder.  He  had 
been  exhibited  before  medical  associations  as  in- 
operable and  rejected  from  three  hospitals.”  Mi- 
croscopic examination  showed  pure  enchondroma 
with  extensive  deposits  of  lime  salts. 


Photograph  of  tumor. 


We  have  an  osteochondroma  where  a cartilagi- 
nous tumor  becomes  ossified  to  form  true  bone. 
Often  lime  salts  are  deposited  in  a chondroma  and 
we  have  an  ossifying  chondroma.  Degenerative 
changes  may  take  place  and  give  rise  to  chondro- 
fibroma,  chondromyxoma,  etc.  There  may  be 
a marked  proliferation  of  cartilage  cells,  and  the 
tumor  takes  on  the  aspects  of  a malignancy  and 
we  have  a chondrosarcoma.  There  are  cases  re- 
ported where  a medulloma  was  removed  from  the 
scapula  of  a boy  nineteen  years  of  age  in  1877  by  |i; 
Pean.  Cairns  of  Gibraltar  removed  a metastatic  (§< 
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melanoma  in  1922.  Hill  removed  a fibroma  from 
a scapula  in  1870.  Hyderling  removed  an  endo- 
thelioma from  a scapula  in  1930. 

As  to  the  etiology,  Virchow  has  shown  that  there 
are  left  in  the  bones  of  adults  islands  of  unossified 
cartilaginous  tissue  cells,  which  later  after  proper 
stimulation,  develop  into  tumors.  Trauma  has 
long  been  accepted  as  a stimulating  factor  in  the 
development  of  enchondromata,  according  to 
Weber,  who  reports  fifty  per  cent  of  his  cases 
due  to  injury.  Helmholz  in  1907  injected  Sudan 
III  and  olive  oil  in  the  ear  of  a rabbit  and  proved 
the  relationship  between  trauma  and  irritation  and 
the  production  of  enchondromata,  because  of  the 
fact  that  after  the  injection,  the  stellate  connective 
tissue  cells  multiplied  very  rapidly  and  then  devel- 
oped into  nodules  of  typical  hyaline  cartilage.  He 
proved  that  the  tumors  developed  in  the  new  con- 
nective tissue  because  of  the  stimulation  caused 
by  Sudan  HI. 

Heredity  plays  very  little  if  any  part.  Mer- 
chand  did  observe  four  or  five  cases  in  one  fam- 
ily. Weber  reports  one  instance  where  grand- 
father, father  and  daughter  suffered  from  en- 
chondromata and  exostosis.  According  to  Sudler, 
professor  of  surgery  of  the  University  of  Kansas, 
the  order  of  frequency  in  which  various  bones  are 
involved  is  as  follows ; 

1.  Hollow  bones  of  the  hand. 

2.  Hollow  bones  of  the  tibia  and  femur  in  a 
similar  ratio. 

3.  The  jaw,  pelvic  bones,  and  scapula. 

4.  The  ribs,  the  skull  bones  (especially  the  oc- 
cipital bone). 

5.  The  vertebrae,  sphenoid,  and  sternum,  these 
being  the  least  prone  to  develop  tumors. 

The  ordinary  symptoms  are  diffuse  pain  in  the 
affected  scapular  region  extending  down  the  cor- 
responding arm,  swelling  and  deformity  and  later 
a palpable  tumor.  As  these  tumors  increase  in 
size  or  recur,  their  growth  may  involve  the  entire 
.shoulder  girdle,  producing  pain,  weakness  of  the 
arm,  and  total  disability  of  the  shoulder.  When 
the  growth  extends  tow’ard  the  chest  a grating  can 
be  felt  as  the  shoulder  is  moved  backward  and 
forward,  because  of  the  growth  sliding  or  jump- 
ing over  the  ribs.  At  this  place  will  also  develop 
an  advantitious  bursa. 

case  report 

The  following  history  was  taken  May  21.  1934, 
from  the  patient,  a clerk  in  a store,  and  twenty- 
four  years  of  age. 

Chief  complaint:  Left  shoulder  becoming 

hump-like  with  occasional  cramp-like  pains. 
Cracking  noise  w'hen  shoulder  is  moved. 


Present  illness:  Was  first  noticed  about  four 
years  ago  when  left  shoulder  began  to  grow  prom- 
inent and  patient  felt  a grating  sound  upon  mo- 
tion. He  wore  a shoulder  brace  with  no  relief. 

Past  history:  As  a boy,  the  patient  was  healthy, 
having  measles,  mumps  and  chickenpox  with 
good  recoveries.  He  has  two  scars  on  the  left 
shoulder,  but  does  not  remember  how  he  acquired 
them.  For  seven  years  he  has  clerked  in  a store 
and  carried  potatoes,  flour,  sugar  and  apples  in 
sacks  and  bushel  measures  on  his  shoulder.  The 
baskets  or  boxes  were  carried  in  his  hands  mostly. 
An  appendectomy  was  performed  in  January, 
1933,  and  a tonsillectomy  in  the  spring  of  1933. 

Family  history:  The  father  was  fifty  years  of 
age  and  in  good  health ; the  mother  was  also  fifty 
years  of  age  and  in  fair  health,  except  that  she 
complained  of  “stomach  trouble.”  Two  brothers 
and  five  sisters  were  living  and  in  good  health. 
There  was  no  history  of  cancer  or  tuberculosis  in 
the  family. 

Physical  examination:  The  physical  examina- 
tion was  negative  except  for  a prominent  left 
shoulder  with  scar,  and  a scar  over  the  appendix 
region.  An  x-ray  showed  a bony  growth  arising 
from  the  upper  edge  of  the  left  scapula  at  the 
median  end  of  the  scapular  spine,  extending 
toward  the  chest.  A preoperative  diagnosis  of 
osteochondroma  was  made. 

Operation:  On  May  23,  1934,  after  iodine  and 
alcohol  preparation,  and  infiltration  with  two  per 
cent  novocain,  an  incision  was  made  parallel  to  the 
inner  margin  of  the  scapula  and  carried  down  to 
the  inner  aspect  of  the  spine  by  splitting  the  fibers 
of  the  trapezius  and  dividing  the  rhomboid  minor 
and  major  muscles  in  order  to  expose  the  site  of 
the  tumor.  A Gigli  saw  was  passed,  and  the 
tumor  was  sawed  off.  An  advantitious  bursa  was 
carefully  dissected  out,  and  the  bleeding  controlled. 
The  end  of  the  bone  where  the  amputation  had 
been  made  was  covered  with  muscle,  after  the 
edges  had  been  smoothed  with  bone  rongeur.  The 
muscles  were  restored  to  normal ; a Penrose  drain 
installed ; and  the  fascia  restored.  N^o.  2 chromic 
catgut  was  used  throughout  except  for  No.  2 
plain  gut  to  control  hemostasis.  The  skin  was 
closed  with  No.  2 chromic  interrupted  sutures.  On 
the  third  or  fourth  day  the  wound  began  to  dis- 
charge pus  which  could  not  be  accounted  for  ex- 
cej)ting  that  it  might  have  been  autogenous  in  the 
advantitious  bursa,  because  the  patient  seemed  to 
be  losing  weight  and  was  in  a rundown  condition 
before  the  operation.  Malignant  changes  were 
feared,  but  to  date  the  x-rays  of  the  chest  have 
been  negative. 

Description  of  tumor:  “The  sj)ecimen  consists 
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of  a bone  tumor,  the  shape  of  which  is  that  of 
an  inverted  frustum  of  a pyramid.  The  frustum 
end  is  attached  to  a thin  plate  of  bone.  The  base 
of  the  pyramid  is  unattached.  The  general  appear- 
ance can  be  seen  by  the  accompanying  photograph. 
The  tumor  is  composed  of  bone  tissue.  Diagnosis 
of  osteoma.” 


THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCE 


ACUTE  HEMORRHAGIC  PANCREATITIS 
F.  P.  McNamara,  M.D.,  Dubuque 

There  are  physicians  and  surgeons  who  are  not 
familiar  with  the  pathology  and  clinical  features 
of  acute  pancreatitis.  In  our  series  of  400  necrop- 
sies, acute  necrosis  of  the  pancreas  was  encoun- 
tered in  five  instances  (1.25  per  cent).  In  only- 
one  case  was  the  diagnosis  suspected  by-  the  clini- 
cians. In  another  patient,  the  pancreatic  lesion 
was  a terminal  event  complicating  acute  uremia 
due  to  chronic  glomerulonephritis.  Three  of  the 
five  patients  had  been  subjected  to  exploratory  lap- 
arotomy and  fat  necrosis  of  the  omentum  was 
noted.  However,  the  surgeons  did  not  realize  the 
significance  of  this  finding.  Therefore,  the  fol- 
lowing case  is  reported  in  the  hope  of  stimulating 
renewed  interest  in  this  disease  which  is  more 
common  than  generally  supposed. 

CASE  REPORT 

The  ])atient,  a white  woman,  thirty-six  years 
of  age.  was  admitted  to  The  Finley  Hospital,  De- 
cember 2,  1932,  with  a complaint  of  “severe  ab- 
dominal pain,  vomiting,  and  prostration.” 

Family  history:  Irrelevant. 

Past  history:  The  j)atient  had  six  children  born 
after  normal  pregnancies  and  deliveries.  Follow- 
ing the  birth  of  the  last  child,  five  months  ago,  the 
jiatient  had  phlebitis.  A week  ago  she  had  a se- 
vere toothache  lasting  twenty-four  hours  and  ac- 
companied by  a distinct  chill.  She  had  occasional 
attacks  of  indigestion  accompanied  by  belching  of 
gas. 

Present  illn-ess:  Eight  hours  before  admission 
the  i>atient  was  seized  by  an  excruciating  pain  in 
the  abdomen.  The  pain  was  constant  and  gradu- 
ally increa.sed  in  severity.  She  vomited  many 
times  and  became  very  weak  and  prostrated.  When 
first  seen  the  temjrerature  was  99.4  degrees,  the 
pulse  96,  and  the  respirations  24  per  minute. 
There  was  no  distention  of  the  abdomen,  but  dis- 
tinct tenderness  and  muscle  spasm  over  the  appen- 


dix region,  and  to  a lesser  extent  over  the  gall- 
bladder. The  white  blood  count  at  that  time  was 
9,200 : the  urine  showed  four  grams  of  albumin 
per  liter,  but  no  sugar.  She  was  advised  to  enter 
the  hospital. 

Physical  examination:  The  patient  was  a fairly 
nourished  white  woman  who  appeared  acutely 
ill  and  in  evident  pain.  Her  color  was  ashen  gray 
and  her  lips  were  slightly  cyanotic.  Aside  from  a 
few  carious  teeth,  the  general  examination  was 
negative.  The  abdomen  was  slightly  distended 
and  tender  throughout.  The  tenderness  was  most 
marked  over  the  appendix  region  where  there  was 
definite  muscle  spasm.  There  was  also  distinct 
tenderness  over  the  region  of  the  gallbladder.  No 
masses  could  be  felt  in  the  abdomen.  The  temper- 
ature was  99.8  degrees,  the  pulse  84,  and  the 
respirations  22  per  minute.  The  white  blood 
count  was  10,800. 

Preoperativc  diagnosis:  Acute  appendicitis  with 
a cpiestion  of  acute  cholecystitis. 

Operative  note:  On  opening  the  abdomen  con- 
siderable dark  blood  tinged,  serous  fluid  was 
found.  There  were  numerous  waxy  areas  scat- 
tered throughout  the  abdominal  fat.  The  gallblad- 
der contained  several  stones,  but  was  otherwise 
negative.  The  dark  fluid  apparently  came  from 
the  region  of  the  stomach  and  duodenum,  but  no 
perforation  could  be  found.  The  appendix  was 
thickened  and  inflamed.  It  was  removed  as  a 
routine  measure.  Because  of  the  patient’s  poor 
condition  drains  were  inserted  and  the  wound  was 
closed. 

Postoperative  diagnosis:  Acute  hemorrhagic 

peritonitis  of  unknown  origin ; chronic  appendi- 
citis and  cholecystitis  with  stones. 

Postoperative  course:  Following  the  operation 
the  patient  was  extremely  ill,  complained  of  nau- 
sea, severe  abdominal  pain  and  vomited  iiersist- 
ently.  The  temperature  rose  rapidly  to  105  de- 
grees, the  pulse  to  150,  and  the  respirations  to  40 
per  minute.  The  abdomen  became  markedly  dis- 
tended and  there  was  free  drainage  of  blood  tinged 
fluid.  In  spite  of  treatment  sbe  died  on  the  third 
day  after  operation.  The  final  clinical  diagnosis 
was  acute  peritonitis  of  unknown  origin. 

Necropsx  abstract:  The  peritoneal  cavity  con- 
tained a moderate  amount  of  blood  tinged  fluid 
and  there  was  a little  fibrinous  exudate  over  the 
omentum  which  was  adherent  to  the  gallbladder. 
The  latter  contained  several  mulberry  stones  and 
one  stone  was  found  in  the  ampulla  of  Vater.  The 
]iancreatic  duct  opened  into  the  ampulla.  The 
head  of  the  pancreas  was  softer  than  normal, 
edematous  and  was  surrounded  by  dark  brownish 
red  blood.  Microscopic  sections  showed  an  acute 
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necrotizing  pancreatitis  with  hemorrhage.  There 
were  numerous  chalky  areas  of  fat  necrosis  scat- 
I tered  through  the  abdominal  fat,  but  most  marked 
i about  the  pancreas  (Fig.  1 ).  There  were  no  other 
1'  important  findings. 

! 


Fig.  1.  Photograph  of  the  pancreas  and  omentum. 


Anatomic  diagnosis:  1.  Chronic  cholecystitis 

and  cholelithiasis ; stone  in  the  ampulla  of  Vater. 

2.  Acute  hemorrhagic  pancreatitis  with  fat  ne- 
crosis of  the  abdominal  fat ; localized  peritonitis. 

3.  Operation:  (exploratory  laparotomy,  appen- 
dectomy and  drainage). 

COMMENT 

The  failure  to  make  a correct  preoperative  diag- 
nosis in  this  instance  is  not  surprising  as  a review 
of  the  literature  indicates  that  this  is  true  in  two- 
thirds  of  the  cases.  If  acute  ])ancreatitis  is  kept 
in  mind  by  surgeons,  probably  the  percentage  of 
preojierative  diagnoses  can  be  improved.  In  the 
case  cited,  the  marked  prostration,  the  persistent 
vomiting  and  the  ashen  gray  color,  all  of  which 
were  out  of  proportion  to  the  other  clinical  signs, 
were  the  keys  to  the  correct  diagnosis.  N^o  record 
of  the  blood  pressure  was  made,  but  it  might  have 
aided  in  the  diagnosis  as  it  is  usually  low  in  acute 
pancreatitis.  Certainly,  every  abdominal  surgeon 
should  be  familiar  with  the  appearance  ami  the 
significance  of  acute  fat  necrosis  within  the  peri- 


toneal cavity.  When  observed  at  the  operation 
it  should  have  made  the  diagnosis  clear.  The  fact 
that  the  lesion  had  no  meaning  to  the  surgeon  in 
this  and  two  other  operative  cases  is  strong  evi- 
dence that  a brief  review  of  acute  pancreatitis  is 
needed. 

GENERAL  DISCUSSION 

Incidence:  In  the  past  acute  pancreatitis  with 
necrosis  and  hemorrhage  w'as  thought  to  be  a very 
rare  disease.  In  recent  years  it  has  been  reported 
with  increasing  frequency  and  Schmieden  and 
Sebening^  collected  reports  of  1,278  patients  oper- 
ated upon  over  a period  of  eight  years.  Undoubt- 
edly, many  cases  are  missed  because  of  incorrect 
diagnosis.  Women  are  aflfected  slightly  more 
often  than  men.  The  disease  may  occur  at  any 
age,  but  is  encountered  most  frequently  between 
thirty  and  sixty  years  of  age. 

Etiology:  While  the  etiology  of  acute  pancreati- 
tis with  necrosis  is  not  entirely  clear,  in  three- 
fourths  of  the  cases  it  is  associated  with  chronic 
cholecystitis  usually  with  calculi.  Opie“  showed 
that  the  injection  of  bile  into  the  pancreatic  duct 
would  cause  hemorrhagic  pancreatitis  in  animals. 
Previously,  he  had  described  a case  with  a gall 
stone  impacted  in  the  ampulla  of  Vater  which 
caused  bile  to  enter  the  pancreatic  duct,  thus  pro- 
ducing acute  necrosis.  Without  doubt  this  ex- 
plains some  cases  of  acute  necrosis  of  the  pancreas, 
but  stones  are  not  always  present  and  other  expla- 
nations are  needed.  In  such  cases  infection  by 
direct  extension  from  neighboring  organs,  Ivm- 
phatic  spread  from  the  gallbladder,  or  more  rarely 
by  way  of  the  blood  stream,  is  considered  possible. 
As  predisposing  etiologic  factors,  heavy  eating  or 
drinking  are  recognized.  Not  infrequentlv.  a 
heavy  meal  precedes  the  onset  of  symptoms. 

Pathology:  When  the  injurious  agent,  whatever 
its  nature,  reaches  the  ]>ancreas  it  results  in  a 
variable  degree  of  acute  necrosis.  Thus  we  mav 
have  a localized  suppurative  process,  acute  hemor- 
rhagic pancreatitis  or  very  rarely  gangrenous  pan- 
creatitis. In  acute  hemorrhagic  pancreatitis,  the 
pancreas  shows  scattered,  dark  red  or  purplish- 
black  areas.  On  section,  these  apjiear  drv  and 
dull,  heing  surrounded  by  hemorrhages.  Some- 
times they  undergo  softening.  Microsco]fically. 
they  are  areas  of  necrotic  pancreas  encircled  by 
changed  blood  and  acute  inflammatory  exudate. 
Because  of  the  injury  to  the  glandular  tissue,  the 
jiancreatic  juice  escajies  into  the  adjacent  tissues. 
In  contact  with  adipose  tissue,  the  lipolvtic  fer- 
ments of  the  pancreatic  juice  decompose  the  fat 
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in  the  fat  cells.  Thus,  the  opaque,  chalky  white 
areas  of  fat  necrosis  are  produced.  They  are  usu- 
ally widespread  throughout  the  peritoneal  cavity 
in  acute  necrosis  of  the  pancreas. 

Diagnosis:  Frequently  patients  give  histories 
indicating  chronic  gallbladder  disease,  but  in 
many  instances  the  onset  is  sudden.  The  symp- 
toms are  characterized  by  agonizing  pain  about  the 
epigastrium  or  umbilicus,  nausea,  persistent  vom- 
iting, and  signs  of  collapse.  The  pain  often  radi- 
ates to  the  back  and  less  frequently  to  the  shoul- 
ders. Halstead  first  described  a distinctive,  slate 
gray  cyanosis  limited  to  the  upper  portion  of  the 
chest  and  head,  and  this  sign  has  been  noted  by 
many  others.  When  present  it  is  pathogonomic  of 
acute  pancreatitis.  Abdominal  tenderness  is  usu- 
ally present  but  varies  in  its  location.  Muscle  spasm 
is  seldom  marked  and  this  aids  in  the  differentiation 
from  a perforated  gastric  ulcer  which  is  accom- 
panied by  board-like  rigidity.  The  laboratory  ex- 
aminations are  of  little  aid,  but  usually  there  is  a 
leukocytosis  varying  between  10,000  and  30,000. 
As  a rule,  the  temperature  and  pulse  are  moder- 
ately elevated.  At  operation  the  finding  of  blood 
tinged  fluid  and  areas  of  fat  necrosis  within  the 
abdomen  makes  the  diagnosis  clear. 

Treatment:  In  the  past,  immediate  laparotomy 
was  considered  the  proper  procedure  by  surgeons 
in  this  and  most  European  countries.  More  re- 
centlv  Danish  surgeons  have  favored  deferring 
operation  until  the  pancreatic  symptoms  have 
subsided  unless  diffuse  peritonitis  or  abscess  for- 
mation supervenes.  From  their  experience  at  the 
University  of  Pennsylvania  Hospital,  Eliason  and 
Nortlv"^  favor  dealing  with  cases  of  acute  hemor- 
rhagic pancreatitis  as  one  would  with  an  uncom- 
plicated acute  cholecystitis  or  acute  salpingitis, 
namely,  deferring  operation  until  after  the  acute 
j)hase,  unless  an  occasion  arises  demanding  imme- 
diate surgical  interference.  The  reader  is  re- 
ferred to  their  paper  for  details  of  the  different 
surgical  procedures  utilized  in  the  treatment  of 
acute  pancreatitis  and  its  complications. 

Prognosis:  The  prognosis  is  very  serious.  Sta- 
tistics of  collected  cases  indicate  a mortality  rate 
of  50  per  cent.  Eliason  states  that  Mikkelson 
reported  recovery  in  fifty  consecutive  cases  treated 
either  non-surgically  or  with  deferred  operation 
as  compared  with  a mortality  rate  of  66  per  cent 
following  immediate  operation. 
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RESOLUTIONS  ON  SANITARY  PLUMBING 
Of  interest  to  the  members  of  the  medical  profes- 
sion are  the  following  resolutions  adopted  by  the 
Joint  Committee  on  Health  Problems  in  Education  of 
the  National  Education  Association  and  the  Ameri- 
can Medical  Association: 

Whereas,  At  the  annual  meeting  of  the  Joint  Com- 
mittee on  Health  Problems  in  Education  of  the  Na- 
tional Education  Association  and  the  American 
Medical  Association  held  at  St.  Louis,  Mo.,  February 
25,  1936,  a presentation  was  made  by  Major  Joel  I. 
Connolly,  of  the  Chicago  Board  of  Health,  relating 
to  possible  health  hazards  in  apparently  modern 
plumbing  installations  in  public  buildings,  and 

Whereas,  It  was  manifest  in  the  said  presentation 
that  plumbing  fixtures  which  have  been  generally 
regarded  as  safe  and  sanitary  in  design  may  in  fact 
constitute  a real  and  serious  health  hazard  by  rea- 
son of  the  danger  of  back  siphonage  and  contamina- 
tion of  water  supply  mains,  and 

Whereas,  The  probability  exists  that  such  appar- 
ently modem,  safe  and  sanitary  plumbing  installa- 
tions may  exist  in  numerous  school  buildings  in  the 
United  States,  and 

Whereas,  The  existence  of  such  apparently  safe, 
modern  and  sanitary  plumbing  installations  and  re- 
liance upon  them  brings  about  a sense  of  false  se- 
curity, therefore,  be  it 

Resolved,  By  the  Joint  Committee  on  Health  Prob- 
lems in  Education  of  the  National  Education  Asso- 
ciation and  the  American  Medical  Association  that 
this  Committee  apprehends  the  possibility  of  danger 
to  the  health  of  school  children  from  apparently  safe, 
modern  and  sanitary  plumbing  installations  in  school 
buildings,  and  be  it  further 

Resolved,  That  the  said  joint  Committee  earnestly 
recommends  to  all  school  boards  and  school  execu- 
tives that  surveys  be  instituted  by  competent  engi- 
neers to  ascertain  whether  or  not  the  danger  of  back 
siphonage  and  consequent  pollution  of  water  supply 
mains  exist  in  plumbing  installations  within  their 
jurisdictions,  and  that  such  surveys  be  followed  by 
prompt  corrective  measures,  and  be  it  further 

Resolved,  That  these  resolutions  be  offered  for  pub- 
lication to  all  journals  dealing  with  public  health, 
health  education  and  general  education. 
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SYPHILIS  IN  IOWA 

Reporting  of  Cases: 

Iowa  is  near  the  cellar  position  as  compared 
with  other,  states  in  the  reporting  of  cases  of 
syphilis.  This  is  shown  in  the  accompanying  bar 
diagram  which  indicates  the  number  of  cases  per 
10,000  population  as  reported  by  the  various  state 
health  officers  to  the  United  States  Public  Health 
Service.  In  April,  1936,  Iowa  reported  111 
cases,  a rate  of  4.4  per  10,000  population.  Iowa’s 
average  monthly  rate  for  the  year  1935  was  5.0 


REPORTS  OF  SYPHILIS  FROM  STATE  HEALTH  OFFICERS 
APRIL.  1936 

Arranped  According  to  Cases  Reported 
Cases  Per  10,000  Population 


i a i 4 5 

per  10,000.  It  will  be  noted  in  the  diagram  (Fig. 
1 ) that  Mississippi  ranks  first  in  the  reporting  of 
syphilis.  It  might  seem  that  the  relatively  high 
rate  of  reporting  in  that  state  is  attributable  to 


greater  prevalence  of  luetic  infection  in  the  col- 
ored race.  To  offset  this  factor,  the  state  of  New 
York,  with  a population  predominantly  white,  runs 
Mississippi  a close  second  in  the  reporting  of 
syphilis. 

If  the  notification  of  this  condition  were  more 
adequate,  it  would  be  revealed  as  one  of  the  most 
prevalent  of  communicable  diseases.  If  death  rec- 
ords were  to  tell  a more  complete  story,  syphilis 
would  definitely  be  classed  among  the  major  causes 
of  mortality.  Syphilis,  all  will  agree,  presents  a 
health  problem  of  enomious  proportions.  Wheth- 
er a physician  in  his  practice  observes  few  or  many 
cases,  he  will  appreciate  the  need  for  reporting 
them.  Reporting  is  carried  out  in  the  usual  man- 
ner, by  means  of  special  report  blanks  and  franked 
envelopes  which  are  provided  by  the  State  De- 
partment of  Health.  With  the  continued  coopera- 
tion and  increased  interest  of  physicians  in  report- 
ing their  cases,  Iowa  will  climb  to  a much  higher 
level  in  the  reporting  of  syphilis,  the  disease  which 
has  aptly  been  designated  as  “the  great  destroyer 
of  life.” 

Sources  of  Infection: 

Limitation  of  the  spread  of  syphilis  is  depend- 
ent in  a large  degree  upon  knowledge  regarding 
the  source  of  infection  and  upon  control  measures 
directed  to  such  sources.  If  information  pertain- 
ing to  the  source  of  infection  is  lacking,  efforts 
toward  the  control  of  syphilis  in  a community  are 
ineffective.  The  accompanying  bar  diagram  (Fig. 
2)  is  based  on  a study  of  the  information  con- 
tained on  report  forms  of  1,459  cases  of  syphilis, 
reported  to  the  State  Department  of  Health  in 
1935.  It  will  be  noted  that  only  5.5  per  cent  of 
the  records  give  essential  information,  i.  e.,  state 
the  name  and  address  of  the  person  designated 
by  the  patient  as  being  the  source  of  infec- 
tion. Among  the  records  for  1935,  3.4  per 
cent  mention  congenital  disease,  and  7.3  per 
cent,  refer  to  husband  or  wife  as  the  source  of 
disea.se  spread.  As  will  be  observed  from  Fig.  2, 
84  per  cent  of  the  records  give  no  knowledge  as 
to  the  identity  of  the  person  responsible  for  the 
spread  of  this  communicable  disease.  In  a great 
majority  of  the  1,459  records  of  reported  cases. 
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information  as  to  the  source  of  infection  is  limited 
to  designations  such  as  “unknown,”  “usual,”  a 
C|uestion  mark  or  a check  mark.  It  is  not  expected 
that  the  reporting  physician  will  succeed  in  secur- 
ing the  name  and  address  of  the  incriminated 

SOURCE  OF  infection  IN  REPORTED  CASES  OF 
SYPHILIS  IN  IOWA 

“Pie”  Diagram  Showing:  Percentage  Distribution  of  Types  of 
Information  Contained  in  1,459  Reports  for  1935 


source  in  every  case.  However,  by  obtaining  the 
patient's  confidence  and  by  jiointing  out  how  es- 
sential it  is  in  view  of  public  health  aspects  that 
the  source  of  infection  be  identified,  the  desired 
information  should  he  elicited  in  a far  hig..er  per- 
centage of  cases  than  in  the  past. 


TICK  SURVEY  IN  IOWA 

A tick  survey  was  begun  in  June  and  July  of 
this  year,  in  connection  with  the  study  of  Rocky 
IMountain  sjiotted  fever,  cases  of  which  have  been 
rejiorted  in  Iowa  since  1933.  The  two-fold  pur- 
])ose  of  this  survey  is  to  obtain  accurate  informa- 
tion as  to  prevalence  of  the  common  dog  tick  (Der- 
macentor  variabilis')  and  other  ticks  m different 
]>arts  of  the  state  and  as  to  the  percentage  of  ticks 
which  harbor  the  spotted  fever  virus.  The  work 
is  sponsored  by  the  State  Department  of  Health 
in  cooperation  with  Carl  J.  Drake,  state  entomolo- 
gist, and  R.  R.  Parker,  special  expert,  United 
States  Public  Health  Service  of  the  Rocky  Moun- 
tain spotted  fever  laboratory  at  Hamilton,  Mon- 
tana. Mr.  Dean  Eckhoff,  a graduate  student  in 
entomology  at  Iowa  State  College,  has  done  most 
of  the  work  of  collecting  the  ticks  and  forwarding 
them  to  Montana.  The  survey  is  made  possible 
by  funds  available  through  the  .Social  .Securiyv 
Act. 

Thus  far,  the  survey  has  reached  thirty-five 


counties,  including  those  from  which  one  or  more 
cases  of  the  disease  have  been  reported  in  the  last 
three  years.  Ajiproximately  850  ticks  were  col- 
lected between  June  20  and  the  middle  of  July. 
Alost  of  the  ticks  were  obtained  by  dragging  a 
piece  of  canvas  eight  by  ten  feet,  over  vegetation, 
along  roads  and  timber  paths  frequented  by  ani- 
mals. Early  in  July,  it  became  increasingly  diffi- 
cult to  collect  ticks,  due  in  part  to  the  natural 
decline  in  tick  abundance  at  this  time  of  year,  but 
due  chiefly  to  the  excessive  heat  coupled  with  pro- 
longed drought.  In  a number  of  localities  in 
which  the  sweeping  of  vegetation  failed  to  yield 
ticks,  considerable  numbers  were  found  on  dogs 
and  other  animals  which  frequented  wooded  areas. 
Ticks  were  kept  alive  during  shipment  to  Mon- 
tana by  placing  ten  to  fifteen  of  them  in  a small 
glass  vial  containing  moistened  paper  and  a small 
wad  of  cotton.  To  retain  moisture,  the  vial  was 
tightly  corked. 

Doctor  Parker  and  his  assistants  in  the  Mon- 
tana laboratory  are  carrying  out  the  work  of  spe- 
cies identification  and  virus  determination  on  the 
material  forwarded  from  Iowa.  It  is  hoped  that 
the  tick  survey  may  be  carried  further,  in  the 
early  spring  of  1937. 


PUBLIC  HEALTH  EXHIBIT  AT  THE 
STATE  FAIR 

Des  Moines,  August  28-September  4,  1936 

The  State  Department  of  Health  exjiects  to  pre- 
sent at  the  coming  Iowa  State  Pair  an  informative 
and  interesting  exhibit  of  the  newer  activities  of 
this  department.  Each  feature  of  the  exhibit  will 
offer  a special  ajipeal  and  attraction  to  the  visitors. 
Opportunity  will  be  given  to  play,  and  take  a 
chance,  without  cost,  in  the  instructive  game 
“Helthy,”  which  illustrates  the  five  essential  ac- 
tivities of  a modern  health  department.  The  win- 
ner of  every  game  will  receive  a useful  award, 
and  the  department  will  offer  special  prizes  sev- 
eral times  a day. 

The  services  of  a free  hand  artist  will  be  sup- 
plied by  the  WPA  to  picture  the  activities  of  a 
whole  time  county  health  unit.  A series  of 
sketches  will  show  health  problems  as  they  occur 
in  an  average  Iowa  county,  and  point  out  how  such 
jiroblems  are  handled  by  trained  health  work- 
ers, serving  whole  time.  The  new  tabulating  ma- 
chine recently  installed  by  the  division  of  vital 
statistics  wall  show  how  record  cards  of  all  types 
can  be  sorted  at  the  rate  of  480  a minute.  ques- 
tion box  will  be  used  and  the  visitor  will  press 
a button  which  lights  a certain  question  on  the 
instrument  board ; as  for  example,  “How  many 
people  died  of  cancer  in  1935?”  The  machine 
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will  sort  the  death  record  cards  and  give  the  an- 
swers while  the  visitor  watches. 

The  division  of  preventable  diseases  and  epi- 
demiology will  show  by  a series  of  prepared  neon 
illuminated  charts,  the  curves  of  the  incidence  and 
mortality  rates  of  several  communicable  diseases 
in  the  state  of  Iowa.  A particular  feature  of  the 
exhibit  will  be  a marionette  show,  the  puppets 
talking  from  prepared  phonograph  records,  to  il- 
lustrate the  activities  of  the  division  of  child 
health  and  health  education. 

The  exhibit  will  further  emphasize  the  possi- 
bility of  spreading  disease  through  and  by  milk, 
from  the  time  that  it  is  produced  from  healthy 
animals  to  the  time  it  reaches  the  consumer.  The 
growth  of  bacteria  in  milk  will  be  demonstrated 
by  plates  showing  actual  bacterial  colonies,  and  the 
eflfect  of  cleanliness  in  production  and  handling,  of 
temperature,  and  of  pasteurization,  will  be  shown 
by  these  bacterial  growths.  The  milk  sanitarian 
will  be  present  to  explain  all  phases  of  milk  sani- 
tation. The  public  health  aspects  of  sewage  dis- 
posal will  be  presented ; first,  by  a model  of  an  in- 
sanitary outdoor  toilet  to  demonstrate  the  possilile 
spread  of  disease  by  infected  water,  through  flies 
and  other  insects,  and  fowls  and  small  animals; 
and  second,  by  a model  of  a sanitary  privy  that 
can  be  constructed  at  a reasonable  cost  and  which 
eliminates  all  of  the  above  possible  hazards.  The 
latter  model  will  be  an  exact  duplicate  of  the  full 
size  structure,  showing  details  of  construction 
methods  and  these  plans  will  be  available. 

An  illuminated  map  will  show  the  location  of 
active  community  sanitation  projects  that  are  now 
being  carried  on  in  fourteen  Iowa  counties  with 
free  labor  furnished  by  WPA  workers.  An  engi- 
neer will  be  present  to  discuss  possible  extensions 
of  this  jiroject  in  other  interested  counties. 


DOCTOR  WALLACE  VISITS  IOWA 

Dr.  J.  \V.  Wallace,  of  X'ew  York  City,  field  sec- 
retary of  the  American  Public  Health  As.sociation 
and  field  representative  of  the  United  States 
Chamber  of  Commerce,  recently  visited  Iowa  and 
the  State  Department  of  Health.  Dr.  Wallace  di- 
rects activities  relative  to  the  Inter-Chamber 
Health  Conservation  Contests,  as  sponsored  by 
the  United  States  Chamber  of  Commerce.  City 
health  dejiartments  and  whole  time  county  health 
units  are  eligible  to  participate  in  the  I lealth  Con- 
tests. awards  being  given  each  year  to  cities  and 
counties  showing  evidence  of  a high  standard  of 
organization  and  accomplishment  in  the  field  of 
health  activities.  Dr.  Wallace  served  as  deputy 


commissioner  of  the  Iowa  State  Department  of 
Health  from  July  1,  1927,  to  February  1,  1928. 
He  took  an  active  part  in  connection  with  enact- 
ment of  the  law  ‘‘permitting  counties  or  groups 
of  counties  to  organize  as  health  units  so  that  they 
may  employ  a health  officer  on  a full  time  basis.” 
Dr.  Wallace,  during  his  period  of  service  in  Iowa, 
conferred  with  city  and  county  health  officials  in 
many  counties  and  did  much  to  arouse  interest  in 
whole  time  health  w'ork  in  this  state. 


NEW  PERSONNEL  APPOINTED 

The  following  appointments  to  the  central  ad- 
ministrative stafif  of  the  State  Department  of 
Health  represent  part  of  the  extension  of  health 
activities  of  the  department,  made  possible  by  the 
Social  Security  Act.  Dr.  J.  M.  Hayek,  of  Cedar 
Rapids,  graduate  of  the  University  of  Iowa  and 
member  of  the  Iowa  Pediatric  Society,  has  been 
apjiointed  as  pediatrician  in  the  Division  of  Child 
Health  and  Health  Education.  Dr.  Hayek  began 
his  work  on  June  15,  1936.  Dr.  Paul  Stephen, 
graduate  of  the  University  of  Iowa  College  of 
Medicine,  has  been  appointed  as  assistant  in  the 
Division  of  Communicable  Diseases  and  assistant 
epidemiologist.  He  began  his  duties  on  lulv  1. 
1936. 


prevalence  of  disease 

Most  Cases 


June  ’36 

May  ’36 

June, 

’35  Reported  From 

Diphtheria  

. . . 11 

17 

30 

Linn 

Scarlet  Fever  . . . 

. . .393 

674 

232 

Woodbury.  Black 
Hawk 

Typhoid  Fever  . . 

. . . 5 

12 

3 

Muscatine 

Smallpox  

. . . 60 

169 

30 

Woodbury 

Measles  

. . . 18 

25 

479 

(For  State) 

Whooping  Cough 
Cerebrospinal 

. . 60 

34 

82 

Linn 

Meningitis  . . . 

. . . 6 

8 

7 

Wapello 

Chickenpox 

. . . 90 

23.5 

176 

Dubuque 

Mumps  

402 

462 

Montgomery.  Black 
Hawk 

Poliomyelitis  . . . 

. . . 0 

1 

0 

(For  State) 

Tuberculosis  . . . 

. . . 47 

55 

52 

(For  State) 

Undulant  Fever 

. . . 13 

9 

9 

(For  State) 

Syphilis  

. . . 73 

117 

153 

(For  State) 

Gonorrhea  

. . .141 

138 

146 

(For  State) 

AMERICAN  BOARD  OF  OBSTPHRICS  AND 
GYNECOLOGY 

The  next  written  examination  and  review  of  case 
histories  of  Group  B applicants  by  the  American 
Board  of  Obstetrics  and  Gynecology  will  be  held  in 
various  cities  in  the  United  States  and  Canada  on 
Saturday,  November  7,  1930.  Application  blanks  and 
booklets  of  information  may  be  obtained  from  Dr. 
Paul  Titus,  Secretary,  1015  Highland  Building,  Pitts- 
burgh, Pennsylvania.  Applications  for  this  examina- 
tion must  be  filed  in  the  Secretary’s  office  sixty  days 
prior  to  the  scheduled  examination. 


484 


Journal  of  Iowa  State  Medical  Society 


August,  1936 


ISSUED  MONTHLY 


Rau>h  R.  Simmons,  Editor Des  Moines 

PUBLICATION  COMMITTEE 

Ralph  R.  Simmons,  Editor Des  Moines 

Robert  L.  Parker,  Secretary Des  Moines 

Oliver  J.  Pat.  Trustee Des  Moines 

John  I.  Marker,  Trustee Davenport 

John  C.  Parsons,  Trustee Creston 


SUBSCRIPTION  $3.00  PER  YEAR 

Address  all  communications  to  the  Editor  of  the  Journal, 
505  Banlcers  Trust  Building,  Des  Moines 

Office  of  Publication.  Des  Moines,  Iowa 

Vol.  XXVI  AUGUST,  1936  No.  8 


THE  PHYSICIAN’S  REWARD 

Of  all  the  animal  kingdom,  man  is  unique  in 
possessing  creative  ability.  The  beaver  builds  an 
impressive  home  and  bis  cunning  is  remarkable, 
but  so  far  as  we  can  determine  bis  home  is  like 
that  of  all  other  beavers  of  all  other  times.  The 
busy  ants  fashion  intricate  subterranean  tunnels 
and  rooms  to  house  the  numerous  members  of 
their  colonies,  but  they,  too,  adhere  to  a pattern 
as  old  as  history.  Man  alone  evolves  by  reasoning 
and  knowledge,  new  and  increasingly  efficient 
methods  in  work  and  play,  in  thought  and  action. 
In  order  that  man  may  secure  personal  gain  from 
the  use  of  his  creative  gift,  laws  have  been  made 
for  the  protection  of  his  creations  for  a time  suf- 
ficient to  assure  this  reward.  The  mechanic  may 
devise  a tool  essential  to  commercial  advancement, 
but  he  is  bound  by  no  laws,  written  or  implied,  not 
to  guard  his  idea  until  sufficient  compensation  has 
been  arranged.  The  chemist  may  devise  a new 
fuel  for  transportation  which  because  of  efficiency 
or  cost  would  revolutionize  industry,  but  he 
would  be  considered  definitely  feebleminded  if  he 
should  give  his  secret  to  the  public  merely  because 
it  was  lieneficial  to  mankind. 

Protection  for  jiersonal  gain  is  the  rule  in  busi- 
ness, at  least  in  all  enterprises  but  the  practice  of 
medicine.  Inherent  in  the  ethics  of  medicine  is 
the  principle  that  the  physician  must  give  freely 
of  his  time,  his  skill  and  his  creative  ability  for 
the  w’elfare  of  mankind.  His  is  a peculiar  voca- 
tion in  which  he  must  consider  only  the  blessings 
which  he  may  bring  to  humanity.  Creations  in 
medicine  must,  according  to  the  traditional  code, 
be  given  freely  and  without  price.  Abstractly  this 
principle  seems  to  be  based  on  false  and  illogical 
premises.  Why  should  the  physician  alone  be 
denied  the  reward  of  his  creative  genius?  Sound 


reasoning  says  he  should  not,  and  generations  of 
physicians  declare  that  he  is  not.  Like  his  creative 
brothers  in  other  lines  of  endeavor,  he  is  re- 
warded, and  the  reward  is  often  a rich  one  indeed. 
The  reward  of  the  physician  does  not  lie  in  royal- 
ties or  sales,  but  in  the  esteem  of  his  patients  and 
his  colleagues  which  assures  financial  success. 
What  physician  would  feel  unrewarded  to  stand 
in  the  medical  hall  of  fame  with  Hippocrates, 
Galen,  Hunter,  Lister,  Pasteur,  Holmes,  Cushing, 
Banting  and  scores  of  others  whose  creative  genius 
has  so  richly  added  to  the  sum  total  of  human  wel- 
fare and  happiness?  Is  theirs  a less  desirable  lot 
than  that  of  Fulton,  Bell,  Wright,  Westinghouse, 
Eastman,  or  Edison? 

The  physician’s  reward  is  as  certain  and  his 
fame  as  secure  as  his  creative  colleagues  in  indus- 
try. The  public  has  never  denied  genius  and  never 
disclaimed  those  whose  creations  have  so  richly 
embellished  the  fabric  of  human  evolution.  Is  it 
not  reward  indeed  to  be  one  of  that  great  army  of 
physicians  into  whose  custody  the  health  of  the 
race  is  entrusted,  and  at  the  same  time  be  set  apart 
as  one  whose  skill  has  added  to  the  wealth  of 
knowledge  which  becomes  the  heritage  of  coming 
generations?  Wealth  is  a desirable  reward,  but 
greater  still  is  the  respect  and  regard  of  those  with 
whom  we  work  and  live. 


DO  WE  LIVE  LONGER? 

Vital  statistics  indicate  that  the  mean  length  of 
life,  or  what  has  popularly  been  called  the  expec- 
tation of  life,  has  been  greatly  improved  during 
the  past  half  century.  This  conception,  due  in 
part  to  the  terminology  used,  has  led  medical  au- 
thors to  misstatements  of  this  fact.  It  is  stated, 
for  example,  that  the  span  of  life  has  been  length- 
ened, or  that  ten  years  have  been  added  to  the  in- 
dividual life.  Quoting  from  a publication  of  the 
United  States  Public  Health  Service,  we  find  this 
characteristic  statement,  “Great  strides  have  been 
taken  by  medical  science  in  lengthening  the  aver- 
age span  of  life.” 

The  span  of  life  is  considered  as  the  maximum 
period  of  life  during  which  the  healthiest  individ- 
ual may  exist,  and  in  this  country  at  least,  this  fig- 
ure is  probably  about  one  hundred  years.  We  find 
authentic  records  of  people  living  to  one  hundred, 
one  hundred  and  one,  one  hundred  and  two.  and 
possibly,  up  to  one  hundred  and  six  years  of  age. 
Citations  of  persons  living  beyond  this  age  are 
usually  based  upon  unreliable  evidence,  and  for 
this  reason  must  be  doubted.  Buried  in  a crypt 
near  the  Poets’  Corner  of  Westminster  Abhey  is 
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a man  by  the  name  of  Parr,  who  the  records  state, 
lived  to  be  about  one  hundred  and  forty  years  of 
age.  Additional  records  state  that  he  married  for 
the  second  or  third  time  when  he  was  well  over 
one  hundred  years  of  age.  The  record  is  inter- 
esting, but  with  all  due  respect  to  Westminster 
Abbey  and  the  men  who  lie  under  its  floor,  one 
cannot  help  doubting  the  accuracy  of  the  report. 

More  recently,  Dublin  and  Lotka  in  their  book 
entitled  “Length  of  Life,”  cite  the  history  of  a 
Dane  who  was  born  on  November  18,  1626,  and 
died  on  October  9,  1772.  It  is  interesting  to  note 
that  this  man  lived  under  seven  Danish  kings  ; that 
I at  the  age  of  sixty-eight  he  was  taken  a prisoner 
' by  Algerian  pirates  and  sold  as  a slave ; that  he 

; remained  in  slavery  for  fifteen  years  ; and  after  his 

» return  as  a man  of  eighty-four  he  again  took  to 
f active  marine  service  in  the  war  against  Sweden, 
i At  the  age  of  one  hundred  and  eleven  vears,  so 
I the  account  goes,  he  celebrated  his  marriage  to  a 
sixty-year-old  widow  of  a sea  captain.  At  the 
age  of  one  hundred  and  thirty  years,  he  proposed 
to  several  women,  but  without  success.  Sixteen 
years  later,  he  died  in  Denmark.  This  again  is  an 
interesting  citation,  but  one  can  scarcely  refrain 
from  doubting  vital  statistics  dating  back  to  the 
early  seventeenth  century.  Certainly  in  the  period 
during  which  we  have  had  accurate,  well  kept 
vital  statistics,  no  such  advanced  ages  are  record- 
ed, and  apparently  a generous  span  of  life  may  be 
set  at  one  hundred  years. 

However,  while  we  find  the  span  of  life  un- 
changed during  the  more  recent  times  when  re- 
liable statistics  are  available,  the  mean  length  of 
life  or  expectation  of  life  has  been  signally  im- 
proved. Using  the  original  registration  area,  com- 
parable figures  can  be  cited  covering  the  past 
I thirty  years.  In  1901  we  find  an  expectation  of 
life  at  age  zero  of  48.23;  whereas  in  1930  it  is 
58.84,  a gain  of  about  ten  years  in  the  mean  length 
of  life  during  the  last  thirty  years.  However,  if 
! we  look  at  the  expectation  of  life  for  the  person 
fifty  years  of  age,  in  1901  we  find  the  figure  is 
20.76:  whereas  in  1930  it  is  20.83.  At  sixty  years 
j of  age  the  expectation  of  life  in  1901  was  14.35; 

whereas  in  1930  it  was  14.24.  From  these  figures 
j it  will  be  seen  that  at  the  age  of  fifty  years,  there 
! was  a slight  gain  in  the  expectation  of  life,  but  at 
I the  age  of  sixty  years  the  reverse  took  place,  and 
there  was  a loss  in  the  expectation  of  life.  There- 
fore, one  is  justified  in  concluding  that  the  gain 
has  been  made  during  the  early  years  of  life,  the 


majority,  of  course,  during  the  infant  ages.  We 
may  go  farther  and  state  that  the  gain  has  oc- 
curred largely  during  the  first  year  of  life.  To 
investigate  this  point,  we  may  cite  that  in  1901  at 
ten  years  of  age  the  life  expectancy  was  50.53 
years,  and  in  1930  it  was  54.50,  a gain  of  four 
years  against  ten  years  at  age  zero.  By  the  time 
the  age  of  thirty  years  is  reached,  there  is  only  a 
gain  of  two  years  in  the  expectation  of  life. 

Again  quoting  from  a publication  of  the  United 
States  Public  Health  Service,  we  find  this  signifi- 
cant statement.  “Statisticians  of  the  United 
States  Public  Health  Service  tell  us  that  this  im- 
pressive decline  in  death  rates  from  infant  mor- 
tality and  communicable  or  infectious  diseases  has 
gone  hand  in  hand  with  an  alarming  increase  in 
the  mortality  from  such  diseases  as  cancer  and 
heart  failure.  In  conquering  the  diseases  par- 
ticularly associated  with  the  older  age  groups, 
medical  science  still  has  a long  road  to  travel.” 
Differently  stated  then,  the  concept  recorded  is 
that  the  increase  in  the  mean  length  of  life  has 
largely  been  a saving  during  infancy  and  child- 
hood, and  this  is  exactly  what  these  comparative 
vital  statistics  reveal. 

As  a sidelight  to  this  illuminating  discussion, 
one  cannot  but  wonder  where  credit  should  be 
given  for  this  saving.  The  sanitarian  would  take 
credit  for  the  gain  due  to  the  pure  water  supply, 
the  protection  of  the  public  by  sanitary  milk  han- 
dling, the  elimination  of  mosquito  propagation 
areas  in  malaria  and  yellow  fever  control,  etc. 
The  public  health  official  would  ascribe  the  saving 
to  the  control  of  preventable  diseases,  such  as 
smallpox,  typhoid  fever,  diphtheria,  more  effec- 
tive quarantine  regluations,  and  curtailment  in  the 
contagious  and  infectious  diseases  of  childhood. 
The  pediatrician  would  take  credit  for  better  care 
of  infants  and  children,  citing  the  improvement 
in  the  expectation  of  life  as  occurring  during  the 
period  of  rapid  growth  and  development  of  this 
specialty.  The  general  practitioner  would  claim 
at  least  a share  of  the  credit,  due  to  the  higher 
standards  of  general  medical  education  and  a re- 
sulting improvement  in  medical  care  to  all  per- 
sons. Evidence  is  not  at  hand  to  settle  the  con- 
troversy, and  like  the  question,  “Mdio  won  the 
war?”  this  query  may  remain  unanswered.  Per- 
haps we  can  all  agree  that  the  advance  in  medical 
science  as  reflected  in  medical  care  and  higher 
standards  of  living  is  the  most  important  single 
determining  factor. 
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A New  Approach  to  Diphtheria  Prevention 

Joseph  H.  Kinnaman,  M.  D. 

Director  Division  of  Child  Health  and  Health 
Education,  Iowa  State  Department  of  Health 


County  medical  societies  of  seventeen  counties 
helped  the  Division  of  Child  Health  and  Health 
Education  of  the  Iowa  State  Department  of 
Health  to  organize  and  conduct  county-wide 
dii)htheria  preventive  programs  during  June, 
1936.  Under  the  provisions  of  the  Social  Se- 
curity Act  for  maternal  and  child  health  serv- 
ices, the  state  health  agency  paid  physicians  in 
those  counties  for  giving  one  dose  of  diphtheria 
alum  precipitated  toxoid  to  all  youngsters  resid- 
ing in  those  counties  and  in  the  age  group,  nine 
to  twenty-four  months,  inclusive.  The  treatments 
were  administered  in  the  offices  of  the  particijiat- 
ing  physicians.  Each  county  medical  scK'ietv  set 
the  amount  to  he  charged  the  parents  for  giving 
the  treatment  to  children  over  twenty- four  months 
of  age.  Children  were  treated  during  given  hours 
on  a selected  day  of  the  several  weeks  in  the 
month,  such  as  on  each  Saturday  during  June 
between  2 :00  and  5 :00,  and  7 :00  and  9 ;00  p.  m. 
This  program  was  initiated  in  those  counties, 
which  during  the  past  several  years,  have  had 
the  highest  life-loss  rates  from  diphtheria.  Dur- 
ing June  programs  were  carried  out  in  Adams, 
Appanoose,  Dallas.  Davis,  Decatur,  Keokuk, 
Louisa,  Lyon,  Madison,  iMills,  IMonona,  Monroe, 
Page,  Polk.  Poweshiek,  Ringgold  and  Shelby 
counties. 

To  establish  a factor  of  safety  against  out- 
breaks of  diphtheria  it  is  necessary  to  give  protec- 
tive treatments  to  at  least  30  jier  cent  of  the  pre- 
school age  group  in  a community.  The  findings 
of  a house  to  house  survey  made  in  ten  Iowa 
counties  during  1934  indicate  that  less  than  18 
per  cent  of  the  children  five  years  of  age  and 
under  in  those  counties  had  been  treated  with 
a dijilitheria  preventive  agent.  An  analvsis  of  the 
records  of  diphtheria  prevention  jirograms  con- 
ducted prior  to  June  1.  1936,  shows  that  only  28 
lier  cent  of  all  the  children  treated  fall  in  the  age 
group,  five  years  and  under.  Lhider  the  new  jdan 
(June,  1936),  71  per  cent  of  all  the  children 
treated  were  of  i>reschool  age.  Since  more  than 
60  per  cent  of  the  deaths  from  diphtheria  in  Iowa 
occur  in  the  age  group,  five  years  and  under,  it 
is  apparent  that  the  new’  plan  offers  a much  greater 
possibility  for  reducing  life-loss  from  that  disease 
than  did  the  old  approach. 

The  basic  purpose  of  this  new  approach  to 
diphtheria  jirevention  is  to  establish  in  the  short- 


est possible  i>eriod  and  with  a minimum  outlay  of 
money  and  effort,  a }K>rcentage  of  treated  chil- 
dren in  the  j)reschool  age  sufficient  to  ensure 
safety  against  community  outbreaks.  After  a 
factor  of  safety  ( 30  jier  cent  or  more  of  the  pre- 
school population  treated ) is  established,  the  prob- 
lem of  diphtheria  prevention  resolves  itself  into 
the  treatment  of  only  30  per  cent  of  the  babies 
under  one  year  of  age.  Physicians  need  to  treat 
in  their  offices  not  less  than  one  out  of  every 
three  babies  to  wdiom  they  give  care  during  the 
first  year  of  life,  to  ensure,  once  the  factor  of 
safety  is  established,  that  the  percentage  of 
treated  preschool  children  will  not  fall  below  30 
per  cent. 

The  department  has  federal  funds  available  for 
the  remainder  of  the  fiscal  year  ending  June  .30, 
1937,  w’ith  w’hich  to  carry  out  the  new  program 
in  tw'elve  other  counties.  The  list  of  eligible 
counties  include  Audubon,  Buchanan,  Cass,  Craw- 
ford, Delaw^are,  Dubuque  (exclusive  of  the  city 
of  Dubuque),  Harrison,  Jackson,  Marion,  Potta- 
wattamie (exclusive  of  the  city  of  Council 
Bluffs),  Winnebago  and  Woodbury  (exclusive  of 
Sioux  City). 

The  department  believes  that  funds  for  paying 
physicians  for  services  rendered  can  be  secured 
from  local  sources  in  many  Iowa  counties.  Upon  ( 
request  of  a county  medical  society,  a representa-  -■ 
tive  of  the  Division  of  Child  Health  and  Health  ; 
Education  of  the  State  Department  of  Health 
wall  help  to  obtain  the  financial  support  for  the 


project. 

An  outline  of  the  plan  follows : . 

I.  The  County  IMedical  Society  | 

A.  Contracts  to  assist  with  the  conduct  of  ) 
a year  round  preventive  program,  the  ^ 
essential  features  of  wdiich  include : j 

1.  Bringing  all  forces  concerned  to  bear  i 
effectively  on  the  problems  of  secur-  ♦ 
ing  treatment  of  children  in  the  i)re-  * 
school  age  during  one  month  of  the  5 
year.  ) 


a.  By  treating,  wfithout  cost,  to  the  • 
parents,  all  children  in  the  age 
group,  nine  to  twenty-four  months 
inclusive. 

b.  By  offering  to  give  preventive 
agent  to  children  older  than  tw’en- 
ty-four  months  for  a fee  to  be 
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determined  by  the  membership  of 
the  county  society. 

2.  Ofifering,  during  any  of  the  other 
eleven  months  of  the  year,  to  treat, 
without  cost  to  parents,  all  chil- 
dren, residents  of  the  county  and 
in  the  age  group,  nine  to  twenty- 
four  months  inclusive. 

B.  Appoints  a Committee  on  Immunization 
from  its  membership  with  full  power  to 
act  for  the  purpose  of  assisting  with  the 
organization  of  the  program  Iiy : 

1.  Serving  as  a liaison  between  the  State 
Department  of  Health  and  other  co- 
sponsors. 

2.  Determining  the  month,  the  day  and 
the  hours,  during  which  an  intensive 
drive  will  be  conducted. 

3.  Preparing  a list  of  participating  phy- 
sicians. 

4.  Demonstrating  the  technic  of  intra- 
dermal  ( Schick)  test  for  immunity 
and  interpreting  the  possible  reactions 
to  same. 

5.  Deciding,  after  counsel  from  the 
State  Department  of  Health,  the  ad- 
visability of  and  the  necessity  for  the 
establishment  of  treatment  stations. 

6.  Allocating  physicians  to  serve  areas 
without  medical  services. 

7.  Reviewing  and  approving  publicity 
material,  literature,  etc. 

8.  Supplying  speakers  to  address  lay  or- 
ganizations. 

9.  Receiving,  maintaining  under  projrer 
refrigeration,  and  distributing  pre- 
ventive agent. 

10.  Collecting  a record  card  for  all  in- 
dividuals treated  by  each  of  the  par- 
ticipating ])hysicians  and  turning  the 
cards  over  to  a rei)resentative  of  the 
State  Department  of  Health. 

C.  Determines  the  fee  to  be  paid  participat- 
ing ])hysicians  for  treating  children  old- 
er than  twenty-four  months. 

D.  Disburses  funds  paid  to  it  for  treating, 
without  cost  to  parents,  youngsters  in  the 
age  group  nine  to  twenty-four  months, 
inclusive,  according  to  the  method  de- 
cided by  a vote  of  the  majority  of  the 
membership  of  the  society  at  a regular- 
ly scheduled  meeting. 

11.  The  State  Department  of  Health. 

A.  Pays  for  the  treatment  of  children  in 
the  age  group,  nine  to  twenty-four 
months  inclusive,  only  in  those  countioh 


eligible  under  the  Iowa  plan  for  ma- 
ternal and  child  health  services. 

B.  Helps  to  obtain  local  financial  support 
for  paying  participating  physicians  for 
treating  babies  in  the  age  group,  nine  to 
twenty-four  months  inclusive,  in  those 
counties  not  eligible  under  the  Iowa  plan 
for  maternal  and  child  health  services. 

C.  Provides  without  cost  the  diphtheria  pre- 
ventive agent  and  Schick  test  material. 

D.  Furnishes  a public  health  nurse,  when- 
ever one  is  not  available  locally,  for  the 
purpose  of : 

1.  Instructing  lay  groups  regarding  the 
house  to  house  canvass. 

2.  Assisting  with  the  conduct  of  a pro- 
gram of  education  by : 

a.  Scheduling  talks  to  lay  organiza- 
tions. 

b.  Arranging  for  newspaper  and 
other  types  of  publicity. 

c.  Making  home  visits  to  families 
' who  cannot  be  contacted  by  vol- 
unteer workers. 

E.  Assists  with  the  preparation  of  publicity 
material. 

F.  Supplies,  without  cost : 

1.  A list  of  names  and  addresses  of 
children  in  the  age  group  nine  to 
twTiity-four  months  inclusive. 

2.  An  estimate  of  the  total  preschool 
population  in  the  county. 

3.  Literature. 

4.  Certificates  of  Immunity. 

5.  Record  Cards. 

G.  Mimeograjrhs  a sheet  on  which  is  listed ; 

1.  The  names  and  addresses  of  partici- 
pating physicians. 

2.  Information  concerning  the  day  and 
hours  during  which  treatments  will 
be  given. 

3.  The  fee  which  parents  are  to  pay  for 
the  treatment  of  children  older  than 
twenty-four  months. 

HI.  The  Lay  Cosjxmsors. 

A.  Arrange  for  group  meetings  of  all  or- 
ganizations interested  in  child  health 
and  protection  in  the  four  quarters  of  the 
county. 

B.  Re(|uest  an  outline  of  the  jirogram  by 
speakers  from: 

1 . d'he  local  county  medical  society. 

2.  'I'he  state  department  of  health. 

C.  Partieijiate  actively  in  the  organization 
and  conduct  of  the  program  by : 

1.  Helping  to  secure  the  necessary  finan- 
cial support  from: 
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in  order  that  she  may  cross  out  the 
names  of  all  treated  children.  Sev- 
eral days  before  the  last  treatment, 
a revisit  should  be  made  to  every 
family  which  has  an  untreated 
child  on  the  original  list. 

4.  Obtaining  after  each  treatment  date, 
the  number  of  children  of  preschool 
age  given  treatments  by  tbe  partici- 
pating physicians. 

5.  Reporting,  to  the  State  Department 
of  Health,  after  each  treatment  date, 
the  number  of  treated  children  in  the 
age  groups,  nine  to  twenty-four 
months  inclusive,  twenty-five  to  sev- 
enty-one months,  and  seventy-two 
months  and  over. 

6.  Filing  with  the  State  Department  of 
Health  at  the  completion  of  the  in- 
tensive drive,  a report  which  indicates 
the  names,  addresses,  etc.,  of  parents 
having  untreated  children  in  the  age 
group,  nine  to  twenty-four  months, 
inclusive. 

7.  Appointing  committees  to  work  with 
the  Committee  on  Immunization  of 
the  county  medical  society  and  the 
local  or  state  department  of  health 
public  health  nurse  regarding — 

a.  Finances. 

b.  House  to  house  canvass. 

c.  Publicity. 

d.  Transportation. 

e.  Records  and  reports. 

Such  a plan,  the  department  believes,  meets  the 
needs  for  diphtheria  prevention  in  practically  all 
of  the  cities  and  counties  of  Iowa  and  can  be  car- 
ried out  with  local  resources.  The  diphtheria 
toxoid  or  other  preventive  agent  used  will  be  suj> 
plied  by  the  State  Department  of  Health  without 
cost.  A public  health  nurse  will  also  be  available. 
No  plan  will  be  approved  that  does  not  ensure  and 
maintain  the  physician  to  patient  relationship  and 
the  physician’s  fee  must  be  paid  from  local  funds. 


a.  I^ocal  tax-levying  bodies  (boards 
of  supervisors,  boards  of  educa- 
tion, city  councils)  through  indi- 
vidual and  collective  action. 

b.  Private  sources  (service  clubs, 
women’s  organizations,  etc.). 

2.  Assuming  responsibility  for  visiting 
all  families  having  children  in  the  age 
group,  nine  to  twenty-four  months 
inclusive,  according  to  the  following 
procedure. 

a.  Make  a master  list  of  all  children 
in  the  age  group,  nine  to  twenty- 
four  months  inclusive.  This  list 
should  contain  the  following  infor- 
mation for  each  child;  the  parents' 
name,  correct  address,  the  child’s 
name  and  date  of  its  birth. 

b.  Break  up  the  master  list  into  sev- 
eral smaller  lists  on  the  basis  of 
townships  or  post  office  addresses. 
(Check  the  accuracy  of  the  ad- 
dresses given  on  the  lists  with  local 
l>ostal  authorities.) 

c.  Assign  volunteer  workers  to  can- 
vass the  families  in  a given  area. 
( .^sk  the  social  welfare  workers  to 
contact  families  on  relief.) 

3.  Arranging  for  groups  of  volunteer 
workers  to  meet  with  local  or  state 
department  of  health  public  health 
nurse  for  the  purpose  of  securing: 

a.  The  essential  facts  regarding  the 
need  for  and  value  of  protective 
treatments. 

b.  Mimeographed  lists  containing  the 
names  and  addresses  of  participat- 
ing physicians. 

c.  Literature  for  free  distribution. 

d.  Instruction  regarding  report  of  re- 
sult of  home  call  which  should 
cover  date  of  call,  reaction  of  par- 
ent, such  as  “Family  not  inter- 
ested,’’ “Will  go  to  Dr.  Jones  on 
May  10th,’’  “Child  previously  im- 
munized,’’ or  “Family  not  lo- 
cated,’’ etc. 

e.  Suggestions  covering  revisits 
which  are  essential  because  the 
family  may  have  forgotten  the 
treatment  date  or  needs  to  receive 
additional  facts  to  motivate  it. 
Each  worker  making  home  visits 
should  check  her  list  with  the  local 
physician  after  each  treatment  date 


SPEAKERS  BUREAU  RADIO  SCHEDULE 
WOI — Wednesdays  at  4:30  P.  M. 
WSUI— Tuesdays  at  7:45  P.  M. 
August  5 — Summer  Complaints  in  Children. 
August  12 — Constipation. 

August  19 — Is  Your  Child  Ready  for  School? 
August  26 — “Autocides.” 

September  2 — Prenatal  Care. 


ti 
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SPEAKERS  BUREAU  ACTIVITIES 


FEDERAL  REFRESHER  COURSES 
During  June  and  July  the  Speakers  Bureau  Com- 
mittee, through  the  cooperation  of  the  Children’s  Bu- 
reau of  the  Department  of  Labor  and  the  Iowa  State 
Board  of  Health,  presented  refresher  courses  in  ob- 
stetrics and  pediatrics  at  four  centers  in  Iowa.  This 
work  was  financed  by  funds  granted  under  the  Social 
I Security  Act  and  in  this  state  was  carried  out  under 
! the  direction  of  the  Speakers  Bureau  Committee. 

Courses  were  held  in  Washington,  where  a county 
I health  unit  has  been  established,  in  Clinton,  Oelwein, 
and  Gamer.  Attendance  varied  at  the  various  cen- 
ters, with  thirty-three  enrolled  at  Washington  from 
[ eight  counties,  twenty-two  at  Clinton  from  two  coun- 
I ties;  fifty-six  at  Oelwein  from  eleven  counties;  and 
I twenty-five  at  Garner  from  seven  counties.  Lectures 
were  given  weekly  for  four  weeks;  half  of  the  three 
hour  lecture  being  devoted  to  obstetrics  and  half  to 
' pediatrics.  Dr.  Philip  C.  Jeans  of  the  State  Univer- 
sity of  Iowa  gave  two  lectures  on  the  fundamentals 
of  nutrition  and  one  lecture  on  immunization.  Dr. 
Julian  D.  Boyd  of  the  State  University  of  Iowa  gave 
one  lecture  on  the  proper  physical  examination  of 
the  child.  Dr.  H.  C.  Hesseltine  of  the  Chicago  Lying- 
In  Hospital  gave  three  lectures  on  the  care  of  the 
obstetric  patient,  and  Dr.  Roy  I.  Theisen  of  Dubuque 
gave  one  lecture  on  this  subject. 

In  order  to  make  these  lectures  more  valuable  to 
those  attending  the  courses,  mimeographed  outlines 
or  abstracts  of  each  lecture  will  be  sent  to  every 
physician  enrolled,  which  he  may  have  for  future 
reference. 

Reports  on  these  courses  have  been  that  the  lec- 
tures were  very  helpful,  and  that  those  attending  felt 
that  they  had  benefited.  It  is  possible  that  more  of 
these  courses  will  be  held  during  the  coming  year. 
It  is  the  desire  of  the  Speakers  Bureau  Committee  to 
present  these  courses  when  it  can  be  done  efficiently, 
and  the  committee  will  spare  no  effort  to  make  the 
lectures  practical  and  usable.  Comments  on  this  first 
I course,  and  the  experience  gained  from  it,  will  be 

■ helpful  in  planning  a second  series  which  will  touch 

' the  fundamental  points  in  obstetrics  and  pediatrics. 
Communities  that  are  interested  in  such  courses  are 
asked  to  write  to  the  Speakers  Bureau  Committee. 

It  should  be  borne  in  mind  that  the  money  used 
to  finance  these  courses  comes  from  the  taxpayers, 
and  for  that  reason  it  is  only  logical  that  these 
courses  be  presented  as  efficiently  and  economically 
as  possible,  and  that  the  largest  number  of  physicians 
in  each  center  be  reached.  The  Speakers  Bureau 
Committee  has  no  desire  to  present  these  courses  un- 
less there  is  a definite  demand  for  them.  If  it  is  the 
desire  of  the  medical  profession  in  the  state  to  bene- 
fit from  federal  funds  which  are  earmarked  for  the 
purpose  of  refresher  courses,  the  Bureau  will  be 
very  glad  to  use  its  facilities  in  planning  and  ar- 
ranging them.  These  federal  funds  provide  only 
for  the  salaries  and  traveling  expense  of  the  lectur- 


ers, and  consequently  any  expense  incurred  in  the 
community,  such  as  the  rent  of  a hall  or  similar 
expenses,  must  be  borne  by  the  members  enrolled  in 
the  course. 

Another  point  which  should  be  stressed  is  that 
these  refresher  courses  are  not  the  same  as  the  regu- 
lar postgraduate  extension  courses  for  which  tuition 
is  charged.  There  are,  however,  centers  in  the  state 
which  have  been  unable  to  finance  one  of  the  larger 
courses,  and  these  places  have  been  given  first  consid- 
eration for  the  refresher  courses  because  the  ma- 
jority of  the  expense  is  taken  care  of  by  federal 
funds.  In  following  this  policy,  the  Bureau  is  able 
to  give  these  courses  in  localities  which  have  not  had 
courses  heretofore. 

The  regular  postgraduate  courses  will  be  held  as 
usual,  with  the  regular  tuition  charge  as  before,  and 
an  outline  of  those  planned  for  fall  is  given  on  this 
page. 


POSTGRADUATE  EXTENSION  COURSES 
The  Speakers  Bureau  Committee  will  present  a 
course  in  general  therapeutics  at  Davenport  starting 
sometime  in  September.  The  number  of  lectures  has 
not  been  set  definitely  as  yet,  but  the  subjects  under 
consideration  are  as  follows: 

1.  The  Present  Status  of  Endocrine  Therapy 

2.  Treatment  of  Syphilis 

3.  Modern  Cardiac  Therapy 

4.  Diagnosis  and  Treatment  of  Common  Neurologic 

Lesions  Found  in  General  Practice 

5.  Radiologic  Therapy 

6.  Diet  in  the  Treatment  of  Disease 

7.  Evaluation  of  Intravenous  Therapy 

8.  Diagnosis  and  Treatment  of  Cancer  of  the  Skin 

9.  The  Barbiturates  in  the  Treatment  of  Disease 

10.  Principles  Involved  in  the  Treatment  of  Frac- 

tures 

11.  Diagnosis  and  Treatment  of  Arthritis 

12.  Diagnosis  and  Treatment  of  Nephritis 

13.  Evaluation  of  the  Present  Knowledge  of  Allergy 

14.  Modern  Treatment  of  Diabetes 

Extension  courses  are  also  being  planned  for  Oska- 
loosa  and  Chariton.  These  will  be  general  in  nature, 
covering  both  surgery  and  medicine.  Courses  may 
be  presented  at  Mason  City  and  Sheldon,  but  plans 
for  these  have  not  yet  been  completed.  A course  in 
Cancer  will  be  presented  in  the  eastern  part  of  the 
state.  More  detailed  information  about  these  courses 
will  be  presented  in  the  September  issue  of  the  Jour- 
nal. In  the  meantime,  those  interested  in  attending 
should  write  to  the  councilor  of  the  district  and 
learn  from  him  more  about  the  course.  For  the  most 
part,  they  will  consist  of  ten  lectures  of  two  hours 
each,  and  the  tuition  fee  will  be  $10.00  unless  other- 
wise announced. 

These  courses  are  general  in  nature,  covering  vari- 
ous subjects.  They  should  not  be  confu.sed  with  the 
(Continuc<I  on  page  492) 
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WOMAN’S  AUXILIARY  NEW! 

Edited  by  the  Press  and  Piiblicitx  Committee 
Mrs.  Dean  \V.  Harman,  Chairman,  Glenwood,  Iowa 


PROGRAM  SUGGESTIONS 

Valuable  pamphlets  that  may  be  secured  through 
the  various  bureaus  of  the  American  Medical  Asso- 
ciation, and  which  can  be  of  value  to  Auxiliary 
groups  when  planning  next  year’s  program  are 
listed  as  follows: 

What  Science  Knows  About  Cancer. 

Progress  Against  Cancer. 

Health  Inspection  of  School  Children. 

Shall  We  Pasteurize. 

The  Psychology  of  Progressive  Deafness. 

A Century  of  Progress  in  Medicine. 

The  Community  Swimming  Pool. 

Byways  on  the  Road  to  Health  (Alcohol  and  To- 
bacco). 

Feminine  Beautification. 

Cosmetics  and  Allied  Preparations. 

Obesity  Cures. 

Patent  Medicines. 

Handbook  of  Sickness  Insurance,  State  Medicine, 
and  the  Cost  of  Medical  Care. 

New  Forms  of  Medical  Practice. 

There  is  a small  charge  for  most  of  the  above 
publications.  The  pamphlets  on  general  health  and 
hygiene  by  the  Bureau  of  Health  and  Public  Instruc- 
tion, those  on  nostrums  and  quackery  by  the  Bureau 
of  Investigation  and  those  on  Medical  Economics  by 
the  Bureau  of  Medical  Economics  constitute  a great 
reservoir  of  facts  which  may  be  exceedingly  useful. 


MILLS  COUNTY 

The  Mills  County  Auxiliary  met  in  conjunction 
with  the  Mills  County  Medical  Society  at  the  State 
Institution  in  Glenwood,  Tuesday  evening,  July  7. 


A number  of  guests  were  px'esent  and  enjoyed  a so- 
cial hour  following  the  presentation  of  a film  on 
“Anesthesias,”  and  talks  by  several  of  the  doctors. 


WHY  AN  AUXILIARY? 

The  campaign  now  well  under  way  to  form  aux- 
iliaries to  the  county  and  state  medical  societies  gives 
point  to  the  question  raised  in  the  Wisconsin  Medical 
Journal,  “Why  An  Auxiliary?”  We  might  as  well 
ask  “Why  a Wife?”  says  the  writer,  who  dips  his 
pen  in  effervescent  ink  and  gives  us  this: 

Medical  organization  went  on  for  nearly  a century 
in  a state  of  single  blessedness.  Like  an  old  bache- 
lor it  never  seemed  to  realize  that  it  was  doing  many 
odd  jobs  which  could  be  done  by  a helpmate  and  that 
its  standing  in  the  community  was  being  sorely  neg- 
lected. Then  one  spring  morning  some  10  years  ago 
came  a comely  lady,  who  announced  herself  as  Mrs. 
Auxiliary,  rolled  up  her  sleeves,  nudged  Mr.  Medicine 
in  the  side,  and  said,  “Shove  over — I’m  going  to 
pitch  in,  help  get  your  house  in  order,  and  I’m  going 
to  be  your  partner.” 

The  old  fellow,  unaccustomed  to  team  work,  grumb- 
led and  still  sputters  at  times,  but  down  in  his  heart 
realizes  how  efficient  she  has  been.  During  the  years 
she  has  grown  and  developed  into  a buxom  house- 
wife, on  whom  he  has  learned  to  depend  more  and 
more.  She  has  been  helpful  in  more  way  than  he 
realizes  and  she  can  do  more  and  more  for  him  as 
time  goes  on  and  he  learns  more  to  rely  on  her. 
Her  main  job  is  to  improve  his  standing  in  the  com- 
munity. He  has  been  a hermit  and  has  covered  up 
his  sterling  qualities  and  his  good  deeds.  He  has  had 
few  contacts  with  others  and  she  can  do  much  in 
bringing  about  a better  appreciation  of  his  work  and 
of  his  worth. — New  York  State  Journal  of  Medicine, 
October  15,  1935,  also  Pennsylvania  Medical  Journal, 
December,  1935. 
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SOCIETY  PROCEEDINGS 


Floyd  County 

0.  R.  Hyndman,  M.D.,  of  Iowa  City,  was  the 
guest  speaker  for  the  Floyd  County  Medical  So- 
ciety when  that  organization  met  at  the  home  of 
Dr.  R.  A.  Fox  in  Charles  City,  Tuesday,  July  28. 
Dr.  Hyndman  spoke  on  Certain  Aspects  and  Fun- 
damentals of  Intercranial  Surgei-jL 


Hancock-Winnebago  Society 
The  tuberculosis  survey  conducted  in  Hancock 
County  during  June  was  brought  to  a close  with  an 
all  day  meeting  of  the  Hancock-Winnebago  Medical 
Society  and  the  Hancock  County  Tuberculosis  Asso- 
ciation, held  in  Garner,  Tuesday,  June  30.  Thirty- 
three  lung  patients  and  nineteen  heart  patients  were 
examined  by  the  visiting  clinicians.  Dr.  John  H. 
Peck  of  Des  Moines,  and  Dr.  Daniel  J.  Glomset,  also 
of  Des  Moines. 


Mills  County 

The  Mills  County  Medical  Society  and  the  Woman’s 
Auxiliary  to  the  organization  met  Tuesday,  July  7, 
at  the  State  Institution  in  Glenwood.  Specially  in- 
vited guests  at  the  meeting  included  Mills  County 
dentists  and  veterinarians  and  their  wives.  The  fea- 
ture of  the  evening’s  progi-am  was  the  showing  of 
a motion  picture  film.  New  Methods  of  Anesthesia, 
after  which  the  members  present  entered  into  a 
general  discussion. 


Sixth  Councilor  District  Meeting 
The  annual  gamefest  of  the  Sixth  District  Med- 
ical Society  was  held  in  conjunction  with  a meet- 
ing of  the  Poweshiek  County  Medical  Society  at 
the  Grinnell  Country  Club  at  Grinnell,  Iowa,  on 
Thursday,  June  25.  For  those  attending,  the  after- 
noon was  one  of  thorough  recreation  and  pleasure. 
Bridge,  golf  and  shuffieboard  were  indulged  in  ac- 
cording to  the  desires  of  the  individual.  In  the  late 
afternoon  the  secretaries,  deputy  councilors  and 
other  officers  of  the  counties  represented  met  for  a 
brief  conference  on  society  problems  and  interests. 
Dr.  Robert  L.  Parker  of  Des  Moines,  secretary  of 
the  Society,  presided  over  this  meeting.  About  sixty 
doctors  and  their  ladies  were  the  guests  of  the  Powe- 
.'hiek  County  Medical  Society  at  a delightful  dinner. 
Following  dinner  Dr.  C.  W.  Ellyson  of  Waterloo, 
councilor  of  the  Sixth  District,  made  a few  well 
chosen  remarks  and  introduced  William  L.  Strunk, 
Ph.D.,  of  Decorah,  chairman  of  the  Board  of  Ex- 
aminers in  the  Basic  Sciences.  Dr.  Strunk  gave 
an  interesting  address  on  the  subject  of  The  Basic 
Science  Law  and  Its  Operation. 


Twin  Lakes  District  Medical  Society 
At  the  recent  meeting  of  the  Twin  Lakes  District 
Medical  Society  held  in  Rockwell  City,  Saturday, 
June  11,  the  following  officers  were  elected  to  serve 
during  the  coming  year:  Dr.  T.  R.  Vineyard  of  Dow 
City,  president;  and  Dr.  P.  W.  Van  Metre  of  Rock- 
well City,  secretary  and  treasurer.  Crawford  County 
was  admitted  to  membership  in  the  organization, 
thus  making  it  a twelve  county  district. 

P.  W.  Van  Metre,  M.D.,  Secretary 

Upper  Des  Moines  Medical  Society 
The  summer  meeting  of  the  Upper  Des  Moines 
Medical  Society  was  held  at  the  Park  Theatre  in 
Arnolds  Park,  Thursday,  August  6,  with  the  fol- 
lowing program:  Improving  Health  Work  in  Iowa 
Under  the  Social  Security  Act,  Walter  L.  Bierring, 
M.D.,  of  Des  Moines;  Practical  Treatment  of  the 
Anemias,  Frank  I.  Heck,  M.D.,  The  Mayo  Clinic, 
Rochester,  Minnesota;  Appendicitis  in  Children,  Ed- 
win N.  Miller,  M.D.,  of  the  Children’s  Hospital,  Chi- 
cago; and  New’er  Developments  in  the  Treatment  of 
Diabetes,  E.  B.  Winnett,  M.D.  of  Des  Moines.  Dr. 
Q.  C.  Fuller  of  Milford,  presided  over  the  evening 
banquet,  after  which  the  address  of  the  evening  was 
delivered  by  Frank  H.  Krusen,  M.D.,  of  The  Mayo 
Clinic,  Rochester,  Minnesota.  Dr.  Krusen  spoke  on 
Medicine  Keeps  Pace  With  the  Machine  Age.  Dr. 
George  H.  Keeney  of  Mallard  is  president  of  the 
organization,  and  the  committee  on  arrangements  for 
this  meeting  consisted  of  Gerald  Henning,  M.D.,  of 
Milford,  Tom  Ward,  M.D.,  of  Arnolds  Park,  and  Phil 
Scott,  M.D.,  of  Spirit  Lake. 


PERSONAL  MENTION 

Dr.  R.  M.  Sorensen  has  been  appointed  director  of 
the  re-established  County  Health  Unit  at  Washing- 
ton, Iowa,  and  assumed  his  duties  there  July  1.  Dr. 
Sorensen  was  engaged  in  the  private  practice  of 
medicine  at  Cumberland  for  several  years,  and  comes 
to  Washington  direct  from  Minneapolis,  where  he 
has  been  taking  special  courses  in  public  health  work. 

Dr.  .M.  H.  Lynch,  who  practiced  in  Atlantic  for  the 
past  fourteen  years,  has  located  in  Manning,  where 
he  will  continue  in  his  chosen  profession. 

Dr.  RolH'rt  J.  Johnson,  a recent  graduate  of  the 
State  University  of  Iowa,  College  of  Medicine,  has 
opened  an  office  in  Iowa  Falls. 

Dr.  .Arthur  F’attison.  a member  of  the  staff  of  the 
State  University  of  Iowa,  College  of  Medicine,  has 
left  that  institution  for  Oklahoma  City,  where  he 
will  enter  the  private  practice  of  medicine  and 
surgery. 
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Dr.  John  H.  Keith  announces  his  association  in  the 
practice  of  medicine  and  surg’ery  with  Dr.  F.  S.  Skin- 
ner in  Marion.  Dr.  Keith  was  graduated  from  Rush 
Medical  College  in  1932,  and  interned  at  the  Wash- 
ington Boulevard  Hospital  in  Chicago  for  two  years. 


Dr.  F.  P.  McNamara  of  Dubuque  spoke  on  “Iowa’s 
Cancer  Mortality  Rate,”  before  the  Dubuque  Kiwanis 
Club,  Monday,  July  13,  presenting  in  detail  the  pos- 
sibility of  reducing  this  rate  thirty  or  forty  per  cent 
by  the  full  utilization  of  modern  methods  of  diagnosis 
and  treatment. 


Dr.  Paul  C.  Richmond  has  arrived  in  Osage,  where 
he  will  have  charge  of  Dr.  Frank  W.  Lee’s  practice 
for  the  next  few  weeks,  while  Dr.  Lee  is  vacationing 
in  the  west.  Upon  Dr.  Lee’s  return.  Dr.  Richmond 
plans  to  open  an  office  of  his  own,  and  remain  in 
Osage.  Dr.  Richmond  was  graduated  from  the  State 
University  of  Iowa,  College  of  Medicine,  in  1935,  and 
has  just  completed  his  interneship  at  the  Missouri 
Methodist  Hospital  in  St.  Joseph,  Missouri.  Dr. 
Richmond  is  also  a registered  pharmacist,  and  prior 
to  his  medical  training,  practiced  as  a pharmacist 
for  several  years,  in  California  and  Iowa. 

Dr.  Raymond  M.  Rice,  formerly  of  Council  Bluffs, 
has  accepted  a position  with  the  Eli  Lilly  Company, 
as  a member  of  their  research  staff.  The  invitation 
was  received  in  view  of  his  preparation  of  an  ani- 
mated motion  picture  for  the  instruction  of  diabetic 
patients.  At  the  Indianapolis  laboratories  he  will 
supervise  the  making  of  additional  films.  Dr.  Rice 
is  a graduate  of  the  University  of  Nebraska,  College 
of  Medicine,  and  has  practiced  in  Council  Bluffs  for 
six  years'. 


Dr.  Paul  F.  Marling  of  Minneapolis,  has  become 
associated  with  Dr.  A.  F.  Walter  of  Gladbrook,  as  his 
assistant  in  the  practice  of  medicine  and  surgery. 
Dr.  Marling  was  graduated  from  the  medical  depart- 
ment of  the  University  of  Minnesota,  and  interned  at 
Broadlawns  Hospital  in  Des  Moines.  Dr.  Walter, 
who  is  the  oldest  active  practitioner  in  Tama  County, 
has  practiced  in  that  community  for  fifty-six  years. 


Dr.  A.  C.  Schach,  who  for  the  past  three  years  has 
been  engaged  in  the  private  practice  of  medicine  in 
Burlington,  has  recently  been  appointed  director  of 
the  reorganized  County  Health  Unit  for  Des  Moines 
County,  with  headquarters  in  Burlington.  He  began 
his  duties  June  1. 


Dr.  John  W.  Castell,  who  was  graduated  in  1934 
from  the  State  University  of  Iowa,  College  of  Medi- 
cine, has  returned  to  his  home  town  of  Fairfield  to 
enter  the  practice  of  medicine.  Dr.  Castell  recently 
completed  two  years  as  an  interne  in  the  City  Hos- 
pital of  Binghamton,  New  York. 


Dr.  Harold  N.  Neu  of  Omaha  has  arrived  in  Sac 
City,  where  he  will  be  associated  with  Dr.  G.  H. 
Swearingen,  as  his  partner.  Dr.  Neu  is  a graduate  of 
the  Creighton  University  School  of  Medicine. 


Dr.  W.  H.  Fairbanks,  who  has  been  associated  with 
Dr.  J.  S.  Deering  in  Onawa  for  the  past  four  years, 
has  left  that  community  for  Vermillion,  South  Da- 
kota, where  Dr.  Fairbanks  plans  to  continue  the  prac- 
tice of  medicine. 


Dr.  Clare  Trueblood  has  opened  an  office  in  Indian- 
ola,  where  he  will  be  associated  with  Dr.  E.  E.  Shaw. 
Dr.  Trueblood  is  a graduate  of  Temple  University 
School  of  Medicine,  Philadelphia,  and  took  special 
work  in  psychiatry  in  the  Frankfort  Hospital  in 
Philadelphia.  His  interneship  was  served  at  the 
Iowa  Methodist  Hospital  in  Des  Moines,  and  for  the 
past  several  months  he  has  been  associated  with 
Dr.  J.  T.  Strawn  in  Des  Moines. 


Dr.  Dale  Cornell  arrived  in  Greenfield,  recently 
from  San  Antonio,  Texas,  where  he  had  just  com- 
pleted a year’s  interneship  in  the  Robert  Green  Hos- 
pital. Newly  decorated  and  modernized  offices  will 
be  occupied  by  Dr.  Cornell,  who  was  graduated  in 
1935  from  the  State  University  of  Iowa,  College  of 
Medicine.  He  has  also  taken  special  work  in  obstet- 
rics at  the  Chicago  Maternity  Center,  and  special 
surgical  work  under  Dr.  Beye  of  the  State  Univer- 
sity of  Iowa,  College  of  Medicine. 


DEATH  NOTICES 

Mogridge,  George,  of  Glenwood,  aged  eighty,  died 
suddenly  July  22,  as  the  result  of  a heart  attack. 
He  was  graduated  in  1894  from  the  University  of 
Nebraska,  College  of  Medicine,  at  Omaha,  and  had 
long  been  a member  of  the  Mills  County  Medical 
Society. 


Tallman,  Cameron  C.,  formerly  of  Fairfield,  aged 
sixty-one,  died  suddenly  July  31,  at  the  home  of 
his  son  in  Fresno,  California,  from  hypertension  and 
arteriosclerosis.  He  was  graduated  in  1900  from 
Rush  Medical  College,  Chicago,  and  at  the  time  of 
his  death  was  a member  of  the  Jefferson  County 
Medical  Society. 


SPEAKERS  BUREAU  ACTIVITIES 

(Continued  from  page  489) 

federal  refresher  courses,  which  deal  with  obstetrics 
and  pediatrics  only.  An  effort  will  be  made  this  year 
to  provide  abstracts  of  each  lecture.  This  should  add 
to  the  benefits  to  be  derived  from  the  course,  and  if 
possible,  this  procedure  will  be  followed  henceforth. 
The  Speakers  Bureau  Committee  will  be  glad  to 
answer  inquiries  concerning  these  courses,  or  to  hear 
from  other  communities  desiring  courses. 
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Harry  French  Thompson,  M.D.,  Forest  City 

“The  moving  finger  writes;  and,  having  writ, 
Moves  on;  nor  all  your  piety  nor  wit 
Shall  lure  it  back  to  cancel  half  a line, 

Nor  all  your  tears  wash  out  a word  of  it.” 


! Would  that  the  writer  had  the  ability  adequately 
t and  properly  to  portray  the  pioneer  physicians 
who  first  practiced  in  this  community.  Coming 
into  the  territory,  as  some  of  them  did,  when  it 
I was  a trackless  waste  of  prairie,  marsh  and  forest, 
they  followed  their  profession,  riding  horseback, 
over  hill  and  dale,  guided  by  the  stars  at  night,  and 
following  the  dim  trail  by  day,  with  their  com- 
plete armamentarium  in  their  saddlebags,  and 
“under  their  hat.”  The  remedies  at  their  com- 
mand were  few  in  number,  but  so  thoroughly 
were  they  understood,  that,  by  their  use  they  were 
able  to  play  on  their  patient  as  a virtuoso  on  a 
violin.  Administered  as  they  were  with  minute 
i instructions  and  monumental  assurance,  and  ac- 
companied by  that  supreme  confidence  which  these 
men  were  able  to  inspire,  many  a patient  was  car- 
ried successfully  through  serious  illness  under 
, conditions  that  would  now  be  considered  appalling. 

We  of  this  generation  are  often  presented  with 
, statistics  showing  a low  percentage  of  mortality  in 
a given  series.  No  doubt  if  the  record  of  these 
older  men  could  be  compared  with  those  of  today, 
the  mortality  percentage  would  compare  favor- 
ably with  the  best  of  them.  They  had  none  of  the 
diagnostic  instruments  of  precision,  the  assayed 
tinctures,  or  the  endocrine  products  at  their  com- 
, mand.  Many  of  their  remedies  they  prepared 
, themselves  from  roots,  herbs  and  bark,  gathered 
I in  the  forest  and  along  the  river  bank.  However. 
I with  their  calomel  and  rhubarb,  their  “pukes  and 
purges.”  many  an  ailing  j>atient  - was  snatched 
' from  the  jaws  of  death  and  sent  on  his  way  re- 
' joicing,  to  continue  his  work  of  pre{)aring  the 
wilderness  for  those  of  us  who  are  here  today. 


Probably  the  first  white  man  to  appear  in  what 
is  now  Winnebago  County,  was  a hunter  and  trap- 
per, Lee  Farlow.  There  is  a possibility  that  Lieu- 
tenant Albert  Lea  may  have  passed  through  the 
territory,  but  if  he  did,  he  made  no  stops,  other 
than  temporary  camps  for  the  night  while  en  route. 
Lee  Farlow  came  during  the  winter  of  1853  and 
1854.  The  following  year,  1855,  a few  families 
appeared,  some  of  them  remaining  as  permanent 
settlers.  Farlow  spent  the  winter  in  the  timber, 
on  the  east  bank  of  Winnebago  River,  in  what  is 
now  East  Forest  City,  and  it  was  here  that  the  first 
permanent  settlements  were  made.  Later,  or  pos- 
sibly at  about  the  same  time,  a settlement  was 
made  at  Bristol,  in  Worth  County,  about  twenty 
miles  northeast  of  Forest  City,  and  a few  miles 
east  of  what  is  now  Lake  Mills.  This  must  have 
been  a settlement  of  some  size,  and  importance, 
for  Dr.  Keeler,  the  first  doctor  to  come  into  the 
territory,  located  there  in  1856.  Dr.  Keeler  was 
not  the  first  doctor  to  live  in  Winnebago  County, 
but  he  was,  without  a doubt  the  first  one  to  prac- 
tice here. 

Dr.  James  Keeler  was  born  April  9,  1825,  in 
Wallingford,  Connecticut,  the  son  of  Rev.  James 
and  Clarrissa  Bessie  Keeler.  His  mother  died 
when  he  was  three  months  old,  and  the  care  of 
twin  babies  was  left  to  the  father.  Rev.  Keeler 
moved  to  New  York  state  about  ten  years  later, 
and  there  at  the  age  of  eighteen,  Dr.  Keeler 
began  his  medical  education,  graduating  from  the 
Albany  Medical  College  in  1846.  He  immediatelv 
came  to  low'a  and  for  a short  time  practiced  at 
Toolsboro,  Louisa  County,  and  later  located  at 
Cedar  Imlls  where  he  practiced  about  ten  years. 
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He  was  said  to  have  been  the  first  physician  to 
practice  in  Black  Hawk  County.  Dr.  Keeler 
must  have  been  of  a restless  disposition,  for  in 
1849,  during  the  California  gold  rush,  he  thought 
some  of  joining  the  mad  scramble,  but  acting  on 
the  advice  of  his  father,  did  not  do  so.  Two  let- 
ters, written  to  Dr.  Keeler  hy  his  father,  dated 
January  20,  1846,  and  May  30,  1849,  are  still  in 
existence  and  in  the  possession  of  Dr.  Keeler’s 
grandson,  M.  D.  Keeler  of  Forest  City.  Dr. 
Keeler  moved  from  Cedar  Falls  to  Bristol  in 
1856,  and  remained  there  until  1896,  when  he 
moved  to  Lake  Mills,  where  he  died  in  1899. 

Dr.  Keeler  was  said  to  have  been  a public  spir- 
ited man  with  diversified  interests.  He  assisted 
in  the  organization  of  Worth  County,  and  filled 
the  offices  of  county  judge  and  superintendent  of 
schools  while  the  young  county  was  being  organ- 
ized. That  he  was  qualified  to  fill  these  positions 
is  evidenced  hy  his  graduating  thesis,  written  at 
the  time  he  received  his  medical  degree.  This 
shows  a command  of  language  and  a breadth  of 
learning,  both  wide  and  deep.  He  was  a man  of 
strong  character  and  deep  religious  fervor,  evi- 
denced by  two  of  his  habits ; one,  he  required  his 
sons  to  memorize  every  word  of  their  Sunday 
school  lessons : and  the  other,  he  donated  the  pro- 
ceeds of  all  work  done  on  Sunday  to  church  pur- 
poses. These  characteristics  were  doubtless  due 
to  the  early  teaching  received  from  his  father,  wdio 
was  one  of  the  pioneer  ministers  of  the  Episcopal 
church  in  Iowa.  Rev.  Keeler  organized  churches 
at  Aluscatine,  Clinton,  Cedar  Rapids,  Cedar  Falls, 
and  other  important  places  in  Iowa.  Dr.  Keeler 
was  a home  man.  Rooks  were  his  closest  com- 
])anions,  and  here  again,  we  discover  the  influence 
of  his  father.  Gardening  was  the  doctor’s  hobby, 
and  he  took  great  pride  in  his  handiwork.  Along 
this  line  he  always  endeavored  to  have  the  best 
and  earliest  garden  in  the  neighborhood ; and  they 
were  always  his  work,  and  his  only,  as  he  w'ould 
permit  no  one  to  have  any  part  in  their  construc- 
tion or  care. 

Probably  few,  if  any,  ])hysicians  ever  did  more 
horseback  riding  in  the  practice  of  medicine  than 
did  Dr.  Keeler.  Black  Hawk  County,  at  the  time 
Dr.  Keeler  practiced  there,  had  no  roads,  and  the 
only  possible  means  of  transportation  was  astride 
a horse.  One  w’ould  think  that  Dr.  Keeler  con- 
sidered any  other  method  of  reaching  his  patients 
as  unethical,  for  about  the  time  roads  appeared, 
he  moved  further  into  the  wilderness,  and  located 
at  Bristol,  in  Worth  County,  Iowa.  The  follow- 
ing incident  is  told  of  him.  “He  rode  to  the  coun- 
try one  evening  to  attend  a woman  in  confinement. 
He  put  his  horse  in  the  barn  and  removed  the 


saddle.  After  he  had  gone  to  the  house,  his  horse 
for  some  reason  was  moved  to  another  stall,  and 
Dr.  Keeler  was  not  informed  of  the  change.  After 
his  job  was  completed,  in  the  early  hours  of  the 
morning,  he  went  to  the  barn  in  the  dark,  saddled 
what  he  thought  was  his  horse,  and  rode  home. 
Later  when  his  hoys  had  been  to  the  barn,  they 
laughingly  asked  him  when  he  had  traded  horses. 
He  replied,  T haven’t  been  trading  horses.’  Much 
to  his  astonishment  he  discovered  he  had  saddled 
the  wrong  horse,  a colt  that  had  never  been  ridden 
before.  ‘I  thought  he  seemed  a little  awkward,’ 
was  his  reply.’’ 

Dr.  Keeler  continued  in  practice  at  Bristol  for 
a number  of  years,  covering  a territory  with  a 
radius  of  more  than  twenty-five  miles.  No  other 
doctor  appeared  here  until  1868,  during  which 
interval  Dr.  Keeler  was  probably  the  only  doctor 
available.  In  1896  he  moved  to  Lake  Mills,  and 
spent  the  few  remaining  years  of  his  life  with 


steps  of  his  father  was  also  a physician,  and  spent 
his  entire  professional  life  practicing  at  Lake 
Mills. 

William  H.  and  Perigon  C.  Jones  were  sons  of 
John  H.  P.  Jones,  a native  of  Wales,  who  was  said 
to  have  been  a graduate  of  the  London  College  of 
Medicine.  It  is  reported  that  he  served  for  a time 
as  surgeon  on  board  H.M.S.  Nimrod,  and  during 
the  cholera  epidemic  in  Bombay  and  Calcutta, 
India.  About  1852  he  sent  his  son,  Perigon  C.,  to 
the  United  States  with  instructions  to  look  the 
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I country  over,  and  jnirchase  a tract  of  land,  evi- 
1 dently  with  the  idea  of  establishing  an  estate,  sim- 
! ilar  to  those  in  England.  The  young  Jones  came 
! to  Illinois  and  first  stopped  in  Kane  County,  later 
I moving  to  De  Kalb  County,  where  a .section  of 
! land  was  purchased,  as  a nucleus  of  the  to-be-es- 
;.i  tablished  estate.  The  elder  Jones  came  to  the 
'!  United  States  in  1852,  and  for  many  years  prac- 
vl  ticed  in  De  Kalb  County,  Illinois. 

Both  William  H.  and  F’erigon  C.  Jones  received 
I their  first  medical  training  under  the  preceptorship 


PERIGON  C.  JONES,  M.D.,  AND  FAMILY 
1834-1880 

of  their  father.  'I'hey  doubtless  rode  with  him  on 
his  daily  rounds,  and  probably  discussed  the  cases 
as  they  became  older.  Perigon  C.  Jones  was  born 
in  South  Wales,  June  28,  1854.  He  spent  his  boy- 
hood and  early  manhood  there,  and  received  a 
classical  education  before  coming  to  the  United 
States.  As  soon  as  his  father  arrived  in  this  coun- 
try, he  began  the  study  of  medicine  with  him.  He 
sulusequently  attended  lectures  at  Rush  Medical 
College,  Chicago,  and  was  graduated  from  the 
University  of  Medicine  and  Surgery,  at  Philadel- 
])hia,  in  1872.  For  a short  time  he  practiced  in 
Brown  County,  Wisconsin,  later  joining  his 
younger  brother.  William  H.,  who  had  also  at- 
tended lectures  at  Rush,  but  had  not  graduated. 
Perigon  C.  took  care  of  the  jiractice  of  William 
H.  while  the  younger  man  was  finishing  his  medi- 
cal course  at  Keokuk,  where  he  was  graduated  in 
1875.  The  following  news  item  appeared  in  the 


Forest  City  Suminif,  May  50,  1872:  “Dr.  P.  C. 
Jones,  of  this  place,  has  in  his  possession  a set  of 
obstetrical  instruments  manufactured  by  Mat 
Faulkner,  at  his  blacksmith  shop;  and  they  really 
exhibit  an  amount  of  mechanical  skill  seldom  at- 
tained. Mat  is  almost  a genius  in  that  line.”  Peri- 
gon C.  went  to  Dysart,  Iowa,  and  later  to  Kansas 
City,  Missouri,  where  he  died  about  1880. 

William  H.  Jones  was  the  first  physician  actu- 
ally to  reside  in  Winnebago  County.  He  was  born 
in  Pembrokeshire,  South  Wales,  October  7,  1845. 
He  began  the  study  of  medicine  in  his  father’s 
office  at  the  age  of  sixteen,  but  when  the  Civil  War 
broke  out  he  enlisted  in  Company  D,  Thirty-ninth 
Illinois  Infantry,  and  served  throughout  the  entire 
war.  Having  been  wounded  at  Chapin’s  Farm,  he 
was  discharged  because  of  physical  disability.  He 
then  returned  to  De  Kali)  County.  Illinois,  and 


WILLIAM  H.  JONES,  M.D. 
1843-1913 


resumed  his  medical  studies,  and  in  1865  and  1866 
attended  lectures  at  Rush  Medical  College.  He 
was  married  in  August,  1866,  to  Hattie  Silkworth, 
and  from  this  union  were  born  five  children,  only 
one  of  whom  is  still  living,  Mrs.  Ada  (Charles  F.) 
Wry,  of  Evanston,  Illinois. 

In  1869  he  removed  to  Forest  City,  Iowa,  and 
began  the  practice  of  medicine,  although  he  did 
not  receive  his  degree  until  1875,  when  he  was 
graduated  from  the  Keokuk  Medical  College,  Keo- 
kuk, Iowa.  He  returned  to  Forest  City,  and  con- 
tinued in  practice  until  .March,  1906,  when  he  suf- 
fered a stroke  of  paralysis,  which  inca])acitated 
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him  for  the  rest  of  his  life.  In  order  that  the  peo- 
ple living  in  Winnebago  County  might  continue  to 
have  the  services  of  a physician  while  he  was  at- 
tending Keokuk  Medical  College,  he  induced  Dr. 
William  Van  Dusen  to  take  up  his  residence  here, 
but  apparently  the  arrangement  was  unsatisfac- 
tory, for  Dr.  Van  Dusen  remained  but  a few 
months.  In  the  meantime,  his  brother,  Perigon 
C.  Jones,  had  graduated  from  the  University  of 
Medicine  and  Surgery  at  Philadelphia,  and  in 
1872  he  came  to  Forest  City  and  was  associated 
with  William  H.  for  about  two  years.  For  a short 
time  in  1883  and  1884  a partnership  with  Dr.  H. 
R.  Irish  existed.  Subsequent  to  the  stroke  of 
paralysis  above  referred  to,  his  practice  was  taken 
over  by  Dr.  Mott,  who  practiced  here  but  a short 
time,  selling  out  to  Dr.  Gavan  S.  Herbert,  who  in 
turn  was  succeeded  by  Dr.  Thomas  Lucast.  Dr. 
Mott  went  to  Boulder,  Colorado,  Dr.  Herbert  to 
California,  where  he  died  from  accidental  gunshot 
wounds,  and  Dr.  Lucast  went  to  Waupon,  Wis- 
consin. where  he  died. 

Dr.  Jones  was  elected  a member  of  the  school 
board,  March  16,  1876,  and  mayor  of  Forest  City, 
March  4,  1886.  He  was  an  active  member  of  the 
G.  A.  R.  and  filled  many  of  the  official  positions 
in  Hayden  Post  during  his  lifetime.  He  had  a 
great  reputation  as  a raconteur,  his  ready  wit  and 
vast  experience  and  memory  for  details  made  him 
always  welcome  at  camp  fires,  and  as  an  after 
dinner  speaker.  He  died  January  12,  1913,  and 
was  buried  in  Graceland  Cemetery,  Forest  City, 
Iowa,  with  both  Masonic  and  military  honors. 

(To  be  continued) 


COMBINED  MEDICAL  PRACTICE  OF  ONE  HUN- 
DRED AND  FOUR  YEARS  IN 
MONROE  COUNTY 

Rarely  does  one  find,  in  a comparatively  new  state 
like  Iowa,  two  generations,  father  and  son,  practic- 
ing medicine  over  a period  of  more  than  one  hundred 
years.  Still  more  remarkable  is  the  fact  that  this 
practice  has  been  maintained  in  one  county,  that  of 
Monroe  County,  Iowa.  Dr.  John  M.  Griffin  of  Des 
Moines,  has  prepared  the  following  biographic  sketch 
of  the  Gutch  family. 

Dr.  William  Gutch  was  bom  in  Wiltshire,  Eng- 
land, in  1824.  His  grandfather  operated  a pin  and 
needle  factory,  and  the  majority  of  his  products  were 
exported  to  the  United  States  and  Australia.  In 
1840,  at  the  age  of  sixteen,  Dr.  Gutch  came  to  St. 
Thomas,  Ontario,  Canada,  and  in  1842  moved  to 
Princeton,  Kishkikosh  County,  Iowa  Territory,  now 
Albia,  Monroe  County,  Iowa.  He  taught  the  first 
school  in  this  county,  in  a log  school  house,  which 
was  a short  distance  northeast  of  the  present  site 
of  Albia.  Dr.  Gutch  practiced  medicine  while  teach- 
ing school,  since  there  was  no  other  doctor  in  the 
community.  The  settlement  at  that  time  consisted 
of  a log  courthouse  and  a log  saloon. 

In  1846  and  1847,  Dr.  Gutch  went  to  Hudson,  Ohio, 
now  a part  of  Cleveland,  where  he  took  a sixteen 
weeks’  course  in  the  medical  department  of  Western 
Reserve  University.  Nathan  S.  Davis,  Sr.,  was  a 


classmate  of  Dr.  Gutch,  and  a lifelong  friend.  Dr. 
Guteh  came  back  to  Iowa  and  practiced  medicine 
until  1853,  when  he  returned  to  his  Alma  Mater,  and 
received  the  doctor  of  medicine  degree  in  1854.  He 
again  returned  to  Iowa  and  located  at  Blakesburg, 
Monroe  County,  where  he  practiced  until  1878,  when 
he  moved  to  the  fast  growing  community  of  Albia 
and  continued  his  practice  until  his  death  in  1908, 
at  the  age  of  eighty-four  years. 

During  the  period  from  1842  to  1845  there  was  a 
tribe  of  Sac  and  Fox  Indians  on  the  homestead  where 
Dr.  Gutch  lived  and  practiced  medicine.  An  article 
written  for  the  newspaper  by  a prominent  attorney, 
Samuel  Cohen,  in  1889,  entitled  “Bits  of  History,” 
states  that  Dr.  Gutch  was  linked  with  the  early 
history  of  Monroe  County,  and  that  during  his  forty- 
seven  years  of  practice,  up  to  that  time.  Dr.  Gutch 
had  ridden  75,000  miles  on  horseback,  mostly  over 


trails,  since  there  were  few  roads  in  the  country  at 
that  early  time.  During  his  active  medical  career. 
Dr.  Gutch  kept  abreast  of  the  times  by  attending 
medical  society  meetings,  etc.  He  took  a postgrad- 
uate course  in  medicine  and  surgery  in  England  at 
the  University  of  Edinburgh  in  1866  (immediately 
after  the  Civil  War),  and  again  in  1872.  During  the 
period  from  1850  to  1870,  most  of  the  surgery  in  that 
territory  was  done  by  Dr.  Peck  of  Iowa  City,  Dr. 
Sawyer,  Sr.,  of  Unionville,  and  Dr.  William  Gutch 
of  Blakesburg,  Monroe  County,  Iowa.  During  the 
early  eighties  Dr.  Gutch  served  as  secretary  of  the 
Des  Moines  Valley  Medical  Society  for  several  years. 
He  was  in  active  practice  until  the  dav  of  his  death. 

Thomas  Ernest  Gutch,  son  of  Dr.  William  Gutch, 
was  graduated  in  medicine  from  the  Barnes  Medical 
College,  St.  Louis,  in  1898,  and  has  practiced  medi- 
cine in  Albia,  Monroe  County,  continuously  since  that 
time.  He  was  a member  of  Troop  K,  First  United 
States  Cavalry,  at  Fort  Grant,  Arizona  Territory, 
from  1892  to  1895,  leaving  the  army  to  take  up  the 
study  of  medicine. 

There  has  been  a Dr.  Gutch  practicing  in  Monroe 
County  continuously  since  1842,  and  together  father 
and  son  have  practiced  in  one  community  one  hundred 
and  four  years. 
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ABORTION,  SPONTANEOUS  AND  INDUCED,  MEDICAL  AND  MEDICAL  MYCOLOGY,  FUNGOUS  DISEASES  OF  MEN  AND 
I SOCIAL  ASPECTS — By  Frederick  J.  Taussig,  M.D.,  professor  OTHER  MAMMALS — By  Carroll  William  Dodge,  Ph.D.,  my- 

of  clinical  obstetrics  and  clinical  gynecology,  Washington  cologist,  Missouri  Botanical  Garden.  Illustrated.  C.  V. 

University  School  of  Medicine,  St.  Louis.  C.  V.  Mosby  Com-  Mosby  Company,  St.  Louis,  1936.  Price,  $10.00. 

pany,  St.  Louis,  1936.  Price,  $7.50.  MEDICAL  PAPERS — Dedicated  to  Henry  Asbury  Christian,  from 

BASAL  METABOLISM  IN  HEALTH  AND  DISEASE — By  Eugene  his  present  and  past  associates  and  house  officers  at  the  Peter 

F.  DuBois,  M.D.,  medical  director,  Russell  Sage  Institute  of  Bent  Brigham  Hospital,  Boston,  Massachusetts.  The  Waverly 

Pathology.  Third  edition,  thoroughly  revised,  illustrated  Press,  Baltimore,  1936. 

with  98  engravings.  Lea  and  Febiger,  Philadelphia,  1936.  PEDIATRIC  NURSING — By  John  Zahorsky,  M.D.,  professor  of 

Price,  $5.00.  \ pediatrics,  St.  Louis  University  School  of  Medicine.  With 

BEWILDERED  PATIENT — By  Marian  S.  Newcomer,  M.D.  Hale,  144  illustrations  and  seven  color  plates.  C.  V.  Mosby  Com- 

Cushman  & Flint,  Boston  and  New  York,  1936.  Price,  $1.75  pany,  St.  Louis,  1936.  Price,  $3.00. 

DENTAL  INFECTION  AND  SYSTEMIC  DISEASE — By  Russell  PHYSIOLOGY  OF  LOVE — By  Professor  Paolo  Mantegazza. 
L.  Haden,  M.D.,  chief  of  the  medical  division,  Cleveland  Clinic,  Eugenics  Publishing  Company,  New  York,  1936.  Price,  $3.00. 

Cleveland.  Second  ^itlon.  Illustrated  with  M engravings.  PSYCHOLOGY  OF  SEX— A Manual  for  Students  by  Havelock 

Lea  and  Febiger.  Philadelphia,  1936.  Price,  $2.50.  Ellis.  Emerson  Books,  Inc.,  New  York,  1935.  Price.  $3.00. 

EXAMINATION  OF  THE  PATIENT  AND  SYMPTOMATIC  SYNOPSIS  OF  CLINICAL  LABORATORY  METHODS— By  W. 
I DIAGNOSIS — By  John  Watts  Murray.  M.D.  With  274  illus-  E.  Bray,  M.D.,  professor  of  clinical  pathology.  University  of 

trations.  Second  edition.  C.  V.  Mosby  Company,  St.  Louis,  Virginia.  Thirty-two  text  illustrations,  eleven  color  plates. 

1936.  Price,  $10.00.  C.  V.  Mosby  Company,  St.  Louis,  1936.  Price,  $3.75. 

I AN  INDEX  OF  DIFFERENTIAL  DIAGNOSIS  OF  MAIN  A TEXTBOOK  OF  SURGERY— By  American  authors,  edited  by 
SYMPTOMS — Edited  by  Herbert  French,  M.D.,  consulting  Frederick  Christopher,  M.D.,  associate  professor  of  surgery  at 

physician  to  Guy’s  Hospital,  London.  Fifth  edition,  with  742  Northwestern  University  Medical  School.  With  1349  illustra- 

illustrations,  196  in  color.  William  Wood  and  Company,  tions.  W.  B.  Saunders  Company,  Philadelphia  and  London, 

Baltimore,  1936.  Price,  $16.00.  1936.  Price,  $10.00. 


BOOK  REVIEWS 


THE  1935  YEAR  BOOK  OF  OBSTETRICS 
AND  GYNECOLOGY 

Edited  by  Joseph  B.  DeLee,  M.D.,  and  J.  P. 
Greenhill,  M.D.  The  Year  Book  Publishers, 
Chicago,  1936.  Price,  $2.50. 

One  is  likely  to  consider  that  a subject  so  long  a 
matter  of  common  practice  as  obstetrics  would  show 
little  advance  from  year  to  year.  The  survey  of  the 
year’s  literature  on  this  subject  as  presented  in  this 
volume,  however,  disproves  this  thought,  and  em- 
phasizes the  importance  of  constant  study  and  read- 
ing if  one  is  to  keep  abreast  of  the  times.  Consider- 
able space  is  devoted  to  the  newer  tests  for  preg- 
nancy with  critical  comparative  analyses  of  the 
various  methods  proposed.  Valuable  studies  are  re- 
corded concerning  the  management  of  the  pregnant 
woman  with  heart  disease  and  other  complications. 
Abnormalities  and  complications  of  labor  and  the 
puerperium  are  presented  in  respect  to  the  newer 
studies  along  these  lines. 

The  section  on  gynecology  occupies  roughly  one- 
half  of  the  book,  and  presents  the  subject  both  from 
the  medical  and  surgical  standpoints.  The  single 
subject  commanding  the  largest  amount  of  space  is 
that  of  endocrinology.  A total  of  62  pages  is  given 
to  the  report  of  the  advances  in  this  branch  of  gyne- 
cology during  1935. 

The  volume  is  fully  indexed  and  illustrated. 


COLLECTED  P.A.PERS  OF  THE  MAYO  CLINIC 

Edited  by  Richard  M.  Hewitt,  M.D.  Vol- 
ume xxvii.  Octavo  of  1353  pages  with  256 
illustrations.  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1936.  Price,  $12.00. 

Each  year  the  papers  prepared  by  the  staff  of  the 
Mayo  Clinic  are  collected  and  published  in  a bound 
volume.  For  the  year  1935  the  editors  assembled  693 
articles.  Of  these  83  appear  in  full  in  this  volume, 
57  are  presented  by  abridgement,  and  95  by  abstract. 
The  remaining  458  are  designated  by  title  with  refer- 
ences to  the  publication  in  which  the  original  article 
appeared.  The  papers  which  are  reproduced  are 
grouped  according  to  systems,  those  involving  the 
alimentary  tract  taking  first  place. 

While  all  of  the  papers  included  in  the  volume  have 
been  selected  because  of  their  woi’th  and  timeliness, 
those  having  to  do  with  the  ductless  glands  should 
make  an  especial  appeal,  since  the  development  of 
knowledge  in  this  particular  branch  has  been  out- 
standingly rapid  during  the  last  few  years.  The 
physician  who  finds  the  stress  of  practice  too  great 
to  permit  his  personal  attendance  at  postgraduate 
courses  will  find  this  volume  an  acceptable  substitute, 
and  if  carefully  studied,  it  will  materially  assist  the 
physician  in  keeping  his  knowledge  of  disease  and 
his  practice  well  abreast  of  the  times. 

The  volume  is  illustrated. 
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THE  1935  YEAR  BOOK  OF  GENERAL  SURGERY 

Edited  by  Evarts  A.  Graham,  M.D.,  pro- 
fessor of  surgery,  Washington  University 
School  of  Medicine.  The  Year  Book  Pub- 
lishers, Chicago,  1936.  Price,  $3.00. 

One  of  the  most  striking  features  of  the  surgical 
literature  of  the  past  year  is  the  large  number  of 
articles  which  have  appeared  dealing  with  the  newer 
treatment  of  peripheral  vascular  disease.  A popu- 
lar impression  concerning  operative  risks  is  con- 
firmed by  a review  of  the  literature  on  the  mortality 
of  fat  and  lean  patients.  With  abdominal  opera- 
tions, the  mortality  among  the  fat  patients  was 
three  to  four  times  that  observed  with  thinner  in- 
dividuals. 

Noteworthy  attention  has  been  given  by  Nor- 
wegian investigators  to  the  subject  of  intussuscep- 
tion. Addition  to  the  literature  on  the  subject  of 
acute  pancreatic  necrosis  has  been  made  during 
the  year,  especially  in  I'egard  to  the  favorable  time 
for  operations  and  the  use  of  radium  in  these  cases. 
Considerable  space  is  devoted  to  the  subject  of  ma- 
lignant tumors,  citing  particularly  the  experimental 
work  in  the  causation  of  malignant  growths. 

The  general  plan  of  the  work  remains  unchanged, 
in  that  the  literature  is  classified  by  systems  and 
organs.  No  extended  bibliography  is  furnished.  The 
volume  is  fully  illustrated  and  indexed. 


INTERNATIONAL  CLINICS 
Volume  I,  Forty-sixth  Series.  Edited  by 
Louis  Hamman,  M.D.,  visiting  physician, 
Johns  Hopkins  Hospital,  Baltimore.  J.  B. 
Lippincott  Company,  Philadelphia  and  Lon- 
don, 1936.  Price,  $3.00  per  volume. 

In  this  volume  twelve  medical  conditions  are  pre- 
sented in  clinic  form  with  case  presentations  and 
general  discussions.  The  only  surgical  clinic  offered 
is  on  meralgia  paraesthetica.  The  two  closing  arti- 
cles in  the  volume  deal  with  the  progress  in  medi- 
cine during  the  past  year,  reviewing  particularly  the 
phosphatase  activity  and  calcium  and  electrolite 
metabolism,  and  the  progress  of  surgery  during  1935 
as  surveyed  by  Dr.  Donald  C.  Balfour  and  associates 
of  Rochester,  Minnesota. 

Outstanding  in  the  medical  group  of  clinics  is  the 
discussion  of  fever  in  heart  disease  by  Dr.  J.  Murray 
Steele  of  New  York  and  secondary  anemia  in  infancy 
and  childhood  by  Dr.  Kenneth  D.  Blackfan  and  Louis 
K.  Diamond  of  Boston,  Massachusetts.  The  volume 
is  illustrated. 


THE  1935  YEAR  BOOK  OF  NEUROLOGY, 
PSYCHIATRY  AND  ENDOCRINOLOGY 
The  Year  Book  Publishers,  Chicago,  1936. 
Price,  $3.00. 

In  this  volume  the  current  literature  for  1935  has 
been  reviewed  and  is  presented  in  abstract  form. 
Designated  as  outstanding  in  the  field  of  neurology 
and  deserving  especial  attention  are  those  researches 


directed  toward  the  diencephalon  and  the  hypothal- 
amic nuclei,  because  these  researches  not  only  are 
noteworthy  in  themselves,  but  open  up  that  field  for 
future  research.  In  the  field  of  psychiatry,  the 
authors  cite  no  single  outstanding  discovery,  but 
stress  particularly  the  therapeutics  of  functional  psy- 
chosis and  the  advances  made  in  the  treatment  of 
general  paresis.  The  field  of  endocrinology  has  been 
a fertile  one  for  research  and  observation  during 
1935,  and  these  outstanding  contributions  are  faith- 
fully reviewed  in  the  last  section  of  the  book.  Most 
interesting  in  this  section,  perhaps,  are  those  report- 
ing observations  of  the  pituitary  gland  function. 

The  volume  maintains  the  high  standard  of  pre- 
vious numbers  in  this  series. 


CLINICAL  HEART  DISEASE 

By  Samuel  A.  Levine,  M.D.,  assistant  pro- 
fessor of  medicine.  Harvard  Medical  School. 

445  pages  with  97  illustrations.  W.  B. 
Saunders  Company,  Philadelphia  and  Lon- 
don, 1936.  Price,  $5.50. 

During  the  last  two  decades  Samuel  A.  Levine  has 
made  many  important  contributions  to  our  knowledge 
of  cardiac  pathology.  These  have  earned  for  him  an 
enviable  reputation  both  here  and  abroad  as  an  able 
and  sane  cardiologist.  The  present  monograph  might 
well  be  entitled  “Dr.  Levine  Looks  at  Cardiac  Dis- 
eases,” for  the  volume  represents  the  author’s  con- 
ception of  modern  cardiology.  Included  in  the  book 
are  chapters  on  rheumatic  fever;  the  development  of 
rheumatic  heart  disease;  diseases  of  the  aortic  and 
tricuspid  valves;  diseases  of  the  pericardium;  angina 
pectoris  and  coronary  thrombosis;  hypertensive  heart 
disease;  thyroid  and  syphilitic  heart  disease;  bac- 
terial endocarditis;  congenital  heart  disease;  func- 
tional heart  disease;  paroxysmal  rapid  heart  action; 
acute  cardiovascular  emergencies;  significance  of 
bronchial  and  other  factors  in  the  production  of 
dyspnea;  clinical  significance  of  systolic  murmurs; 
cardiac  disease  complicating  surgery  and  obstetrics; 
factors  concerned  in  the  prognosis  of  heart  disease; 
treatment  of  congestive  heart  failure;  and  clinical 
electrocardiography. 

The  older  clinician  who  is  familiar  with  Levine’s 
former  contributions  will  find  many  statements  and 
conclusions  which  he  will  recognize  as  old  friends, 
and  many  new  conclusions  which  the  author  has 
reached  which  seem  eminently  sane  and  logical,  but 
he  will  not  find  many  opinions  to  which  he  cannot 
subscribe.  The  neophyte  on  the  other  hand  who  is  so 
fortunate  as  to  pick  up  this  volume  as  the  source  from 
which  to  obtain  his  first  impression  of  modem  cardi- 
ology, will  find  a delightfully  clear,  logical,  and  com- 
prehensive presentation  of  cardiac  diseases  as  we 
see  them  today.  Perhaps  one  may  be  forgiven  for 
being  a bit  envious  of  the  younger  student  who  can 
obtain  so  much  accurate  heart  knowledge  in  Levine’s 
clearly  and  concisely  written  “Clinical  Heart  Disease.” 

D.  J.  G. 
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THE  SOCIALIZATION  OF  MEDICINE— 
TO  WHAT  EXTENT  IS  IT 
DESIRABLE?* 

Arthur  C.  Christie,  M.D.,  Washington,  D.  C. 

I There  has  been  much  confusion  and  misunder- 
standing during  the  past  few  years  in  discussions 
of  medical  economic  problems  because  of  inaccu- 
rate use  of  terms.  What  do  we  mean,  for  instance, 
j i by  “state  medicine”  ? Accurately  speaking,  state 
1 1 medicine  is  a system  under  which  the  government 
I of  state  or  nation  assumes  complete  control  of 
medical  practice.  Under  state  medicine  the  gov- 
1 ernment  not  only  licenses  practitioners,  as  at  pres- 
! ent,  but  it  pays  them  salaries,  assigns  them  to  def- 
t inite  duties  and  directs  through  its  officials  and 
i bureaus  all  of  the  details  of  medical  practice.  The 
' only  plan  we  have  in  the  United  States  which  can 
' be  described  properly  as  state  medicine  is  the  care 
of  veterans  by  the  federal  government.  xA.doption 
I of  a system  of  state  medicine  has  never  seemed 
I imminent  in  this  country.  If  the  time  should 
I come  when  we  set  aside  our  present  philosophy  of 
I government  and  economics  in  which  the  freedom 
and  initiative  of  the  individual  are  preserved  to 
I the  highest  possible  degree,  and  replace  the  pres- 
ent system  with  a socialistic  state  in  which  collec- 
1 tivism  and  centralized  control  are  the  main  fea- 

I tures,  then  state  medicine  is  inevitable.  Medicine 

' is  so  closely  integrated  with  our  entire  social  struc- 
ture that  it  cannot  escape  revolutionary  changes  if 
such  changes  occur  in  government  or  society. 

There  is,  however,  another  road  to  state  medi- 
cine upon  which  various  localities  of  the  United 
States  have  already  set  their  feet;  namely,  the 
road  of  health  or  sickness  insurance.  It  seems  a 
long  distance  from  our  relatively  restricted  efforts 
at  voluntary  health  insurance  in  widely  separated 
localities  of  the  United  States  to  a system  of  state 
medicine.  It  has  been  settled  beyond  dispute, 
however,  by  European  experience  that  voluntary 
health  insurance  is  inevitably  superseded  by  com- 
pulsory health  insurance  and  that  compulsory 

•Presented  before  the  Eijrhty-fifth  Annual  Seasion.  Iowa  State 
Medical  Society,  Dee  Moines.  April  29  and  30,  and  May  1.  1936. 


health  insurance  invariably  necessitates  a high  de- 
gree of  governmental  control.  This  lesson  from 
the  history  of  health  insurance  in  Europe  should 
be  clearly  understood  at  the  present  time  in  the 
United  States  when  there  is  much  propaganda  for 
passage  of  health  insurance  laws.  It  should  be 
plain  to  anyone  who  can  understand  the  lessons  of 
experience  that  the  voluntary  insurance  schemes 
that  are  now  being  established  here  are  the  in- 
evitable progenitors  of  compulsory  health  insur- 
ance and  finally  of  state  medicine. 

There  has  been  confusion  also  in  our  under- 
standing of  the  terms  “health  insurance”  and 
“sickness  insurance.”  In  this  country  they  have 
been  used  interchangeably  but  sickness  insurance 
is  a more  accurate  term  than  health  insurance. 
When  the  German  system  of  compulsory  insur- 
ance was  adopted  in  1883  it  was  called  sickness  in- 
surance because  it  aimed  to  furnish  cash  benefits 
and  medical  care  when  iieople  were  sick.  When 
England  passed  its  compulsory  insurance  law  in 
1911  they  called  it  health  insurance,  its  advocates 
alleging  that  the  operation  of  the  law  would  re- 
duce the  mortality  rate  and  lessen  the  incidence  of 
sickness.  I need  hardly  tell  you  that  nothing  has 
been  more  thoroughly  established  than  the  fact 
that  so-called  health  insurance  is  in  no  sense  a 
public  health  measure ; it  neither  lowers  the  mor- 
tality rate  nor  reduces  the  amount  of  sickness.  For 
reasons  that  are  now  well  known  to  everyone,  the 
operation  of  sickness  insurance  of  either  the  vol- 
untary or  compulsory  type  actually  increases  the 
incidence  of  sickness  to  a very  considerable  degree. 

The  terms  health  insurance  and  sickness  insur- 
ance are  misleading  in  another  sense,  in  that  the 
.system  which  they  designate  is  not  insurance  in 
the  proper  sense  of  the  term.  Insurance  as  we 
have  come  to  understand  the  term  describes  a con- 
tract to  pay  a certain  designated  sum  as  indem- 
nity upon  the  occurrence  of  an  event  of  relative 
infrecjuency  and  of  major  importance,  the  rate  of 
occurrence  of  such  events  being  based  upon  ac- 
tuarial tables  compiled  from  experience.  There  is 
no  element  of  compulsion  by  the  state  nor  partici- 
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pation  by  the  state  in  the  payment  of  premiums. 
Contrasted  with  tliis  well  understood  and  sound 
insurance  principle  is  sickness  insurance  in  which 
the  events  are  of  frequent  occurrence  and  in  the 
majority  of  cases  trivial  in  nature:  in  which  not 
only  cash  indemnity  is  provided  hut  also  medical 
care,  unspecified  both  as  to  (piantity  and  quality ; 
in  which  there  is  not,  nor  can  there  he,  any  sound 
actuarial  basis ; in  which  there  must  he  compulsion 
by  the  state  to  assure  continued  solvency  of  the 
insurance  fund:  and  in  which  both  the  emjiloyer 
and  the  government  must  augment  the  premiums 
exacted  by  law  from  the  person  insured.  Careful 
study  of  the  so-called  model  law  prepared  and 
distributed  to  every  legislative  body  in  the  United 
States  by  the  American  Society  for  .Social  Securitv 
(the  Epstein  Bill),  must  convince  one  that  com- 
jHilsory  health  insurance  is  not  really  insurance. 
It  is  a system  of  taxation  which  exacts  a wage  tax 
from  the  enqiloyee,  a pay-roll  tax  from  the  em- 
ployer and  a general  tax  from  all  tax-paying  citi- 
zens, through  which  the  cost  of  caring  for  the  sick- 
ness of  a relatively  small  and  re.stricted  class  of 
individuals  is  spread  over  society  in  general. 

Coming  to  what  I have  chosen  for  the  subject 
of  this  address,  ‘‘The  Socialization  of  Medicine,” 
there  is  probably  no  term  with  regard  to  which 
more  confusion  or  misunderstanding  exists.  As 
])hysicians  we  are  inclined  to  think  and  speak  of 
‘‘socialization  of  medicine”  as  a wholly  evil  and 
undesirable  jirocess.  Our  view  depends  largely 
upon  our  definition  of  socialization.  The  word 
has  two  ([uite  dissimilar  meanings.  In  one  sense 
to  socialize  means  to  render  social,  to  adapt  to  the 
uses  of  society : in  the  other  sense  to  socialize 
means  to  render  socialistic,  to  adopt  the  principles 
and  methods  of  socialism.  In  the  first  sense  the 
socialization  of  medicine  has  been  taking  place 
gradually  over  a long  period.  There  are  many 
needs  in  modern  society  for  the  prevention  of 
disease  and  the  care  of  the  sick  which  the  individ- 
ual jiliysician  cannot  supply.  The  community  or 
state  must  supjiort  a department  of  health,  must 
insure  a pure  food  and  water  supply,  the  jireven- 
lion  and  care  of  contagious  disease  and  the  hosjii- 
talization  of  the  indigent  and  the  insane.  Within 
recent  years  many  communities  have  e.xtended 
their  preventive  work  to  include  medical  and  dyn- 
tal  inspection  of  school  children  and  the  sujiport 
of  jirenatal  and  children's  clinics.  Vaccination 
against  smallpo.x  has  for  many  years  been  pro- 
vided by  public  health  departments  and  recently 
there  have  been  added  ]>reventive  inoculations  for 
diphtheria.  All  of  these  and  numerous  other  serv- 
ices are  being  provided  at  |)uhlic  expense  in  order 
to  adapt  modern  medical  advances  to  the  complex 


needs  of  modern  civilization.  The  medical  pro- 
fession is  not  only  not  opposed  to  socialization 
along  all  of  these  lines  of  public  health  but  actively 
supports  every  measure  directed  to  such  ends.  .\t 
just  what  point  socialization  in  the  second  sense 
begins  is  to  some  extent  a matter  of  opinion.  In 
the  opinion  of  the  majority  of  the  medical  pro- 
fession all  of  those  methods  of  medical  care  com- 
jirised  under  the  general  terms  health  insurance, 
sickness  insurance  and  state  medicine  depend 
upon  the  adoption  of  the  principles  and  methods 
of  socialism,  and  the  jirofession  is  opposed  to  them. 

The  opjiosition  of  the  profession  to  health  in- 
surance is  based  upon  what  we  believe  to  he  sound 
and  defensible  grounds.  Contrary  to  the  general 
impression  that  its  proponents  seek  to  convey, 
health  insurance  at  its  best  is  no  panacea  for  pres- 
ent ills.  We  indict  it  first  on  the  grounds  of  its 
inadequacies  and  limitations : it  offers  no  solution 
for  the  medical  care  of  the  indigent:  it  is  not  a 
public  health  measure  in  that  it  does  not  lower 
the  death  rate  nor  the  incidence  of  sickness ; it  is 
limited  in  its  application  to  a restricted  portion  of 
the  population : and  it  would  he  difficult  or  im- 
possible to  apply  it  to  the  rural  population  in  a 
country  so  widesi>read  and  with  such  diverse  con- 
ditions as  are  found  in  the  United  States. 

Our  next  indictment  against  health  insurance  is 
on  the  grounds  of  the  evils  which  grow  up  with  it 
and  which  seem  inherent  in  the  method.  Our 
main  objection  to  health  insurance  is  that  it  lowers 
the  quality  of  medical  service  received  by  the 
jieojile.  That  this  is  true  is  based  upon  an  inti- 
mate knowledge  of  the  operation  of  voluntary 
health  insurance  in  the  United  States  and  the  com- 
jHilsory  systems  of  Europe,  including  the  well- 
known  panel  system  of  England.  It  is  our  convic- 
tion that  the  essential  personal  relationship  be- 
tween patient  and  jihysician  is  difficult  or  impos- 
sible to  maintain  under  a health  insurance  system. 
This  is  true  notwithstanding  provisions  of  the  law 
to  the  contrary.  Tender  insurance  medicine  medi- 
cal progress  is  hampered  and  the  medical  profes- 
sion deteriorates.  This  is  due  to  many  causes, 
among  which  are  lack  of  incentives  to  good  work 
by  medical  men,  the  interference  with  and  stand- 
ardization of  practice  required  by  insurance  com- 
panies and  government  bureaus,  and  the  “mass” 
practice  that  is  not  only  encouraged  hut  necessary 
under  insurance  medicine. 

Einally,  we  indict  health  insurance  on  the 
grounds  that  it  adds  greatly  to  the  costs  of  medical 
care.  It  has  been  claimed  by  the  advocates  of 
health  insurance  that  the  costs  of  medical  care 
would  he  lowered  because  of  better  standardiza- 
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tion  and  organization.  On  the  contrary,  there  is 
no  doubt  that  the  total  costs  to  the  people  under 
a compulsory  insurance  system  w'ould  be  greatly 
increased  over  those  prevailing  at  present.  This 
is  due  to  the  increase  of  sickness  that  inevitably 
accompanies  insurance  medicine  and  to  the  heavy 
costs  of  administration.  It  requires  34,000  people 
to  administer  Germany’s  sickness  insurance  sys- 
tem. Study  of  the  model  bill  of  the  American  So- 
ciety for  Social  Security  must  convince  one  that 
the  costs  of  administration  of  the  proposed  system 
added  to  present  costs  must  greatly  increase  the 
total  costs  of  medical  care. 

The  medical  profession  in  the  United  States  to- 
day does  not  believe  that  it  should  be  charged 
with  maintaining  a reactionary  or  obstructionist 
attitude  because  it  opposes  this  type  of  socializa- 
tion of  medicine.  It  is  the  belief  of  the  majority 
I of  physicians  that  organized  medicine  must  con- 
I stantly  oppose  everything  which  in  its  opinion 
will  hamper  medical  progress  or  lower  the  quality 
of  medical  care.  It  must  be  our  constant  care  to 
reconcile  tradition  with  freedom  of  thought  and 
independence  of  action.  I helieve  then  that  I 
I ) correctly  state  the  present  attitude  of  American 
' physicians  wdien  I say  that  they  believe  in  the 
socialization  of  medicine  when  it  is  defined  as  the 
ada])tation  of  medical  facilities  to  the  changing 
society  of  modern  life.  It  is  their  belief  that  this 
adaptation  is  to  be  accomplished  not  by  revolution- 
ary methods  nor  by  any  change  in  our  economic 
and  .social  system  which  necessitates  substitution 
of  collectivism  and  authoritarianism  for  our 
present  system  based  upon  individual  initiative. 
They  believe  that  the  way  of  true  progress  in 
i society  is  the  slow  and  laborious  method  of  hold- 
j ing  tenaciously  to  all  that  is  good  in  the  ])ast, 
building  upon  it  and  carefully  modifying  it  to  fit 
new  conditions  as  they  arise.  They  look  with  dis- 
trust upon  panaceas. 

Ha.sed  u])on  the  conviction  that  this  is  the  jirojier 
method  to  pursue,  the  medical  j)rofession  in  many 
localities  in  the  United  States  is  sponsoring  vari- 
ous plans  to  adapt  medical  care  to  particular  com- 
munity needs.  I wish  to  speak  briefly  of  the  ])lans 
which  are  develoi)ing  in  Washington,  1).  C.,  be- 
i cause  I am  familiar  with  them.  The  so-called 
“Washington  Plan"  is  simj)ly  an  adaptation  of 
I plans  which  have  been  develo]>ed  in  other  cities, 
i esj)ecially  in  Detroit  and  in  Dayton,  Ohio.  There 
. are,  however,  at  least  two  unicjue  features  in  the 
I Washington  I’lan  and  upon  the.se  features  its  suc- 
; cess  largely  dei)ends.  The  keyword  in  the  plan  is 
cooperation.  It  was  initiated  through  the  coo])er- 
, ation  of  the  Medical  Society  of  the  District  of 


Columbia,  the  Community  Chest,  the  Council  of 
Social  Agencies  and  the  hospitals  of  Washington. 
It  w'as  further  developed  to  its  present  state  by  the 
additional  cooperation  of  the  Dental  Society  of 
the  District  of  Columbia,  the  colored  Medical  and 
Dental  Societies  and  the  Board  of  Public  Welfare. 
It  has  received  the  active  support  of  the  Board  of 
Trade  and  other  business  organizations  and  it 
enjoys  the  confidence  and  respect  of  all  classes  of 
citizens.  It  is  in  fact  a community  project  under 
the  active  leadership  of  the  organized  medical  and 
dental  professions. 

The  second  important  element  in  the  plan  is  the 
combination  of  several  different  agencies  into  a 
consolidated  organization,  all  of  the  agencies  being 
housed  in  the  same  building  and  under  the  control 
of  one  individual  called  the  coordinator.  The  cen- 
ter of  the  plan  is  the  Central  Admitting  Bureau 
which  is  now  an  agency  of  the  Community  Chest 
hut  with  a majority  of  its  board  of  directors  mem- 
bers of  the  medical  society.  The  Central  Admit- 
ting Bureau  defines  the  status  of  all  ap])licants  to 
the  Bureau  through  its  social  service  department 
and  arranges  for  the  hosjjital  and  clinic  care  of  the 
partially  indigent  who  must  receive  helj)  from  the 
Community  Chest.  The  second  agency  in  the  jilan 
is  the  Permit  Office  of  the  Bureau  of  Public  Wel- 
fare. Being  housed  in  the  same  building  as  the 
Central  Admitting  Bureau  the  totally  indigent  are 
referred  directly  to  it  and  are  cared  for  in  the 
proper  municipal  institutions  or  free  clinics.  The 
third  agency  is  the  Medical-Dental  Service  Bureau 
which  is  controlled  by  a board  of  directors  com- 
posed of  members  of  the  medical  and  dental  socie- 
ties under  the  immediate  direction  of  the  coordi- 
nator of  the  entire  project.  The  entire  plan  is 
therefore  coni])rehensive  in  its  scope,  caring  for 
the  totally  indigent  through  the  Board  of  Public 
Welfare,  the  j)artially  indigent  through  the  Cen- 
tral .Admitting  Bureau  and  the  ])eo]>le  of  low  in- 
comes who  need  to  avail  themselves  of  a ])artial 
post-payment  ]>lan  through  the  Aledical-Dental 
Service  Bureau.  4'he  Washington  I ’Ian  has  had 
several  excellent  results.  It  has  brought  about  a 
friendly  relationship  in  cooperative  effort  between 
the  hospitals,  various  community  agencies  and  the 
organized  medical  and  dental  professions. 
Through  it  the  community  and  the  hospitals  have 
accepted  the  medical  profession  as  the  natural 
leader  in  health  affairs  and  in  the  future  it  will 
furnish  a center  for  the  solution  of  any  new  ])roh- 
lems  that  may  arise.  One  of  its  most  valuable  by- 
I)roducts  will  be  the  establishment  of  a body  of 
statistics  which  will  in  a few  years  accurately  de- 
fine the  indigent  sick  j)rohlem  of  the  community. 
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The  plan  has  in  it  no  insurance  feature  of  any 
kind. 

There  has  developed  in  Washington  quite  sep- 
arately from  the  organization  I have  just  de- 
scribed, another  organization  called  Group  Hos- 
pitalization, Inc.,  also  sponsored  and  endorsed  by 
the  Medical  Society  of  the  District  of  Columbia. 
It  fully  complies  with  the  rules  laid  down  by  the 
American  Medical  Association.  Insurance  for 
medical  care  is  absolutely  excluded  in  every  form ; 
it  is  confined  strictly  to  provision  for  hospitaliza- 
tion. Group  hospitalization  is  another  term 
about  which  there  has  been  much  confusion  of 
thought.  If  it  is  confined  as  it  should  be  to  fur- 
nishing only  hospitalization  to  the  complete  exclu- 
sion of  medical  care  in  every  form,  the  evils  of 
health  insurance  cannot  develop  from  it.  Recently 
certain  types  of  medical  care  such  as  radiology  and 
clinical  pathology  have  been  included  in  group 
hospitalization  plans  in  various  localities.  Radi- 
ology has  been  defined  in  “Essentials  for  Approved 
Radiological  Laboratories”  by  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association  as  the  “practice  of  medicine.” 
Its  inclusion  in  group  hospitalization  plans  is 
wholly  pernicious  and  should  be  recognized  by  the 
medical  profession  as  the  opening  wedge  for  the 
practice  of  medicine  by  hospitals.  It  is  true  that 
group  hospitalization  differs  from  our  old  accepted 
types  of  insurance  in  that  it  does  not  establish 
large  reserves  but  it  compensates  for  this  by  ad- 
hering strictly  to  employed  groups  with  certain 
restrictions  as  to  age,  thus  limiting  the  risk.  Group 
hospitalization  differs  fundamentally  from  health 
insurance.  It  contracts,  for  a certain  definite 
monthly  premium,  to  furnish  a limited  number  of 
days  of  hospitalization  for  which  it  contracts  with 
the  hospital  at  a fixed  rate.  This  is  in  contrast  to 
health  insurance  which  contracts  to  furnish  medi- 
cal care  indefinite  both  as  to  quantity  and  quality. 

There  is  a certain  danger  in  group  hospitaliza- 
tion if  it  gets  out  of  control  and  begins  to  include 
medical  care  in  its  benefits,  but  this  will  not  hap- 
pen so  long  as  the  medical  profession  remains  in 
control.  It  is  far  better  for  the  organized  medi- 
cal profession  to  organize  and  control  the  group 
hospitalization  plan  than  to  permit  commercial 
organizations  to  develop  similar  plans  for  profit 
in  the  community.  It  is  along  these  or  similar 
lines  in  many  communities  over  the  nation  that  the 
medical  profession  is  trying  to  guide  the  socializa- 
tion of  medicine  and  to  prevent  the  pernicious 
methods  of  socialism  from  gaining  a foothold. 

I have  spoken  of  the  necessity  for  cooperation 
in  carrying  out  any  community  project.  I wish 
in  closing  to  call  your  attention  to  the  possibility 
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of  securing  cooperation  in  another  direction  to  ' 
combat  the  tendency  toward  compulsory  health  in-  i 
surance  which  has  been  so  menacing  in  the  past  j 
few  years.  The  great  majority  of  business  men,  i: 
bankers  and  lawyers  are  opposed  to  socialism,  c 
They  do  not  believe  in  its  philosophy  and  they  are  t 
violently  opposed  to  its  practice.  It  has  never  been 
brought  home  to  them  that  compulsory  health  in- 
surance is  pure  socialism  in  action  and  many  of  : 
them  are  either  indifferent  with  regard  to  it  or  i 
they  favor  its  adoption.  It  would  be  the  part  of  i 
wisdom  for  the  organized  profession  to  carry  on 
a continuous  campaign  to  secure  the  cooperation 
of  the  business  man  in  the  battle  against  compul-  i 
sory  health  insurance.  If  he  can  be  convinced  of  i 
what  is  undoubtedly  a fact,  that  the  establishment  ; 
of  health  insurance  is  simply  the  opening  wedge 
for  adoption  of  other  forms  of  socialism,  the  med- 
ical profession  will  gain  millions  of  powerful 
allies. 

The  propaganda  for  health  insurance  and  other 
forms  of  medical  socialism  is  continuous  and  un- 
relenting. The  profession  must  make  its  opposi- 
tion felt  in  every  legitimate  way,  even  though  its 
members  are  temporarily  classed  as  obstruction- 
ists and  reactionaries.  The  profession  and  the 
public  owe  much  to  the  American  Medical  Asso- 
ciation for  its  consistent  and  courageous  opposi- 
tion, through  its  House  of  Delegates,  its  bureaus 
and  its  officers,  to  the  organized  attempt  to  force 
a socialistic  system  of  medical  care  upon  the 
American  people.  We  of  the  rank  and  file  of  the 
profession  owe  it  to  ourselves  and  to  our  patients  i 
to  cooperate  with  and  support  the  Association  in 
its  program.  We  can  do  our  part  in  this  program 
in  our  local  communities  by  actively  taking  a part 
in  our  local  medical  society  and  by  fostering  a 
friendly  spirit  of  cooperation  among  the  people 
and  the  lay  organizations  of  the  community.  This 
latter  can  be  accomplished  best,  not  by  constantly  i 
objecting  to  health  insurance,  but  by  carrying  out 
plans  such  as  Detroit,  Dayton,  San  Diego,  Oak- 
land, Washington  and  many  others  have  found 
helpful.  When  the  medical  profession  of  your 
community  becomes  known  for  its  support  of  the  ' 
Public  Health  Officer  and  the  Board  of  Public 
Welfare  and  its  organization  of  plans  to  help  the 
indigent  and  low  income  groups  to  secure  good  • 
medical  care,  then  its  voice  will  be  listened  to  with  i 
respect  when  it  objects  to  anything  it  considers  ■ 
harmful.  At  the  same  time  we  have  the  satisfac-  i 
tion  of  knowing  that  we  are  assisting  in  that  bene-  ' 
ficial  type  of  socialization  of  medicine  which  con-  i 
sists  in  adapting  medical  facilities  to  the  needs  of 
the  people. 
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THE  CLINICAL  MANIFESTATIONS  OF 
INTRACRANIAL  LESIONS* 

W.  E.  Ash,  M.D.,  Council  Bluffs 

A consideration  of  the  diagnostic  possibilities  in 
patients  suspected  of  suffering  from  intracranial 
lesions  would  necessitate  a complete  review  of  this 
entire  subject  of  neurology.  The  scope  of  this 
paper  is  to  present  briefly,  from  the  point  of  view 
of  the  neurologist,  the  various  signs  and  symptoms 
commonly  associated  with  intracranial  lesions  and 
to  discuss  more  fully  some  of  those  observations 
which  may  usually  be  considered  of  the  greatest 
value  in  early  diagnosis. 

For  all  clinical  purposes,  all  expanding  lesions 
situated  within  the  skull  may  be  regarded  as 
tumors,  the  symptoms  of  which  arise  by  reason 
of  an  alien  mass  within  a rigid  area  already 
I adequately  filled  with  nervous  tissue,  cerebral 
spinal  fluid  and  membranes.  Such  masses  behave 
differently  according  to  their  different  cellular 
' constructions.  All  tumors  may  be  regarded  as 
slowly  growing  foreign  bodies  which,  sooner  or 
I later,  according  to  their  situation  within  the 
I cranial  cavity,  produce  clinical  phenomena  which 
render  their  diagnosis  possible.  The  symptoms  of 
I intracranial  lesions  may,  for  convenience,  be  di- 
i vided  into,  first,  those  which  result  from  increased 
! intracranial  pressure  ; and,  second,  focal  signs  pro- 
duced by  the  localizing  disturbances  of  cerebral 
functions.  The  syndrome  of  headache,  papille- 
dema and  vomiting  is  still  held  widely  as  the  classi- 
cal triad  of  symptoms  necessary  for  the  diagnosis 
I of  brain  tumor.  These  signs  may  be  utilized  when 
' present  or  ignored  when  absent  as  they  are  not 
equally  constant.  In  one  series  of  cases,  Brain^ 

! reported  headache  present  in  88  per  cent,  papille- 
I dema  in  75  per  cent,  and  vomiting  in  65  per  cent. 
All  of  these  symptoms  were  present  in  only  60 
per  cent  of  the  cases. 

^ general  symptoms 

Headache  is  the  most  constant  symptom  of 
i intracranial  tumor.  It  generally  appears  at  some 
I period  or  other,  sooner  or  later.  It  is  probably 
due  to  stretching  of  the  dura  which,  like  the  parie- 
, tal  peritoneum  and  the  parietal  pleura  is  a sensi- 
tive membrane.  Its  severity  is  sometimes  intense. 
Usually,  it  is  a con.stant,  dull  pain  with  super- 
1 added  paroxysms  of  agonizing  intensity.  It  com- 
monly occurs  on  waking  in  the  morning  or  during 
the  night.  The  pain  may  be  either  diffuse  or  local- 
ized. It  may  be  the  result  of  local  pressure  of  the 
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tumor  upon  the  dura  and  calvaria,  in  which  case 
it  is  often  associated  with  localized  tenderness  of 
the  skull  over  the  tumor  on  percussion.  It  may  be 
due  to  generalized  intracranial  pressure,  the  result 
of  the  tumor.  It  may  be  referred  pain  associated 
with  superficial  tenderness  extending  over  a con- 
siderable portion  of  the  head  and  even  down  the 
back  of  the  neck  and  shoulders.  It  may  be  due  to 
the  direct  i)ressure  of  the  tumor  upon  the  trige- 
minal nerve,  especially  the  gasserian  ganglion,  in 
which  case  the  pain  is  likely  to  be  unilateral  and 
referred  to  the  skin  supplied  by  one  or  more  divi- 
sions of  the  trigeminal  nerve.  However,  too  much 
stress  should  not  be  laid  on  the  existence  of  local- 
ized pain  unless  it  is  accompanied  by  focal  signs. 
Tumors  in  the  posterior  fossa  often  produce 
frontal  headache.  Sharp  or  boring  bitemporal 
pains  are  occasionally  associated  with  pituitary 
tumors.  The  headache  of  cerebral  abscess,  how- 
ever, often  does  correspond  fairly  closely  with  the 
situation  of  the  abscess,  and  may  be  associated 
with  local  tenderness  or  percussion  of  the  skull. 
The  headache  of  intracranial  tumor  or  abscess  is 
intensified  by  excitement,  exertion,  straining, 
coughing  or  vomiting.  Constancy  of  the  head- 
ache is  a sign  of  grave  prognosis.  A headache 
confined  to  one  side  of  the  head,  especially  if  it  is 
associated  with  localizing  tenderness,  is  a point  in 
favor  of  localizing  the  tumor  upon  that  side.  Oc- 
cipital headache,  with  a tendency  to  radiate  down 
the  neck,  is  probably  the  result  of  a subtentorial 
lesion.  Finally,  in  a number  of  cases  not  only  is 
headache  of  no  localizing  value  but  is  not  present 
at  all  and,  in  many  cases,  not  until  late  in  the 
course  of  the  disease. 

Papilledema,  or  choke  disc,  detected  by  the 
ophthalmoscope,  should  be  looked  for  in  every 
case  of  suspected  intracranial  tumor.  It  should  be 
borne  in  mind  that,  while  the  presence  of  papille- 
dema is  one  of  the  strongest  evidences  of  intra- 
cranial pathology,  no  weight  should  be  laid  to  its 
absence  if  other  signs  point  to  an  intracranial 
growth.  The  pressure  or  absence  of  papilledema 
and  its  severity  may  be  an  aid  to  the  localization 
of  the  tumor.  It  is  almost  constant  in  tumors  of 
the  temporosphenoidal  lobe,  cerebellum  and  fourth 
ventricle,  hut  is  absent  in  about  half  of  the  cases 
of  subcortical  and  pontine  tumors.  Papilledema 
is  likely  to  be  late  in  developing  in  cases  of  pre- 
frontal tumors.  The  severity  is  greatest  in  cases 
of  cerebellar  tumors.  On  the  whole,  the  greatest 
edema  tends  to  be  on  the  same  side  as  the  tumor, 
especially  in  frontal  and  cerebellar  tumors. 

Vomiting,  when  a symptom  of  intracranial 
tumor,  occurs  characteristically  like  headache  in 
the  early  morning  or  late  at  night.  At  first  it  may 
be  infrequent,  but  tends  to  occur  more  often  as 
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the  tumor  grows.  In  the  later  stages,  the  patient 
may  vomit  several  times  a day.  There  is  consid- 
erahle  evidence  to  show  that  vomiting  in  patients 
with  a cerebral  tumor  bears  no  direct  relationship 
to  the  proximity  of  the  tumor  to  the  medulla,  as 
might  have  been  expected,  hut  that  the  symptom  is 
due  to  a hydrocejdialus,  being  in  some  way  a re- 
sponse to  a rise  in  intracranial  tension,  \hmiiting 
is  an  early  symptom  in  patients  with  tumors  of  the 
cerebellum,  midbrain  and,  in  those  jatients  us- 
ually precedes  papilledema.  It  is  less  frequent, 
with  tumors  of  the  temporal  and  parietal  lobes  and 
of  the  pons  and  is  not  uncommonly  absent  or 
very  late  in  developing  in  tumors  situated  in  the 
frontal  lobe. 

Epileptiform  convulsions  are  valuable  signs 
when  they  occur  for  the  first  time  in  an  adult.  In 
some  cases,  generalized  convulsions  precede  the 
diagnosis  of  brain  tumor  by  a number  of  years. 
Every  case  of  so-called  “idiopathic  epilepsy" 
should  be  considered  potentially  a brain  neo])lasm. 
At  regular  intervals,  in  the  treatment  of  these 
jiatients,  neurologic  and  ophthalmologic  examina- 
tions must  he  recorded.  With  other  possible 
etiologic  causes  ruled  out,  it  frequently  becomes 
necessary  to  make  a ventriculogram.  Convulsions, 
unless  they  are  definitely  Jacksonian,  with  a 
constantly  recurring  jiattern,  may  he  of  no  local- 
izing value.  Dizziness  and  vertigo  may  develop 
from  changes  in  the  peripheral  vestibular  organs; 
a choked  labyrinth.  It  must  he  remembered  that 
the  communication  between  the  intracranial  cavity 
and  the  internal  ear  allows  for  transmission  of 
pressure.  Bradycardia  is  a familiar  symptom  of 
increased  intracranial  pressure,  hut  it  is  less  com- 
mon in  cases  of  cerebral  tumor  than  in  those  of 
cerebral  abscess,  being  the  result  usually  of  a 
rapid  rise  of  intracranial  pressure.  Tachycardia 
is  almost  always  to  he  observed  in  patients  with  a 
tumor  in  the  po.sterior  fossa  of  the  skull.  The 
hlocxl  ju'essure  of  jmtients  with  an  intracranial 
tumor  is  not,  as  a rule,  above  normal.  It  is  fre- 
quently somewhat  subnormal,  especially  when  the 
tumor  occupies  the  posterior  fossa. 

Of  other  general  sym])toms,  jisychic  and  mental 
changes  occur  frequently.  Drowsiness,  yawning, 
clouding  of  consciousness  and  stupor  are  rather 
common,  and  increase  in  intensity  as  the  disease 
progresses.  Eoss  of  memory,  changes  in  person- 
ality. moral  defects,  general  dilapidation,  delu- 
sions, hallucinations  and  delirium,  manic  out- 
breaks and  all  signs  of  organic  psychosis  may 
appear.  In  review  of  the  general  symptoms,  we 
see  that  the  individual  who  suffers  from  re]>eated 
headaches  which  are  most  common  in  the  early 
morning,  increasing  in  severity  and  frequency 
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with  no  apparent  cause,  are  brain  tumor  suspects. 
Also,  adults  who  develop  epileptiform  convul- 
sions are  especially  to  be  susj)ected  of  harboring 
such  a lesion  and  should  he  carefully  examined. 

LOeWLIZING  SYMPTOMS 

Eocalizing  sym])toms  are  sometimes  absent  and  ' 
the  exact  site  of  the  tumor  may  only  be  revealed 
by  a postmortem  examination.  In  most  cases, 
however,  focal  symptoms  develop  which  enable  us 
to  determine  the  ])osition  of  the  growth  with  ; 
greater  or  lesser  precision.  The  secret  of  success 
in  this  field  lies  in  an  ajipreciation  of  the  meaning  < 
of  small  defects  of  function,  correlated  with  the 
knowledge  of  intracranial  anatomy  and  phys- 
iology. Accurate  neurologic  studies  must  be 
made,  and  esi)ecially  important  is  a careful  history  i 
of  the  chronologic  developments  of  symptoms,  be-  » 
cause,  later  in  the  course  of  the  disease,  the  dilation  ( 
and  growth  of  the  tumor  make  accurate  localiza-  \ 
tion  difficult.  In  some  cases,  we  can  only  form  an  I 
a])proximate  idea  as  to  the  site  of  the  disea.se.  For  | 
examine,  if  a ])atient  with  headache,  vomiting  and  ( 
papilledema  develops  a gradually  increasing  left  ( 
hemiplegia,  all  that  we  are  justified  in  diagnosing  r 
is  a growth  somewhere  in  the  right  cerebral  hemi-  i 
s])here,  ])robably  in  the  neighborhood  of  the  motor  / 
tract.  The  occurrence  of  a cranial  nerve  palsy  is 
always  suggestive  of  a lesion  at  the  base  of  the  ^ 
brain.  For  example,  a unilateral  palsy  of  the  ex-  ' 
ternal  rectus  has  little  or  no  localizing  value  since  / 
the  sixth  nerve  may  be  paralyzed  by  a growth  any-  ' 
where  within  the  skull,  whether  the  mechanism  is 
that  of  traction  or  downward  displacement  of  the  .1 
cerebrum.  On  the  contrary,  bilateral  sixth  nerve  w 
paralysis  is  a valuable  sign  of  an  intrapontine  j 
lesion. 

Localizing  .symptoms  may  be  masked  or  con-  j 
cealed  as  in  some  cases  of  occipital  tumors  in  r 
which,  if  the  pai>illedema  progresses  to  atrophy  i 
and  blindness,  the  hemianopia,  which  might  have 
led  to  a correct  diagnosis,  becomes  lost.  Local-  i 
izing  signs,  to  be  of  value,  should  generally  appear 
early.  Absence  of  focal  signs  suggests  that  the  i 
tumor  is  above  the  tentorium,  since  subtentorial  , : 
growths  almost  always  produce  focal  signs  early 
in  their  course.  Deficiencies  in  the  psychic,  rather 
than  the  somatic,  field  suggest  frontal  lobe  tumors.  ^ 
These  cases  frequently  go  unrecognized  for  long  ' 
periods  of  time.  The  patients  lose  their  normal  i' 
emotional  tone,  they  are  inattentive  and  lack  in-  c: 
terest : may  become  untidy  and  careless.  Their  ' 
s])eech  may  become  obscene  and  is  almost  invari-  u 
ably  facetious.  This  condition  is  not  to  be  con-  ■> 
fused  with  the  drowsiness  and  apathy  of  in-  'i 
creased  intracranial  tension  which  can  usually  be  ■ 
erased  by  reduction  in  the  intracranial  pressure. 
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Of  the  chief  localizing  symptoms,  tumors  of  the 
motor  cortex  are  the  easiest  to  recognize  clinically. 
In  these,  in  addition  to  the  general  signs  of  intra- 
cranial tumor,  we  usually  observe  two  classes  of 
phenomena,  irritative  and  paralytic.  Slight  pres- 
sure causes  venous  congestion  with  irritation. 
More  severe  pressure  results  in  local  anemia  with 
paralytic  phenomena.  The  irritative  phenomena 
consi.st  of  Jacksonian  fits  originating  from  the 
motor  cortex  that  happens  to  be  chiefly  implicated. 
It  usually  consists  of  a tonic  spasm  followed  by 
clonic  jerks,  and  it  may  be  strictly  localized  to  a 
small  group  of  muscles,  or  it  may  spread  from 
them  to  other  muscle  groups.  They  should  be  of 
a constantly  recurring  pattern  to  aid  in  localizing 
the  lesion.  Jacksonian  convulsions  dififer  from 
ordinary  epilepsy  in  that  the  patient  usually  re- 
tains consciousness  all  the  time  and  can  study  his 
own  fit.  Paralytic  phenomena  in  tumors  of  the 
motor  region  consist  in  monoplegic  weakness  of 
the  convulsed  muscles  during  the  interparoxysmal 
periods.  Tumors  of  the  precentral  or  motor  area, 
if  extending  backward  against  the  rolandic  fissure 
to  the  postcentral  convolution,  are  usually  asso- 
ciated with  the  sensory  aura  of  the  affected  limb. 

. Pituitary  neoplasms,  as  a rule,  are  accompanied 
by  a bitemporal  hemianopia.  As  the  tumor  as- 
sumes greater  dimensions,  total  blindness  due  to 
a complete  optic  atrophy  may  result.  Ophthalmo- 
plegia, exophthalmus  and  anosmia  may  also  be 
present.  Constitutional  disturbances  from  the  dis- 
ordered activity  of  the  gland  may  result  in  dyspi- 
tuitarism.  Tumors  of  the  posterior  cranial  fossa 
usually  compress  the  pons  and  medulla,  push  them 
out  of  place  and  thereby  involve  some  of  the  cra- 
nial nerves  on  one  or  both  sides.  If  the  cerebel- 
lum is  involved  there  is  ataxia,  vertigo,  a reeling 
gait  uninfluenced  by  closure  of  the  eyes,  and  nys- 
tagmus. Tinnitus,  defective  hearing,  vertigo  and 
nystagmus  indicate  involvement  of  the  cochlear 
and  vestibular  branches  of  the  acoustic  nerve. 

If  the  tumor  compresses  the  medulla,  dy.sarth- 
ria,  dysphagia,  a])honia  and  hemiplegia  will  occur, 
depending  upon  the  degree  of  damage.  Radio- 
grams of  the  skull  are  of  diagnostic  value  in  .some 
cases.  Thus,  pituitary  tumors  bulging  downward 
in  the  sella  turcica  may  be  recognized.  Calcifica- 
tion of  a supra.sellar  cy.st  may  also  show  nodular 
opacities  above  the  level  of  the  sella.  Calcification 
of  the  pineal  gland,  sufficient  to  be  recognizable 
by  x-ray,  occurs  in  about  50  per  cent  of  normal 
adult  brains.  Sometimes  the  position  of  the  cal- 
cified gland  can  be  utilized  for  jiurposes  of  locali- 
zation. 

In  the  presence  of  increased  intracranial  jires- 
sure.  encephalography  is  the  procedure  of  choice 
in  cases  in  which  the  most  careful  o])hthalmologic 


and  neurologic  methods  fail  to  demonstrate  satis- 
factorily signs  of  the  lesion.  This  would  include 
unlocalized  brain  tumors,  brain  abscess,  basal 
arachnoiditis  or  any  condition  causing  a blocking 
of  the  ventricular  system.  Spinal  fluid  examina- 
tions, aside  from  determining  the  amount  of  intra- 
cranial i>ressure,  is  of  little  help.  An  increase  of 
jirotein  content,  a moderate  pleocytosis  and  xan- 
thochromia, may  suggest  the  involvement  of  the 
lateral  ventricles  but,  otherwise,  is  generally  a 
poor  lead  to  diagnosis.  It  is  well  to  emphasize 
that  one  should  be  extremely  careful  in  making 
lumbar  jnmetures  in  those  cases,  especially  when 
the  tumor  is  located  in  the  infratentorial  region, 
because  of  herniation  into  the  foramen  magnum. 

Elsberg^  has  developed  a technic  for  the  diag- 
nosis of  supratentorial  tumors  by  the  olefaction 
method.  He  claims  that  the  cortex,  optic  thalamus 
and  corpus  callosum  must  be  included  in  the  ole- 
factory  spheres.  Interference  with  the  normal 
function  of  these  areas  produces  disturbances  in 
the  sense  of  smell  which  must  have  a different 
character  when  different  areas  are  involved. 
Therefore,  with  the  appropriate  and  sufficiently 
sensitive  method  for  testing  the  sense  of  smell,  it 
should  he  possible  to  discover  olefactory  patterns 
in  expanding  lesions  in  different  parts  of  the 
brain.  He  has  devised  a procedure  which  consists 
of  the  injection  of  odors,  namely,  citral  and  coffee, 
into  the  nasal  passages  during  a short  period  of 
voluntary  cessation  of  breathing.  The  result  of 
the  test  is  determined  by  the  degree  of  fatigue 
produced  by  the  different  odors  and  the  effect  of 
the  injection  of  an  odor  into  one  nasal  passage 
u])on  the  olefactory  acuity  of  the  other  side.  In 
intracranial  tumors  and  large  dural  growths  that 
have  been  buried  in  the  brain,  the  minimum  iden- 
tifiable odor  is  not  raised,  but  the  duration  of 
fatigue  is  prolonged  on  the  same  side  as  that  of 
the  neopla.sm. 

DIAGNOSIS 

In  the  diagnosis  of  intracranial  lesions,  there 
are  a few^  conditions  which  confuse  us  more  often 
than  others.  One  of  the  first  conditions  to  con- 
sider is  renal  disease  in  which  there  may  he  head- 
ache, vomiting  and  papilledema,  sometimes  as.so- 
ciated  with  transient  hemiplegia  or  monoplegia. 
The  diagnosis  dejiends  upon  the  examination  of 
the  urine,  blood  pre.ssure  and  the  blood  urea. 
Cerebral  abscess  does  not  often  give  rise  to  diffi- 
culty, because  there  is  usually  a history  of  di.seasc 
of  the  ear  and  sinuses,  abscess  of  the  lung  or  frac- 
ture of  the  skull.  Hydrocephalus  following  men- 
ingitis should  not  give  ri.se  to  difficulty,  but  some- 
times hydrocephalus  comi>Iicates  disease  of  the 
midille  ear.  Multiple  .sclerosis,  if  it  begins  with 
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optic  neuritis,  and  if  the  first  patch  is  in  the  pons 
and  cerebellum,  may  lead  to  a temporary  errone- 
ous diagnosis.  Acute  or  subacute  encephalitis 
may  be  accompanied  by  choked  disc  and  be  mis- 
taken for  tumor.  Neurosyphilis  may  simulate 
tumor  in  several  ways.  The  early  mental  symp- 
toms of  a tumor  sometimes  resemble  those  of  gen- 
eral paresis  and,  in  both  conditions,  epilepsy  may 
occur.  The  history,  the  general  mental  picture, 
the  pupillary  signs,  the  course  of  the  disease  and, 
especially,  the  serology,  attest  the  diagnosis.  Cere- 
bral vascular  disease,  unassociated  with  renal 
changes,  produces  an  infinite  variety  of  clinical 
signs  which  may  resemble  cerebral  tumor  and  it 
is  probably  the  frequency  of  vascular  disease 
which  makes  the  diagnosis  of  cerebral  tumor  much 
more  difficult  in  middleaged  and  older  people. 

In  conclusion,  nothing  is  more  important  in  the 
early  diagnosis  of  intracranial  lesions  than  a care- 
fully taken  history,  with  particular  attention  being 
given  to  events  of  probable  bearing  extending  over 
a period  of  time  rather  than  weeks.  The  earliest 
manifestations  are  frequently  the  most  important 
findings  elicited  on  examination.  Careful  and 
repeated  examinations  of  the  patient,  with  each 
examination  moderately  complete,  will  in  a great 
majority  of  cases  bring  us  to  a correct  diagnosis. 
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SURGERY  APPLIED  TO  EPILEPSY 

The  present  era  of  medicine  can  be  said  to  be 
characterized  by  increased  opportunities  for  learn- 
ing and  increased  ambition  on  the  part  of  students 
and  practitioners.  Research  has  ceased  to  be  an 
eccentric  desire.  It  has  become  an  obligation. 
It  no  longer  suffices  that  a surgeon  be  the  me- 
chanical partner  of  an  internist  overseer.  Rather 
he  has  acquired  an  understanding  of  clinical 
syndromes,  pathologic  physiology  and  gross 
pathology  in  the  living,  that  places  him  in  a fairly 
self-sufficient  position  concerning  those  surgical 
disorders  that  fall  within  his  domain,  and  this, 
of  course,  is  as  it  should  be.  The  disciples  of 
neurologic  surgery  were  not  long  in  adopting  this 
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trend  to  such  an  extent  that  in  present  day  neuro- 
surgical training,  if  there  is  any  imbalance,  it 
will  likely  prove  to  be  in  favor  of  neurology  and 
physiology.  Such  an  imbalance  though,  provid- 
ing all  the  forces  are  not  on  one  side  of  the  scale, 
is  without  doubt  for  the  better  health  of  the 
profession,  and  indeed  with  so  many  broad  and 
involved  fields  of  knowledge  bearing  upon  the 
nervous  system,  the  brevity  of  a single  span  of 
life  becomes  a natural  hazard. 

This  prologue  is  in  point  of  introducing  the 
first  topic  of  discussion,  the  renewed  interest  and 
advanced  thought  in  one  of  the  oldest  and  most 
fantastic  afflictions  of  which  we  have  record — 
epilepsy.  An  epileptic  seizure  is  generally  re- 
garded as  a motor  convulsion.  Stopping  there 
is  comparable  to  the  dog  that  barks  at  the  wheel 
of  a car  not  being  conscious  of  the  man  in  the 
driver’s  seat.  The  obvious  motor  response  is 
only  a part  of  the  seizure.  Sensory  phenomena 
and  so-called  aurae  are  a most  important  part  of 
the  same  process.  The  seizure  as  a whole  is  the 
result  of  an  involuntary  discharge  of  nuclear  mat- 
ter, probably  always  of  the  cerebral  hemispheres. 
The  forces  and  mechanism  of  this  discharge  are 
not  understood.  However,  the  seizure  is  evi- 
dently always  initiated  in  some  focus  of  the  brain 
that  has  a discharge  threshold  lower  than  normal. 
This  focus  is  spoken  of  as  the  firing  point. 

Almost  every  conceivable  chemical,  metabolic 
and  physiologic  disorder,  spontaneous  or  induced, 
has  at  some  time  been  thought  to  be  the  respon- 
sible factor  in  epilepsy.  The  probability  is  that 
any  one  of  these  disorders  serves  only  as  the 
hammer  that  strikes  the  fulminate  cap  at  the  fir- 
ing point.  If  this  is  true,  our  chief  obligation  is 
to  localize  the  firing  point  and  eliminate  this,  if 
feasible.  Localization  and  the  successful  elimina- 
tion of  the  focus  have  therefore  become  the  key- 
stones of  the  new  hope  of  dealing  with  individual 
problems.  If  organic  pathology  is  present,  the 
problem  becomes  far  simpler,  because  one  has 
recourse  to  many  diagnostic  methods.  The  seiz- 
ures become  of  secondary  importance  here,  and 
are  regarded  only  as  symptoms  with  the  supposi- 
tion that  they  will  cease  after  elimination  of  the 
pathologic  tissue,  and  this  is  most  often  true. 
However,  when  no  organic  pathology  can  be 
demonstrated,  localization  of  the  firing  point  can 
be  accomplished  only  if  we  have  a clear  under- 
standing of  cerebral  function,  or  rather  the  rela- 
tion between  function  and  anatomic  counterpart. 
To  this  end,  Foerster  in. Germany,  and  his  dis- 
ciples, chiefly  Penfield  in  Montreal,  are  contribut- 
ing very  significant  data.  These  consist  on  the 
one  hand  of  a correlation  of  detailed  studies  of 
the  seizure  pattern  with  pathology,  and  on  the 
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other  hand  of  the  electric  stimulation  of  the  cortex 
I of  many  conscious  patients.  Time  does  not  per- 
j mit  a discussion  of  the  information  that  has  been 
derived  from  these  sources,  but  suffice  it  to  say 
that  a close  analysis  of  the  subjective  and  objec- 
tive components  of  the  seizure,  the  march  of  the 
individual  seizure,  and  the  history  of  their  chrono- 
logic  development  may  be  of  utmost  localizing 
value. 

I When  the  abnormal  discharge  is  initiated  at  the 
^ firing  point,  the  epileptic  seizure  has  begun  and 
its  manifestation  will  be  in  keeping  with  the  func- 
tion of  that  part  of  the  brain.  The  aura  may  be 
quite  specific.  The  discharge  may  not  progress 
any  further,  and  thus  constitute  the  types  in  which 
there  is  only  a blank  stare  or  momentary  sensa- 
tions. It  may  progress  a short  distance  and  con- 
stitute a sensation  followed  by  some  involuntary 
coordinated  movement  such  as  head  and  eye  turn- 
ing. In  these  examples  of  so-called  petit  mal 
attacks  there  is  no  loss  of  consciousness.  The 
I discharging  force  may  progress  to  involve  such 
j a large  proportion  of  the  brain  that  it  exhibits 
itself  as  a disordered  welter  of  motor,  autonomic 
and  undoubtedly  sensory  reactions  that  must  in- 
deed be  a terrifying  experience  to  the  patient. 
This  so-called  grand  mal  attack  is  associated  with 
unconsciousness  and  exhaustion,  and,  at  times, 
transient  paralyses  in  the  form  of  aphasia,  blind- 
ness or  motor  loss.  The  latter  is  spoken  of  as 
epileptic  residual  and  is  due  to  a functional  de- 
vastation of  nerve  cells  left  in  the  wake  of  the 
mysterious  force  that  has  transgressed  the  region. 
The  rate  with  which  the  discharge  spreads  may 
also  vary,  as  all  of  us  have  observed  in  the  Jack- 

I sonian  types,  and  it  is  an  unfortunate  circum- 

I I stance  that  in  many  of  the  grand  mal  types  the 
I spread  is  so  rapid  that  neither  patient  nor  ob- 
I server  has  an  opportunity  to  study  a pattern  that 
1 would  be  of  localizing  value.  It  is  also  true  that 
' those  afflicted  with  petit  mal  seizures  will  oc- 
1 casionally  exhibit  a grand  mal  attack  indicating 

a variation  from  time  to  time  in  the  resistance 
threshold  to  the  progress  of  the  discharge.  Seiz- 
ures do  not  tend  to  subside  spontaneously  but 
rather  to  increase  in  frequency  and  severity  as 
time  goes  on.  Hence  the  epileptic  seizure  should 
' be  looked  upon  as  a dynamic  event  subject  to 
detailed  analysis  from  its  beginning  to  its  end 
' and  most  of  all  should  not  be  lightly  dispensed 
with  as  being  just  a petit  mal  or  a grand  mal  con- 
. viilsion.  I would  dare  say  that  the  terms  petit 
‘ ' mal  and  grand  mal  have  done  more  to  stunt  the 
growth  of  a better  concept  of  epilepsy  than  any 
other  one  factor. 

While  these  studies  are  in  progress,  as  might 
' be  suspected,  many  instances  of  epilepsy  on  the 


basis  of  organic  pathology  are  being  brought  to 
light,  and  the  patients  treated  successfully.  Par- 
ticularly striking  among  these  are  the  posttrau- 
matic  lesions  and  early  tumors.  Thus,  the  propa- 
ganda concerning  epilepsy  from  the  few  clinics 
which  have  grown  enthusiastic  is  far  from  hav- 
ing been  in  vain.  Practicing  physicians  who  have 
been  following  these  advances,  have  referred 
many  patients  for  study,  a high  percentage  of 
whom  have  proved  to  have  a telltale  and  remedial 
organic  lesion  that  was  responsible  for  a symptom 
complex;  a symptom  complex  that  because  of  a 
tradition  and  a name  would  have  otherwise 
relegated  the  unfortunate  individual  to  the  limbo 
of  pitied  and  forgotten  patients.  A study  of 
seizure  patterns  has  two  values.  It  not  only 
serves  as  a means  of  localizing  pathologic  foci, 
but  also  is  of  extreme  value  in  ascertaining  facts 
concerning  the  function  of  the  cerebral  cortex. 
For  it  is  here  par  excellence  in  this  experiment 
of  nature  that  we  have  an  exhibition  of  the  effects 
of  cortical  stimulation.  I w'ould  like  to  present 
in  this  connection  three  patients  who  will  serve 
to  illustrate  some  of  these  principles. 

Case  1.  W.  C.,  eighteen  years  of  age,  was  re- 
ferred to  the  University  Hospital  by  Dr.  R.  J. 
Hennes,  of  Oxford,  in  September,  1935.  Petit 
mal  seizures  began  nine  years  ago  when  the  pa- 
tient was  nine  years  of  age.  At  first  they  were 
mild,  consisting  of  a blank  stare  and  occasionally 
of  perseveration  or  the  repetition  of  a phrase  over 
and  over.  These  attacks  progressed  in  frequency 
and  severity  until  on  this  admission  to  the  hos- 
pital he  presented  eye  and  head  turning  to  the 
left  with  wrinkling  of  the  left  face  every  fifteen  to 
twenty  minutes.  It  is  interesting  to  note  that  a 
sustained  ankle  clonus  was  elicited  on  the  left 
only  during  his  seizures.  He  had  had  several 
grand  mal  seizures  but  in  no  case  had  ever  ex- 
perienced an  aura.  These  considerations  local- 
ized the  firing  point  to  the  right  premotor  or 
frontal  adversive  field.  There  was  no  tumor 
syndrome  of  increased  intracranial  tension  and 
an  encephalogram  revealed  only  a questionable 
filling  defect  in  the  anterior  tip  of  the  right  ven- 
tricle. Exploration  was  advised  with  the  diag- 
nosis of  a non-deforming  astrocytoma  of  the  right 
frontal  lobe.  The  parents  felt  that  there  was  not 
enough  proof  of  this  and  took  him  home.  He 
grew  rapidly  worse  and  at  the  behest  of  Dr. 
Rohner,  of  Iowa  City,  was  returned.  He  was 
drooling  at  the  mouth,  and  practically  in  status 
epilepticus  with  complete  flaccid  paralysis  of  the 
left  side  of  the  body,  although  the  latter  con- 
tinued to  take  part  in  rapidly  recurring  seizures. 
An  exploration  of  the  right  frontal  lobe  revealed 
a normal  appearing  cortex  but  the  tissue  was 
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tough.  The  resected  lobe  proved  to  be  entirely 
infiltrated  with  astrocytoma.  He  recovered 
normal  use  of  his  extremities  and  has  had  no 
seizures  to  date. 

Case  2.  H.  P.,  a woman,  forty-nine  years  of 
age,  was  referred  by  Dr.  I.  E.  Nervig,  of  Sioux 
City,  Iowa,  on  December  24,  1935.  She  com- 
plained of  convulsions,  spells  of  crying,  pain  and 
loss  of  function  in  the  left  arm  for  two  years. 
The  seizures  consisted  of  involuntary  grasping 
by  the  left  hand,  followed  by  flexion  of  the  arm, 
and  clonic  jerking.  The  jilain  x-ray  showed  an 
increased  density  of  the  calvarium  at  the  superior 
aspect  of  the  fissure  of  Rolando.  A walnut  sized 
meningeal  fibroblastoma  was  removed  from  this 
region,  and  she  has  been  free  of  seizures  since. 

Case  3.  A delicate  nine  year  old  girl  was  re- 
ferred by  Dr.  H.  E.  Farnsworth,  of  Storm  Lake, 
Iowa,  in  December,  1935.  She  gave  a two  year 
history  of  seizures  that  were  growing  more  fre- 
quent. These  consisted  of  forceful  head  and  eye 
and  body  turning  to  the  right.  There  was  an  oc- 
casional grand  mal  seizure.  Examination  re- 
vealed only  a right  homonymous  hemianopsia^ 
jAn  encephalogram  showed  a markedly  dilated 
left  jiosterior  horn,  the  etiology  of  which  may 
have  been  congenital  or  trauma  from  instrumental 
tissue  was  uncovered  and  totally  excised,  the 
coronal  plane  of  excision  being  as  far  forward 
as  the  vein  of  Galen.  The  last  report  I had  states 
that  she  is  growing  fat  and  more  alert,  and  has 
been  free  of  seizures  except  for  a minor  one  dur- 
ing a high  fever  and  sore  throat.  Incidentally 
it  is  interesting  to  note  that  her  macular  field  of 
vision  has  been  completely  preserved,  a situation 
certainly  in  favor  of  the  bilateral  representation 
of  this  function. 

BRAIN  TUMOR 

For  a long  time  brain  tumors  were  divided 
into  two  types — the  benign  meningioma  (more 
jiroperly  called  meningeal  fibroblastoma)  and 
glioma.  The  former  is  a fibroblastic  tumor  and 
in  the  strict  sense  is  not  a brain  tumor.  The 
latter  is  a true  brain  tumor.  Since  Bailey  and 
Cushing  proposed  their  classic  subdivision  of 
gliomata  according  to  the  type  cell  involved,  much 
information  of  a practical  working  value  has  been 
gathered  concerning  the  natural  history  of  these 
several  tumors.  It  is  now  the  consensus  of  opin- 
ion mat  the  glioblastoma,  sometimes  called 
sjiongioblastoma  multiforme,  is  perhaps  better 
left  alone  with  a decompression  as  a palliative 
measure.  This  is  a rapidly  growing  tumor  of 
middle  age,  with  a short  histoiy,  and  usualb'  lo- 
cated in  the  cerebral  white  matter.  One  of  its 


chief  characteristics  is  spontaneous  hemorrhage 
and  not  infrequently  after  a simple  decompres- 
sion, a patient  may  fail  to  regain  consciousness 
or  die  suddenly.  Spontaneous  hemorrhage  is  in- 
voked by  the  change  in  tension  relationships.  Only 
recently  I had  an  oiyportunity,  while  uncovering 
such  a tumor  in  the  right  frontoparietal  region,  of 
observing  such  a hemorrhage  with  ultimate  rup- 
ture of  the  cortex  and  extrusion  of  the  clot,  all 
having  occurred  immediately  upon  decompressing 
the  cortex.  A frozen  section  made  from  a small 
specimen  taken  at  the  time  of  operation  will  be 
sufficient  for  making  a diagnosis.  A small  core 
of  brain  may  be  removed  from  several  locations 
with  a hollow  needle.  If,  however,  partial  re- 
moval is  once  begun,  it  should  be  completed  as 
thoroughly  as  jiossible,  because  remaining  tumor 
is  likely  to  bleed. 

The  medulloblastoma  is  a cerebellar  tumor  of 
childhood.  It  has  a tendency  to  implant  through- 
out the  subarachnoid  space.  This  is  the  one  glioma 
that  offers  any  marked  response  to  radiation.  It 
is  only  fair  to  say  here,  however,  in  regard  to 
radiation,  that  with  the  new  courage  for  treating 
these  gliomata  with  ten  to  fifteen  times  the  dosage 
that  was  formerly  used,  results  of  a more  favor- 
able nature  may  be  forthcoming.  At  best,  how- 
ever, the  tenure  on  life  with  a medulloblastoma 
is  not  more  than  five  years  with  a miserable  end 
of  blindness,  headache  and  invalidism,  so  that 
debates  concerning  radical  versus  conservative 
treatment  are  probably  more  philosophic  than 
scientific. 

The  astrocytoma  is  fortunately  a common 
glioma  because  it  is  relatively  benign.  It  is  com- 
monly found  in  the  cerebrum  of  adults  and  in 
the  cerebellum  in  children.  It  may  be  solid  or 
cystic  with  a mural  nodule.  In  any  case  every 
effort  should  be  made  to  extirpate  the  major  por- 
tion of  the  solid  type,  particularly  by  lobectomy. 
In  the  cerebellum,  cystic  astrocytomas  practically 
always  arise  from  the  vermis  and  should  be  ex- 
plored there.  The  mural  nodule  should  be  re- 
moved, and  this  will  constitute  a cure. 

The  significant  thing  about  the  astroblastoma, 
which  is  a tumor  of  the  adult  cerebrum,  is  that 
often  a benign  appearing,  avascular,  well  de- 
limited nodule  may  present.  The  surgeon  with 
high  hopes  of  this  being  a benign  tumor  finds  that 
the  pedicle  infiltrates  the  hrain.  Although  it  is 
wise  to  remove  as  much  of  this  tumor  as  possible, 
due  to  its  relative  benignity,  the  operator  should 
be  aware  that  it  is  likely  to  lead  him  with  false 
jiromise  into  extremely  dangerous  territory. 

As  a case  in  point.  I would  like  to  cite  that  of 
F.  R..  a man  fifty  years  of  age.  Feeling  that  I 
was  dealing  with  a benign  tumor  of  the  lateral 


VoL.  XXVI,  No.  9] 


Journal  of  Iowa  State  Medical  Society 


509 


ventricle,  I followed  it  almost  to  the  point  of  an 
immediate  disaster.  The  patient  expired  twenty- 
two  hours  later,  and  postmortem  examination  re- 
vealed that  this  malicious  tumor  had  lured  me 
with  a benign  appearing  nodule  on  one  end.  It 
then  emerged  from  the  hrain  at  the  floor  of  the 
skull  to  course  alongside  the  pons. 

Contrary  to  the  usual  opinion,  the  benign  men- 
ingioma may  be  extremely  difficult  of  successful 
e.xtirpation.  Their  habit  is  to  arise  from  arach- 
noid tufts  situated  near  the  great  sinuses  of  the 
dura  and  to  which  they  may  be  connected  by 
numerous  vascular  channels.  Those  situated  in 
the  mid-saggital  plane  or  about  the  falx  often 
require  lobectomy  before  a satisfactory  exjiosure 
can  be  made,  and  not  infrequently  those  about  the 
superior  saggital  sinus  will  necessitate  a ligation 
and  segmental  removal  of  this  sinus.  However, 
practically  all  of  the  blood  supply  is  derived  from 
the  overlying  dura  to  which  it  is  attached  and 
little,  if  any,  from  the  brain  in  which  it  imbeds 
itself  but  does  not  invade.  A significant  and 
common  finding  with  respect  to  these  tumors  is 
the  proliferative  reaction  of  the  overlying  cal- 
varium which  may  or  may  not  prove  to  contain 
tumor.  Moreover,  a tiny  plaque  may  stimulate 
such  an  overgrowth  of  bone  that  the  latter  of  it- 
-self  (and  this  is  particularly  true  about  the  orbit) 
may  consume  enough  space  to  produce  signs.  The 
patient,  H.  P.,  referred  to  in  the  topic  on  epilepsy, 
exhibited  a walnut  sized,  rather  soft  and  cellular, 
meningeal  fibroblastoma  situated  adjacent  to  the 
superior  saggital  sinus.  It  was  quite  vascular  and 
asscx'iated  with  a moderate  degree  of  increased 
density  of  the  overlying  calvarium,  which  in  this 
in.stance  proved  to  contain  no  tumor  in  its  hav- 
arsian  canals. 

I would  like  to  illustrate  the  technical  difficulty 
that  may  arise  by  presenting  another  patient.  The 
high  degree  of  vascularity  of  this  tumor  was  pro- 
ductive of  a sign  that  so  far  as  I am  aware  has 
not  been  attributed  to  the  meningioma,  and  that 
is  a well  defined  bruit.  J.  D.,  a man  forty-two 
years  of  age,  was  referred  to  the  hospital  hv  Dr. 
J.  C.  Waddell,  of  Dana,  Iowa.  He  complained 
of  suboccipital  headaches,  weakness  of  the  left 
arm  and  leg,  failing  vision  and  difficultv  in  swal- 
lowing. On  examination  he  presented  a left 
homonymous  hemianopsia,  a boggy,  doughy  full- 
ness in  the  right  temjde  which  was  slightly  tender, 
aiul  a loud  bruit,  synchronous  with  the  pulse  heard 
under  the  right  temple.  The  x-ray  revealed  a 
sort  of  moth  eaten  aiipearance  of  the  Sf|uanious 
liortion  of  the  right  temporal  hone  and  rather  wide 
vascular  channels.  This  suggested  an  arteriove- 
nous aneurysm,  but  it  was  thought  aflvisahle  to 


rule  out  a vascular  meningioma  by  means  of  a 
small  trephine.  At  the  time  this  was  done  he  bled 
furiously  from  channels  in  the  bone  and  scalp. 
It  became  necessary  at  a later  date  to  ligate  both 
internal  and  external  carotid  arteries,  before  the 
tumor  could  be  approached.  A meningeal  fibro- 
blastoma weighing  153  grams  was  removed. 
Hemorrhage  was  controlled  with  difficulty,  even 
after  ligation  of  both  branches  of  the  carotid 
artery,  and  the  patient  succumbed  to  the  opera- 
tion. 

In  closing  the  topic,  I would  like  to  add  what 
I feel  to  be  extremely  pertinent  facts  about  brain 
tumors.  During  the  past  few  months,  two  pa- 
tients have  been  referred  to  us  from  the  medical 
outclinic  where  choked  discs  were  discovered  ac- 
cidentally, since  neither  patient  presented  neuro- 
logic complaints.  This  constitutes  without  fur- 
ther argument  the  basis  of  a plea  for  examina- 
tion of  the  eye  grounds.  I believe  the  examiner 
will  be  amply  rewarded  and  may  at  times  quickly 
disclose  the  cause  of  obscure  vomiting  or  head- 
aches. It  does  not  take  long  to  learn  what  a 
choked  disc  looks  like. 

It  is  indeed  incredible  that  such  a high  per- 
centage of  brain  tumors  could  be  entirely  silent 
except  for  the  so-called  tumor  syndrome ; that  is, 
the  symptoms  and  signs  of  increased  intracranial 
tension,  jirojectile  vomiting,  headache,  and  choked 
discs.  Even  the  tumor  syndrome  may  be  absent 
or  not  reliable.  Small  tumors  in  vital  locations 
may  do  infinite  damage  long  before  they  cause 
increased  tension.  I saw  a patient  two  months 
ago  who  presented  nothing  but  a vague  headache 
and  a progressive  bitemporal  hemianopsia.  The 
encephalogram  was  entirely  negative.  In  spite 
of  this,  a subfrontal  exploration  was  made  of  the 
chiasm  and  nothing  unusual  disclosed.  He  re- 
turned later,  completely  blind  in  the  right  eye. 

ventriculogram  was  still  entirely  normal  except 
for  a shift  and  filling  defect  of  the  third  ventricle. 
I reexplored,  gut  the  right  optic  nerve  and  re- 
moved a thin  walled  suprasellar  cyst  which  had  a 
long  stalk  and  was  hidden  behind  the  chiasm. 
.Subtentorial  tumors  may  be  tricky.  By  localized 
pres.su re  u]>on  the  brain  stem  they  may  produce 
a picture  that  is  confused  with  anything  from 
encephalitis  to  heart  block,  and  be  unassociated 
with  the  telltale  choked  discs  or  tumor  syndrome. 
Bradveardia  and  slow  respirations  perhaps  with 
some  headache  may  continue  over  a long  period 
of  time.  -Any  such  signs  should  make  the  jiatient 
a brain  tumor  suspect  until  otherwise  ]irovcd. 

I am  becoming  more  and  more  convinced  in 
the  indispensability  of  ventriculogra])hv  if  mis- 
takes in  diagnosis  are  to  be  reduced  to  a minimum. 
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I prefer  to  do  an  air  injection  in  all  cases  pre- 
liminary to  exploration,  where  there  is  the  slight- 
est chance  for  donbt.  1 cannot  endorse  the  criti- 
cism made  of  its  use  on  the  basis  of  its  inherent 
dangers.  That  day  has  passed.  This  instrument 
of  precision,  one  of  the  three  great  gifts  to  neuro- 
surgery, has  no  dangers  when  coinjiared  to  the 
tragic  nature  of  the  disease  about  which  it  gives 
such  treasured  information.  It  is  not  uncommon 
to  mistake  a frontal  tumor  for  a cerebellar  tumor 
on  the  basis  of  the  neurologic  examination.  Dur- 
ing the  past  year  a ventricular  estimation  lured 
me  to  do  an  unnecessary  cerebellar  exploration  in 
a child  who  later  proved  by  ventriculograjihy  to 
have  a tumor  in  the  left  lateral  ventricle.  Like- 
wise a futile  subfrontal  search  was  made  for  a 
suiirasellar  cyst  in  a young  girl  who  presented 
destruction  of  the  sella  with  overlying  calcifica- 
tion. Ventriculography  later  disclosed  a tumor 
in  the  left  lateral  ventricle. 

BRAIN  ABSCESS 

Hy  far  the  largest  number  of  intracranial  ab- 
scesses are  sequelae  of  middle  ear  infection  and 
mastoiditis.  They  occasionally  occur  in  the  cere- 
bellum but  more  commonly  in  the  temporal  lobe. 
Second  in  etiologic  importance  is  frontal  sinusitis. 
Botli  of  these  may  result  in  extradural  aliscess, 
but  altogether  too  often  they  are  the  cause  of  in- 
tracerebral abscess.  Extradural  accumulations  of 
pus  are  not  infre([uently  uncovered  at  tbe  time 
of  mastoidectomy  and  are  adec[uately  taken  care 
of  by  the  otologist.  Intracerebral  abscess  must 
always,  if  not  traumatic,  have  thrombophlebitis 
as  its  initial  circumstance.  The  infected  throm- 
bus travels  into  the  brain  by  way  of  a cerebral 
vein,  transgresses  the  vessel  at  some  point  and 
creates  the  nidus  of  supjniration.  In  the  course  of 
time  the  route  which  the  thrombus  took  may  be- 
come obscure  and  not  leave  a so-called  stalk.  Col- 
lateral venous  circulation  across  the  base  of  the 
brain  provides  a mechanism  for  establishing  an 
abscess  contralateral  to  the  original  infection. 
This  is  particularly  true  of  cerebellar  abscesses 
following  ear  infections. 

The  history  of  a cerebral  abscess  following  ear 
infection  may  be  of  two  kinds.  During  the  acute 
infection  or  after  a mastoidectomy,  the  patient 
may  present  signs  of  intracranial  infection ; there 
will  usually  be  a degree  of  meningitis.  It  is  the 
rule  never  to  explore  an  abscess  if  and  while  or- 
ganisms are  growdng  freely  in  the  subarachnoid 
space.  The  evidence  for  this  is  the  sugar  deter- 
mination in  the  spinal  fluid.  In  abscess  forma- 
tion the  sugar  will  not  be  significantly  reduced, 
and  certainly  not  zero  unless  organisms  are  free 
in  the  cerebrospinal  fluid.  Cell  counts,  .smears 


and  cultures  are  important.  The  longer  one  can  ^ 
safely  wait  for  the  abscess  to  localize  and  become  < 
wTilled  oflf,  the  better.  It  takes  at  least  two  weeks  > 
for  any  kind  of  a wall  at  all  to  be  developed. 
During  this  conservative  period,  brain  edema  may  ; 
outstrip  all  measures  of  control.  The  dangerous  i 
increasing  tension  will  manifest  itself  by  the  state  : 
of  consciousness,  pulse,  respiration  and  blood  * 
pressure,  and  can  be  measured  accurately  by  a 
spinal  manometer.  If  ominous,  it  is  better  to  i 
decompress  on  tbe  contralateral  side  than  to  at-  I 
tempt  to  drain  an  unlocalized  abscess.  The  al-  | 
ternative  history  may  be  that  an  ear  infection  | 
cleared  up  and  a jieriod  of  days  or  weeks  later,  in-  i 
creasing  tension  insidiously  manifested  itself  by  i 
headache,  occasional  vomiting  and  choked  discs.  { 
It  is  in  these  cases  that  one  may  forget  the  in-  i 
fection  and  suspect  a tumor.  In  preparing  for  i 
the  operation  one  should  assume  the  lesion  to  be  i 
an  abscess  until  proved  otherwise. 

If  in  grave  doubt  as  to  localization,  I would  not 
hesitate  to  use  ventriculography.  Personally,  ex-  j 
cept  in  rare  instances,  I prefer  to  explore  for  an  s 
abscess  through  a meticulously  clean  field,  rather  ; 
than  through  an  unclean  field  such  as  an  infected  > 
mastoid.  How  should  the  abscess  be  drained? 

I feel  that  the  poor  success  and  high  mortality 
rate  associated  with  brain  abscess  has  driven  many  i 
to  an  unwise  abandonment  of  recognized  surgical  < 
principles.  I believe  that  the  idea  of  enucleating  ; 
an  abscess  with  its  w'all  in  toto  is  not  supported 
bv  surgical  logic.  Likewise,  repeated  aspirations, 
excejit  for  sterile  abscesses,  cannot  meet  with 
optimum  success.  Too  large  a drainage  tube  with 
the  hope  of  the  wall  extruding  itself  only  mag- 
nifies the  inherent  dangers  and  encourages  the 
formation  of  the  insuperable  brain  fungus.  I 
prefer  to  find  the  abscess  with  a ventricular  needle  ' 
through  about  a half  inch  trephine,  then  enlarge  : 
the  puncture  in  its  wall  with  a nasal  dilator  and 
plant  a soft  rubber  tube  one-fourth  of  an  inch  in 
diameter.  The  tube  is  split  and  sutured  flusb 
with  the  scalp  and  not  tampered  with  for  an  in- 
definite period  of  time.  Adhesions  will  usually 
form,  especially  with  the  attending  increased  ten- 
sion forcing  the  cortex  against  the  dura.  Too 
early  manipulation  of  the  tube  may  mean  the  dif- 
ference between  success  and  failure.  The  follow- 
ing three  cases  have  some  interesting  features : 

G.  B.,  a girl  fifteen  years  of  age,  developed  an 
osteomyelitis  of  the  skull  following  a frontal 
sinusitis.  There  was  suppuration,  both  outside 
and  inside  the  skull  to  the  vertex.  The  extradural 
abscess  was  accidentally  discovered  in  the  routine 
x-ray,  due  to  a content  of  air,  probably  introduced 
through  the  defect  in  the  sinus.  The  involved 
bone  was  removed  until  normal  skull  was  en- 
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countered,  and  the  scalp  laid  widely  open.  This 
provided  adequate  drainage  for  the  extradural  ab- 
scess. One  should  never  curette  granulations  over 
the  dura  in  this  procedure.  The  x-ray  findings 
were  fortunate  because  aside  from  a slight  septic 
fever,  she  presented  nothing  neurologically  and 
no  increased  tension  to  warn  us  of  the  intracranial 
complication.  She  recovered  completely. 

The  other  two  patients,  E.  L.  and  C.  1^..  were 
girls  of  the  same  age,  who  came  within  the  same 
month  with  a history  of  a Gradenigo’s  syndrome 
(pain  in  the  face  and  a sixth  nerve  palsy)  follow- 
\ ing  ear  infection  and  mastoiditis.  This  syndrome 
j,  is  due  to  a petrositis  with  enough  infection  at  the 
mesial  aspect  of  the  petrous  j^ortion  of  the  tem- 
poral bone  to  involve  the  fifth  and  sixth  nerves. 
The  patient  may  recover  under  conservative  treat- 
ment, or  progress  to  meningitis  or  suppuration. 
These  two  patients  developed  the  signs  of  in- 
creased tension  and  thirty  cubic  centimeters  of 
pus  were  drained  from  each  from  posterior  tem- 
: poral  lobe  abscesses.  Both  patients  are  recovering 

uneventfully. 


OCUL.AR  CHANGES  ASSOCIATED  WITH 
INTRACRANIAL  LESIONS* 

Cecil  S.  O’Brien,  M.D.,  Iowa  City 
Department  of  Ophthalmology,  College  of 
Medicine,  State  University  of  Iowa. 
Embryologically  the  eye  is  a part  of  the  central 
nervous  .system  and,  in  addition,  six  of  the  twelve 
cranial  nerves  send  all  or  a ])art  of  their  fibers 
to  the  eye  and  adnexa;  hence  it  is  not  surjirising 
that  ocular  changes  are  commonly  associated  with 
intracranial  lesions.  The  frequency  and  impor- 
tance of  such  changes  are  well  known.  The  com- 
mon ocular  signs  of  brain  or  meningeal  diseases 
may  be  enumerated  as  choked  discs,  optic  neu- 
ritis, optic  atrophy,  changes  in  the  fields  of  vision, 
nystagmus  and  jiaralysis  of  the  third,  fourth,  fifth, 
sixth  or  seventh  cranial  nerves. 

COMMON  OCULAR  SIGNS  OE  I .NTRACRANIAI. 
LESIONS 

I The  imj)ortance  of  an  oxamination  of  the  eye- 
grounds  in  sikspected  intracranial  di.sea.se  goes 
I without  saying.  Foster  Kennedy,  the  well  known 
j neurologist,  states  in  Cecil’s  Textbook  of  Medicine 
j that,  “The  constant  use  of  the  ophthalmo.scojie  is 
[ essential  in  neurological  medicine  and  almost  e.s- 
.sential  in  all  branches  of  medicine.  The  instru- 
ment is  more  indispensable  than  a stethoscoiKv’’ 
Choked  disc  or  edema  of  the  ojitic  nerve  head  is 
the  most  common  sign  of  brain  tumor,  being  pres- 
ent in  no  less  than  <S0  per  cent  of  the  cases.  It 
also  occurs,  although  somewhat  less  freiiuently, 

•presented  before  the  EiKhty-fifth  Annual  SeAaion.  Iowa  State 
Medical  Sfx:iety.  De^  Moines,  April  29  and  30,  nn<]  May  I,  1930. 
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with  brain  abscess,  meningitis,  hydrocephalus, 
skull  fractures  and  intracranial  hemorrhage.  Both 
eyes  are  usually  involved  but  the  edema  may  be 
unilateral  in  the  early  stages.  The  nerve  head  is 
enlarged,  it  is  elevated  above  the  level  of  the  gen- 
eral fundus  and  protrudes  slightly  forward  into 
the  vitreous,  it  apj^ears  gray  and  translucent  and 
the  margins  are  blurred,  the  arteries  are  con- 
tracted and  the  veins  are  engorged  and  tortuous, 
and  oftentimes  hemorrhages  are  present  on  and 
around  the  disc.  The  visual  field  shows  an  en- 
larged blind  spot  corre.sponding  to  the  increased 
size  of  the  nerve  head.  Vision  is  but  little  af- 
fected in  the  early  stages  but  later,  with  the  de- 
velo]rment  of  secondary  optic  atrophy,  visual 
acuity  is  diminished;  the  end  result  may  be  total 
blindness.  Choked  disc  is  the  result  of  increased 
intracranial  pressure.  The  size  of  a brain  tumor 
is  not  neces.sarily  a determining  factor  in  the 
production  of  edematous  nerv'e  heads,  since  a 
small  tumor  of  the  corpora  quadrigemina  or  iiineal 
body,  in  the  region  of  the  aqueduct  or  great  vein 
of  Galen,  may  close  the  normal  outlet  and  dam 
back  the  cerebrospinal  fluid  into  the  ventricles. 
Choked  discs  appear  early  and  almost  invariably 
accompany  tumors  of  the  cerebellum,  quadrige- 
minal plate,  parieto-occipital  region,  third  and 
fourth  ventricles  or  base  of  the  brain.  Tumors 
of  the  frontal  or  temporal  lobe  usually  produce 
edema  of  the  nerve  heads.  It  is  only  in  tumors 
of  the  pituitary  body,  pons,  corpus  callosum,  sub- 
cortical areas  or  medulla  that  choked  discs  ap- 
pear late  or  not  at  all. 

Optic  neuritis,  an  actual  inflammation  of  the 
optic  nerve  head,  exists  in  some  cases  of  men- 
ingitis, especially  those  due  to  syphilis,  and  also, 
occasionally,  with  brain  abscess.  The  diflferen- 
tial  diagnosis  between  choked  disc  and  optic  neu- 
ritis is  often  difficult  or  even  impossible.  In 
neuritis  vision  fails  rajiidly.  the  swelling  of  the 
nerve  head  is  not  .so  pronounced,  both  arteries 
and  veins  are  engorged,  and  the  vitreous  may 
show  opacities. 

Atrophy  of  the  optic  nerve  may  he  primary  or 
secondary.  Primary  atrophy  occurs  in  tabes  or 
paresis  or  as  a result  of  pressure  on  the  nerve  in 
tumors  of  the  subfrontal  area  or  pituitary  body; 
it  is  not  rare  in  fractures  of  the  ba.se,  esjiecially 
those  through  the  lesser  wing  of  the  sphenoid 
bone.  It  may  be  due  to  jiressure  from  a sclerosed 
internal  carotid  artery  or  a frontal  abscess.  In 
])rimary  atrophy  the  nerve  head  appears  white  or 
grav,  jiathologic  ciqqiing  is  iire.sent,  the  margins 
are  unusually  distinct  and  the  ves.sels  are  normal. 
\'ision  is  poor  or  entirely  absent.  Secondary 
atrophv  follows  choked  disc  or  o])tic  neuritis, 
hence  is  frequently  encountered  in  the  late  stages 
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of  brain  tumor  and  meningitis.  Its  appearance 
is  somewhat  different  from  that  of  primary 
atrophy  in  that  the  nerve  head  is  usually  chalky 
white,  newly  formed  glial  tissue  fills  in  the  physi- 
ologic cup  and  there  is  no  cupping,  the  margins 
are  irregular  and  somewhat  indistinct  and  both 
sets  of  vessels  are  reduced  in  caliber. 

The  visual  pathways  extend  from  the  eyes 
anteriorly  to  the  extreme  end  of  the  occipital 
lobes  posteriorly.  Lesions  in  many  localities 
throughout  the  brain  may  interfere  with  vision 
by  affecting  either  the  optic  nerve,  chiasm,  optic 
tract,  lateral  geniculate  body,  optic  radiation  or 
visual  cortex.  Changes  in  the  fields  of  vision 
are  often  of  definite  localizing  value,  esj>ecially 
when  accompanied  by  other  symptoms  and  signs. 
Pressure  on  the  optic  nerve  affects  the  field  of 
vision  in  only  one  eye,  whereas  similar  lesions  in 
all  other  parts  of  the  visual  pathwav  result  in  de- 
fects in  the  fields  of  vision  of  both  eyes.  In  the 
early  stages  pressure  on  the  optic  nerve  may  give 
rise  to  a central  scotoma : this  is  followed  by  con- 
centric contraction  of  the  field  of  vision  and 
eventual  hlindness  in  the  affected  eve.  The  nerve 
may  be  involved  by  pressure  from  a tumor  of  the 
frontal  lobe  or  pituitary  body,  aneurysm  or  scle- 
rosis of  the  internal  carotid  arterv  or  fracture 
through  the  lesser  wing  of  the  sjihenoid  bone. 
It  may  be  stated,  however,  that  in  tumor  of  the 
hypophysis  the  field  of  vision  in  the  opj)osite  eve 
is  usually  also  affected. 

Lesions  of  the  chiasm  are  most  frequently  due 
to  ])ressure  from  a pituitary  tumor  or  a suprasel- 
lar cyst  or  neoplasm  ; occasionally  a dilated  third 
ventricle  is  resjxmsible  for  chiasmal  lesions.  If 
pressure  is  exerted  on  the  center  of  the  chiasm, 
the  crossed  fibers,  i.  e.,  those  from  the  nasal  retina 
of  each  eye,  are  destroyed  and  a bitemporal  de- 
fect in  the  visual  fields  follows.  Thus  bitemporal 
hemianopsia  is  stated  to  he  typical  of  pituitary 
lesions,  but  in  actual  practice  the  tumor  is  usuallv 
not  discovered  until  a later  stage  and  the  fields 
then  show  a complete  loss  of  vision  in  one  eye  and 
a temporal  defect  in  the  field  of  the  opposite  eye. 
In  rare  instances  sclerosed  internal  carotid  arter- 
ies press  on  the  uncrossed  fibers,  from  the  tempo- 
ral retina  of  each  eye,  at  the  lateral  sides  of  the 
chiasm  and  give  rise  to  binasal  defects  in  the  fields 
of  vision  or  even  to  hinasal  hemianopsia. 

Lesions  of  the  optic  tract  produce  homonymous 
defects  in  the  visual  fields,  i.e.,  blind  areas  in  the 
right  or  left  half  of  the  field  in  each  eye. 
Homonymous  hemianopsia  is  most  frequent.  The 
blind  area  commonly  passes  through  the  point  of 
fixation,  i.e.,  there  is  no  sparing  of  the  macula 
with  retention  of  a small  area  of  central  vision. 
Wernicke’s  pupillary  phenomenon  is  present ; the 


pupil  fails  to  contract  to  light  thrown  on  the  af-  j 
fected  half  of  either  retina.  Tract  lesions  are  | 
comparatively  rare.  / 

Destruction  of  the  lateral  geniculate  body  re-  j 
suits  in  visual  field  changes  similar  to  those  of  ( 
tract  lesions.  The  visual  fibers  which  make  up  i 
the  optic  radiation  have  a rather  long  course ; 
they  sweep  forward  from  the  lateral  geniculate 
body  through  the  posterior  limb  of  the  internal 
capsule  above  the  inferior  horn  of  the  lateral 
ventricle,  bend  backward  in  the  temporal  lobe  and  i 
j)ass  lateral  to  the  posterior  horn  of  the  lateral 
ventricle  to  the  posterior  pole  of  the  occipital  lobe, 
'riius  they  may  be  affected  by  lesions  of  tbe 
temporal,  parietal  or  occipital  lobe.  Lesions  of 
the  radiation  or  visual  cortex  produce  homony- 
mous defects  in  the  fields  of  vision ; such  defects 
may  appear  as  homonymous  scotomata,  homony- 
mous quadrant  defects  or  homonymous  hemian- 
opsia. The  macula  is  usually  spared  and  central 
vision  is  retained.  Wernicke’s  pupillary  phe- 
nomenon is  absent ; the  pupil  reacts  to  light 
thrown  on  the  blind  half  of  either  retina.  In 
diseases  of  the  visual  cortex  or  radiation  the  pa- 
tient may  complain  of  visual  hallucinations. 
Tumors,  cerebral  hemorrhage  and  trauma  are  the  i 
most  frequent  lesions  in  these  areas. 

An  involuntary  to  and  fro  movement  of  the 
eyes  may  occur  as  a symptom  of  brain  lesions  in 
the  basal  ganglia,  the  cerebellum  or  its  tracts  in 
the  pons,  medulla  and  midbrain,  or  in  lesions  of  : 
the  cerebellopontine  angle  or  quadrigeminal  plate. 

The  third,  fourth  and  sixth  nerves  supply  the  i 
extra-ocular  muscles  and  thus  provide  for  rota-  ■ 
tions  of  the  eyeball.  Paralysis  of  one  or  more  of  •; 
these  nerves  results  in  double  vision  and  limited  ' 
rotations  of  one  eye.  The  third  and  sixth  nerves 
are  often  affected  but  the  fourth  rarely.  Meningo- 
vascular  neurosyphilis,  tabes  and  paresis  account  ■" 
for  approximately  one-half  of  these  cases;  men-  - 
ingitis,  encephalitis,  vascular  disease,  fractures  of  ■ 
the  base  or  tumors  of  the  base  are  other  causes,  i 
In  lesions  of  the  third  nerve  the  upper  lid  may 
droop,  the  pupil  may  be  dilated  and  inactive  and  • 
paralysis  of  accommodation  may  be  present.  The  -i 
sixth  nerve  is  most  often  affected  by  tumors  of  \ 
the  pons  or  cerebellopontine  angle  and  by  middle  I 
ear  disease  which  has  extended  into  the  petrous  t 
bone.  The  fifth  nerve  is  sensory  to  the  eye  and  i 
is  not  often  involved.  However,  deep  seated  l! 
ocular  pain  is  not  rare  in  inflammatory  lesions  ? 
extending  from  the  middle  ear  to  the  petrous  ( 
bone.  The  seventh  nerve  supplies  the  orbicularis  i 
oculi  muscle  which  closes  the  lids  : paralysis,  which  ; 
is  rather  rare,  is  evidenced  by  inability  to  close  ! 
the  eyelids.  It  may  be  due  to  lesions  in  the  pons  ' 
or  meninges. 
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Another  common  ocular  sign  of  intracranial 
disease  is  the  Argyll  Robertson  pupil ; it  is  most 
frequent  in  tabes  but  does  occur  occasionally  in 
encephalitis  and  other  conditions. 

Conjugate  deviation  of  the  eyes  may  be  spastic 
or  paralytic.  The  former  is  sometimes  seen  as 
the  oculogyric  spasm  of  postinfluenzal  encephal- 
itis. Paralysis  of  lateral  rotation  occurs  with 
supranuclear  lesions  and  lesions  of  the  midbrain, 
pons  or  motor  cortex;  paralysis  of  upward  rota- 
1 i tion  is  significant  of  lesions  in  the  quadrigeminal 
i ! plate. 

I Bilateral  paralysis  of  the  ocular  muscles  and 
I proptosis  is  significant  of  cavernous  sinus  throm- 
bosis. 

OCULAR  SIGNS  OF  LESIONS  IN  SPECIAL  BRAIN 
AREAS 

The  common  ocular  symptoms  and  signs  of 
I localized  lesions  in  the  brain  may  be  enumerated 
I as  follows,  but  it  must  be  borne  in  mind  that  such 
signs  are  not  invariably  present : 

Frontal  lobe.  Choked  discs  are  frequent. 
Foster  Kennedy  has  described  a syndrome  with 
frontal  lobe  tumors — central  scotoma  and  optic 
atrophy  on  the  side  of  the  tumor,  with  choked  disc 
on  the  opposite  side.  Ocular  palsies  may  be  pres- 
ent. In  cases  with  pressure  on  the  motor  cortex 
there  may  be  conjugate  deviation  of  the  eyes. 

Pituitary  body  and  suprasellar  area.  Bitem- 
poral hemianopsia  and  optic  atrophy ; choked 
discs  are  rather  uncommon. 

Parietal  lobe.  Choked  discs  and  homonymous 
hemianopsia  may  be  present. 

Temporal  lobe.  Choked  discs  and  homony- 
mous defects  in  the  fields  of  vision  or  homony- 
mous hemianopsia ; visual  hallucinations  and  a 
dilated,  fixed  pupil  on  the  side  of  the  lesion  may 
occur. 

' Occipital  lobe.  Choked  discs  and  homonymous 
scotoma,  homonymous  quadrant  defects  or 
homonymous  hemianopsia:  visual  hallucinations. 

Cerebellum.  Early  and  pronounced  choking 
of  the  nerve  heads:  nystagmus;  paralysis  of  the 
sixth  or  seventh  cranial  nerve  may  appear  as  a 
late  change. 

Midbrain.  Paralysis  of  the  third  nerve : choked 
discs  with  lesions  of  the  corpora  (juadrigemina. 

Quadrigeminal  plate.  Early  choked  discs, 
paralysis  of  upward  rotations,  ocular  ])alsies  and 
dilated,  fixed  i)Upils;  nystagmus  occasionally. 

Third  and  fourth  ventricle  tumors.  Early 
chrtked  discs. 

Pons.  Paralysis  of  lateral  gaze;  combinations 
f)f  paralyses  of  the  fifth,  sixth  and  seventh 
nerves:  vertical  nystagmus  and  disturbances  of 
the  jiupillary  reactions  may  occur. 


Cerebellopontine  angle.  Paralysis  of  the  sixth 
and  seventh  nerves ; nystagmus ; and  perhaps 
choked  discs  in  the  late  stages. 

Basal  ganglia.  Homonymous  hemianopsia  and 
nystagmus. 

Medulla.  Ocular  symptoms  and  signs  are  rare 
but  occasionally  Horner’s  syndrome  (miosis  and 
slight  ptosis)  may  be  present. 

Base  of  the  brain.  Paralysis  of  the  third,  sixth, 
and  more  rarely  the  fourth  cranial  nerves ; optic 
atrophy  with  lesions  of  the  anterior  fossa  and 
choked  discs  with  those  of  either  the  middle  or 
posterior  fossa. 

THE  TREATMENT  OF  RHEUMATIC 
HEART  DISEASE* 

C.  B.  Luginbuhl,  M.D.,  Dcs  Moines 

The  treatment  of  rheumatic  heart  disease  has 
seemed  a timely  subject,  not  because  there  are 
any  new  and  wonder  working  methods  of  treat- 
ment to  record,  but  rather  because  statistics  on 
the  mortality  and  morbidity  from  this  disease  de- 
mand that  we  make  the  best  possible  use  of  such 
treatment  as  we  have  at  our  command.  In  1934, 
the  recorded  death  rate  from  heart  disease  was 
two  hundred  and  forty-three  per  hundred  thou- 
sand for  the  country  as  a whole,  while  for  Iowa 
it  was  two  hundred  and  twenty-one  per  hundred 
thousand.  During  this  same  period,  the  death  rate 
from  tuberculosis  was  fifty-six  per  hundred  thou- 
sand for  the  United  States,  and  twenty-five  per 
hundred  thousand  in  our  own  state.  On  the  basis 
of  M'ashburn’s  estimate  that  from  thirty  to  thirty- 
five  per  cent  of  all  heart  deaths  are  due  to  rheu- 
matic heart  disease,  rheumatic  heart  disease  alone 
w’ould  be  responsible  for  almost  one  and  a half 
times  as  many  deaths  in  the  United  States,  and 
almost  three  times  as  many  deaths  in  lovra  as  is 
tuberculosis.  Since  few  diseases  are  reportable 
and  rheumatic  heart  disease  is  not  numbered 
among  these,  we  have  no  authoritative  morbidity 
statistics,  but  Emerson  estimates  that  for  every 
death  from  heart  disease,  there  are  probably  sev- 
enteen ])eople  suffering  from  it.  while  for  every 
death  from  tuherculosis  there  are  onlv  seven  peo- 
ple with  tuberculosis.  If  this  comparison  holds 
true  for  Iowa,  we  have  nine  people  with  heart 
disease  for  every  one  with  tuberculosis,  while 
those  with  rheumatic  heart  disease  outnumber 
those  with  tuberculosis  more  than  three  to  one. 
My  own  impression,  gained  from  forty-odd  heart 
clinics  held  in  various  ]>arts  of  the  state,  is  that 
rheumatic  heart  disease  accounts  for  a relatively 
larger  ])roportion  of  our  heart  cases,  not  less  than 
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forty  per  cent.  This  would  seem  to  bear  out 
rather  than  to  dis])rove  Emerson’s  estimate,  since 
rheumatic  heart  disease  is  relatively  more  preva- 
lent in  our  section  than  in  other  parts  of  the  coun- 
try with  a more  equal)le  climate. 

There  is  no  field  of  medicine  in  which  the  pro- 
verbial ounce  of  prevention  should  lie  more  truly 
worth  a pound  of  cure  than  in  heart  disease, 
whether  its  value  he  reckoned  in  terms  of  morbid- 
ity or  of  mortality,  hut  various  factors  make  it 
]iarticularly  difficult  to  insure  that  ounce  of  ])re- 
vention.  We  know  that  rheumatic  fever  is  usually 
preceded  by  an  infection  of  the  u])per  resiiiratory 
tract,  but  there  is  rarely  anything  to  distinguish 
this  infection  from  the  countless  others  that  have 
apparently  entailed  nothing  more  than  transient 
discomfort.  Nose  and  throat  infections  have  so 
long  been  dubbed  “common  colds”  that  it  is  diffi- 
cult to  convince  the  public  that  they  are  in  reality 
responsible  for  an  uncommonly  large  number  of 
disasters.  Rheumatic  heart  disease  claims  its  larg- 
est number  of  victims  among  children,  and  it  is 
not  mere  coincidence  nor  even  the  very  ini])ortant 
question  of  general  nutrition  that  accounts  for  its 
higher  incidence  among  the  poor.  The  busy 
mother  lacks  the  time  and  often  the  desire  prop- 
erly to  care  for  the  child  who  seems  not  acutely  ill 
but  merely  “under  the  weather.”  To  have  the 
child  in  school  is  to  have  it  out  from  under  foot, 
and  the  child,  with  what  to  her  is  merely  a cold 
or  who  is  convalescing  from  what  seems  a minor 
illness,  is  packed  off  to  school  at  the  earliest  pos- 
sible moment.  Yet  the  apjiarently  minor  infec- 
tions are  important  not  only  in  the  etiology  of  rheu- 
matic history,  but  also  later  in  activating  what  has 
been  a latent  process.  In  rheumatic  heart  disease, 
as  in  tuberculosis,  the  primary  lesion  ma}'  be  ac- 
quired in  childhood  bnt  remain  latent  until  acti- 
vated by  another  infection  or  by  the  stress  and 
strain  of  later  years.  If  we  are  to  accomplish  any- 
thing in  the  field  of  prevention,  it  must  he  through 
an  intensive  educational  campaign.  The  efficiency 
of  this  method  is  reflected  in  the  lowered  death 
rate  from  tuberculosis.  Sunlight  was  once  hailed 
as  a sovereign  remedy  in  tuberculosis,  but  the 
spotlight  has  proved  far  more  effective  in  its 
control. 

Nor  are  we  of  the  medical  profession  to  be 
commended  for  tbe  fine  example  we  set  the  puh- 
lic.  The  sick  are  accustomed  to  command  medi- 
cal service,  and  they  do  not  accept  graciously  the 
refusal  of  their  regular  attendant  to  render  service 
when  he  jdeads  a common  cold  as  his  excuse. 
Again,  the  physician’s  own  pride  is  involved.  He 
is  loath  to  admit  any  physical  disability,  a preju- 
dice ])erhaps  dating  from  biblical  times  since  St. 
Luke  recorded  the  satiric  suggestion  already  made 
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to  tho.se  of  his  profession:  “Phvsician,  heal  thy- 
self.” 

Any  comment  on  the  projdiylactic  treatment  of 
rheumatic  heart  di.sease  would  he  incomjdete  in- 
deed without  .some  mention  of  tonsillectomy. 
Since  the  discovery  that  the  tonsils  may  harbor 
the  streptococcus,  and  that  rheumatic  heart  dis- 
ease is  apparently  somewhat  less  frecjuent  among 
the  tonsillectomized,  tonsil  operations  have  be- 
come a favorite  indoor  sport.  Becau.se  the  tonsils 
are  readily  accessible  and  their  removal  is  only 
rarely  followed  by  immediate  death,  the  mere  pos- 
session of  a license  to  ]:>ractice  medicine,  oste- 
o])athv,  or  what  have  you,  is  too  often  considered 
sufficient  qualification  by  the  would-be  operator. 
Sometimes  the  tonsil  is  bnt  slightly  damaged,  and 
eventually  heals  with  little  evidence  of  having 
been  attacked.  Less  often,  the  operation  is  done 
on  a particularly  generous  scale,  and  a portion  of 
pillars  or  fos.sa  removed  with  the  tonsils.  Which 
procedure  is  to  be  preferred  hinges  primarily  upon 
the  recovery  of  the  patient,  but  also  upon  whether 
the  tonsils  were  a menace  in  the  first  place,  and 
upon  the  final  state  of  the  throat.  Bacteriologic 
studies  have  revealed  the  streptococcus  cardio- 
arthritides,  the  strej)tococcus  hemolyticus,  and  the 
streptococcus  viridans  in  cultures  taken  from  the 
surface  tissues  of  the  pharynx  long  after  the  ton- 
sils had  been  removed.  In  any  event,  I am  quite 
willing  to  leave  all  questions  of  technic  where  I 
believe  they  rightfully  belong — with  the  laryn- 
gologists. I willingly  concede  that  this  question 
is  their  province  and  not  mine,  but  I must  take 
issue  on  the  casual  wav  in  which  the  advisability 
of  a tonsillectomy  is  decided,  and  the  equally  cas- 
ual way  in  which  it  is  too  often  done.  The  tonsils 
are  snipped  out  in  passing,  so  to  speak,  and  the 
patient  is  allowed  to  continue  in  his  stride.  If  pa- 
tient and  tonsils  are  normal,  and  the  latter  are 
removed  for  a problematic  cosmetic  or  a purely 
commercial  effect,  such  a procedure  is  not  an  en- 
tirelv  indifferent  one  since  even  the  most  skilled 
operator  cannot  prevent  a varving  amouiff  of 
hemorrhage  and  an  open  wound  in  an  area  which 
is  not,  and  cannot  he  'made,  sterile.  Even  under 
the  most  favorable  conditions  then,  a tonsillectomy 
should  be  reckoned  an  operative  procedure  calling 
for  a week  or  ten  days  of  bed  rest.  When  tonsils 
are  removed  for  cause,  i.  e.,  when  there  is  reason 
to  believe  that  they  harbor  a virulent  organism,  or 
that  the  heart  is  already  damaged,  a tonsillectomy 
deserves  to  rank  as  a major  surgical  procedure, 
and  calls  for  a prolonged  period  of  convale.scence. 
In  the  child  or  in  the  adult  who  has  developed 
rheumatic  fever,  a tonsillectomy  is  about  as  effec- 
tive as  locking  the  stable  after  the  horse  is  stolen; 
tonsillectomy  too  soon  jierformed  or  performed 
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without  adequate  safeguards  may  be  even  more 
el¥ective ; it  may  be  tantamount  to  burning  the 
stable. 

Once  the  child  or  the  adult  has  develojjed  rheu- 
matic fever,  he  should  be  treated  as  a heart  pa- 
tient. Symptomatology  and  diagnosis  lie  outside 
the  province  of  this  discussion,  but  in  passing  I 
should  like  to  point  out  that  the  changes  in  the 
heart  which  we  term  rheumatic  heart  disease  are 
often  observed  without  joint  involvement  or  other 
of  the  so-called  typical  symptoms  of  rheumatic 
fever.  Because  we  have  no  medicines  that  are 
specific,  because  no  efficient  new  remedies  have 
been  discovered,  there  is  often  a failure  to  make 
full  use  of  such  remedial  measures  as  we  have  at 
our  command.  It  may  be  questioned  wdiether  the 
salicylates  can  influence  the  heart  changes  once 
they  are  established,  but  there  is  good  clinical  evi- 
dence that  they  do  shorten  the  course  of  rheumatic 
fever  and  thus  minimize  the  danger  of  such 
changes.  The  salicylates  should  be  given  in  large 
doses  (from  75  to  120  grains  daily),  and  contin- 
ued for  six  months  to  two  years.  The  pushing  of 
the  drug  to  the  limit  of  physiologic  tolerance  and 
its  protracted  use  are  important ; the  choice  be- 
tween the  various  salicylates  is  largely  a matter 
of  jiersonal  preference.  The  application  of  an 
icebag  over  the  precordium  is  another  measure 
which  should  be  persi.sted  in  until  all  symptoms 
of  endocarditis  have  subsided.  The  patient  should 
be  kej)t  in  bed  not  only  until  the  temperature  has 
returned  to  normal,  but  for  many  weeks  there- 
after until  the  tachycardia  also  subsides.  Nor  is 
the  simple  imposition  of  bed  rest  sufficient.  The 
patient  must  not  only  be  in  bed,  but  he  must  be 
quiet  in  bed,  and  this  means  that  he  must  be  kept 
comfortable,  and  restlessness  controlled,  by  hyp- 
notics if  necessary.  To  keep  a child  quiet  in  bed 
is  a prescription  easily  given  by  the  doctor,  but 
carrying  out  that  prescription  is  an  art  and  a 
.science,  and  I make  my  bow  to  the  nurse  or  the 
mother  who  has  the  skill  and  patience  to  carrv 
out  the  prescription. 

-Sedatives  are  often  ref|uired,  not  only  in  the 
early  .stage  of  rheumatic  fever,  but  also  in  the 
later  crises  which  mark  its  course,  since  the  near- 
est apjiroach  we  have  to  giving  the  heart  rest  is 
to  keep  the  patient  quiet.  Opiates  may  be  re- 
quired, but  they  have  two  grave  disadvantages: 
one  hesitates  to  pre.scribe  any  habit  forming  drug 
in  an  illness  of  so  chronic  a^ course,  and  the  nausea 
and  vomiting  which  they  often  induce  is  not  only 
unpleasant  but  even  dangerous.  One  of  the  barbi- 
turates, say  phenobarbital,  is  effective,  but  for  the 
long  pull  the  bromides  arc  in  many  ways  prefer- 
able. They  are  (>ften  considered  ineffective  be- 


cause they  are  frequently  prescribed  in  too  small 
doses.  For  an  adult,  30  grains  each  of  sodium 
and  strontium  bromide  three  times  a day  may  be 
required.  This  may  be  administered  by  rectum  to 
avoid  any  gastric  irritation. 

The  use  of  digitalis  in  heart  disease  is  time-hal- 
lowed, and  today  we  are  fortunate  in  having  at  our 
command  various  prejiarations  of  the  drug  that 
are  of  proved  potency.  Digitalization  rests  the 
heart  by  slowing  its  rate  and  prolonging  the  dias- 
tole, and  also  by  direct  action  upon  the  myocar- 
dium. Once  the  patient  has  been  digitalized,  the 
dose  should  be  gradually  reduced  to  the  minimum 
that  will  maintain  digitalization.  Here  again  we 
are  sometimes  handicapped  by  the  development  of 
nausea  and  vomiting.  Strophanthin  and  .scillaren 
have  much  the  same  effect  as  digitalis,  and  since 
they  are  better  tolerated  by  some  patients  they 
should  be  given  a trial  if  the  latter  produces  un- 
])leasant  symptoms. 

Pericardial  effusion  is  a frequent  comjjlication 
in  the  course  of  acute  heart  disease.  A definite 
diagnosis  may  usually  be  made  from  the  clinical 
picture  alone,  but  the  roentgenogram,  when  this 
can  be  made  without  too  much  exertion  or  excite- 
ment for  the  patient,  gives  valuable  supplementary 
information.  A serous  exudate,  if  it  does  not  too 
much  embarrass  the  action  of  the  heart,  may  safely 
be  left  to  absorb.  When  the  exudate  is  very  ex- 
tensive, or  when  there  is  pyocardium,  as])iration 
should  be  resorted  to. 

Disorders  of  the  heart  beat  often  develop  dur- 
ing the  course  of  acute  as  well  as  of  chronic  heart 
disease:  i.  e..  auricular  flutter,  auricular  fibrilla- 
tion, paroxysmal  tachycardia,  extrasystoles.  It  is 
here  that  quinidin  is  of  real  service.  It  is  not  a 
spectacular  drug  since  its  effect  is  not  manifest 
within  a few  minutes,  but  rather  after  hours.  Nor 
is  it  a drug  which  may  be  used  indiscriminately  for 
there  are  patients  who  have  a definite  idio.syncrasy 
for  it.  It  should  be  administered  only  when  the 
patient  can  be  kept  under  the  observation  of  a 
physician.  On  the  other  hand,  where  it  is  well- 
borne  and  effective,  and  this  is  the  rule  rather 
than  the  exception,  it  is  a most  efficient  remedy 
and  one  which  may  be  administered  over  a long 
period  of  time. 

Certain  general  measures  are  of  value  and,  with 
modifications,  are  important  whatever  the  stage  of 
the  di.sease.  The  i)atient  who  has  j)assed  the  acute 
stage  of  rheumatic  heart  disease,  like  the  patient 
with  a case  of  arrested  tuberculosis,  should  learn 
to  live  within  his  physical  means.  1 le  should  avoid 
unusual  or  jirolonged  strain,  and  jealously  guard 
his  hours  of  rest.  fhe  diet  should  be  nutritious 
but  easily  digested.  I he  stomach  must  never  be 
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overburdened  and  frequent  light  meals  are  better 
than  two  or  three  heavy  meals  a day.  The  general 
health  should  be  maintained  at  as  high  a level  as 
possible,  and  since  these  Tiaticnts  are  often  anemic 
and  under  weight,  a tonic  is  prescribed  with  ad- 
vantage. Cod  liver  oil  is  always  good,  and  in  its 
modern  guise  is  not  objectionable  from  the  pa- 
tient’s standpoint.  Iron  in  some  form,  potassium 
iodide,  and  strychnia  each  has  its  ])lace,  and  to 
these  we  may  add  any  one  of  several  modern 
preparations. 

When  rheumatic  heart  disease  develops  in  child- 
hood or  youth,  the  choice  of  a vocation  is  of  vital 
importance,  a therapeutic  measure  which  the  phv- 
sician  shnu'd  imver  ove'dooV  'l'h-»  -u^,,-^T'ti'' 
heart  cannot  carry  the  load  impo.sed  bv  heavy 
manual  labor  for  any  length  of  time.  This  fact 
should  be  recognized  earlv,  and  th^se  patients  pre- 
pared for  some  occupation  which  will  a’low  them 
to  be  self-supporting  in  spite  of  their  handicap. 
The  man  who  has  learned  to  earn  his  livelihood 
with  a pen  may  find  it  possible  to  lay  down  the 
pen  and  take  up  the  pickax  if  choice  or  necessity 
dictates  the  change.  The  man  who  has  learned 
only  to  wield  the  pickax  cannot  exchange  it  for 
the  pen. 

Once  these  rheumatic  heart  patients  have  devel- 
oped decompensation,  medical  science  can  offer 
no  full  pardon  from  the  death  sentence.  At  most 
we  may  hoi)e  to  commute  that  sentence,  and  often 
such  commutation  is  only  to  life  im]irisonment 
without  the  saving  diversion  of  labor.  For  some 
it  means  a bed  to  chair  existence,  which  under 
favorable  economic  conditions  mav  be  prolonged 
for  years,  a que.stionable  boon.  When  edema  and 
ascites  place  a dangerous  burden  on  the  heart,  a 
diuretic  must  be  used.  While  there  are  a num- 
ber from  which  to  choose.  I have  been  impressed 
with  the  value  of  salyrgan.  It  is  effective  even  in 
the  presence  of  damaged  kidneys,  but  the  patient 
should  then  be  prepared  by  the  administration  of 
ammonium  nitrate,  now  available  in  enteric  coated 
capsules.  In  administering  salyrgan,  great  care 
must  be  taken  not  to  allow  any  of  the  drug  to  es- 
cape into  the  tissues  about  the  vein,  for  a painfid 
slough  that  is  difficult  to  heal  will  result.*  If  this 
misfortune  has  occurred,  dressings  wet  with  a 
saturated  solution  of  sodium  thiosulphate  should 
be  applied,  and  15}4  grains  of  sodium  thiosul- 
])hate  in  distilled  water  should  be  given  intraven- 
ously daily  for  thi'ee  or  four  days,  and  every  sec- 
ond day  thereafter  until  the  slough  heals.  The 
latter  treatment  is  also  of  value  in  what  we  may 
term  “reconditioning”  the  patient  who  no  longer 
responds  to  the  salyrgan  treatment. 

*Mercurin,  which  may  be  administered  by  bowel,  is  to  be  pre- 
ferred in  some  cases. 


In  paroxysmal  dyspnea,  which  from  the  pa- 
tient’s standjioint  may  be  even  more  distressing  'il 
than  tachycardia,  300  cubic  centimeters  of  a fifteen  ^ 
per  cent  glucose  solution  given  intravenously  is 
our  best  remedy.  If  failure  of  the  peripheral  cir- 
culation makes  the  administration  of  this  amount 
of  fluid  inadvisable,  100  cubic  centimeters  of  a fifty 
per  cent  solution  should  be  administered. 

CONCLUSION.S 

1.  IMortality  statistics  suggest  that  the  strep- 
tococcus .cardio-arthritides  is  a more  dangerous  ■ 
fireside  companion  than  the  tubercle  bacillus.  The  1 
spotlight  has  been  the  most  powerful  single  thera- 
peutic agent  in  the  control  of  tuberculosis.  It 
should  jirove  equally  effective  in  lessening  the  , 
havoc  of  rheumatic  heart  disease. 

2.  An  ounce  of  jirevention  is  worth  the  prover- 
bial ])ound  of  cure.  Anyone,  but  particularly  the  ' 
child  with  a common  cold,  should  have  tincom-  j 
mon  care. 

3.  Tonsillectomies  should  rank,  not  as  an  indoor 
sport,  but  as  formidable  operations,  and  as  such  , 
should  have  adecjuate  ])re-  and  postoperative  care.  ■ 

4.  We  mav  hope  to  modify  the  course  of,  but  ■; 
we  mav  not  hope  to  cure  rheumatic  heart  disease,  v 
Wt  mav  give  these  heart  patients  ten  command-  ■) 
ments,  but  at  least  the  first  three  are  rest,  rest,  t 

REST.  ' i 

5.  A man  may  lay  down  his  pen  and  take  up  the 
pickax  as  a whim  or  of  necessity,  but  rare  is  the 
genius  who  can  lay  down  the  pickax  and  take  up  i 
the  pen.  The  heart  patient  should  be  so  trained  n 
that  he  may  earn  his  living  by  skilled  and  not  by  ■ 
manual  labor. 

6.  When  the  man  with  rheumatic  heart  disease  •< 
has  developed  decompensation,  he  may  still  be  v: 
given  a reprieve  but  we  may  not  hope  for  a full  6 
jiardon. 

121.5  Bankers  Trust  Building. 


SURGERY  OF  TFIE  GALLBLADDER  AND  ,1 
BILIARY  TRACT* 

Thomas  F.  Thornton,  AI.D.,  Waterloo 

The  first  account  of  the  removal  of  gall  stones  o 
ante  mortem  is  contained  in  the  writings  of  t 
Vander  Wiel  in  1687,  Amyaud  in  1738,  and  Mul-  '•! 
ler  in  1742.  Their  removal,  however,  was  more  •’ 
or  less  incidental.  The  first  deliberately  planifed  - 
operation  for  the  removal  of  gall  stones  was  per- 
formed  by  Jean  Louis  Petit  in  1743.  He  would  d 
not  perform  this  operation  unless  the  gallbladder  ^J 
was  adherent  to  the  abdominal  wall.  No  further  ;i 
advance  was  made  until  1859  when  Thudichum  ^ 

♦Presented  before  the  Eighty-fifth  Annual  Session,  Iowa  State  4^ 
Medical  Society,  Des  Moines,  April  29  and  30,  and  May  1,  1936. 
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jiroposed  a two-stage  cholecystotomy.  In  the 
first  operation  the  gallbladder  was  sutured  into 
the  abdominal  wound,  and  in  the  second  it  was 
opened.  Cholecystotomy  in  one  stage  was  first 
. performed  by  an  American  surgeon,  Bobbs,  in 
1867,  who  was  under  the  mistaken  impression 
that  he  was  dealing  with  an  ovarian  tumor. ^ The 
first  cholecystectomy  was  performed  by  Langen- 
bach  in  1882^,  and  the  patient  made  a speedy  re- 
covery. Repeated  attempts  on  the  cadaver  paved 
the  way  for  his  success. 

I Gallbladder  and  biliary  tract  diseases  occur 
more  frequently  in  women  than  men  in  a ratio 
of  four  to  one.  The  majority  of  women  associ- 
ate the  onset  of  their  symptoms  with  their  first 
pregnancy.  The  classical  S}mptoms  of  gallblad- 
der disease  are  belching,  attacks  of  colicky  or 
dull  pain  across  the  upjier  abdomen  or  lower 
chest,  intolerance  of  fatty  or  raw  foods  and 
f pastry,  nausea,  vomiting  and  jaundice. 

Of  course,  a careful,  painstaking  history  and 
I an  exhaustive  physical  examination,  together  with 
[ laboratory  tests  and  x-ray  studies,  are  necessary 
for  the  proper  evaluation  of  any  case.  The 
Graham  Cole  test  as  used  by  Dr.  Kestel  is  as 
follows:  In  an  individual  of  average  weight,  a 

meal  at  noon  devoid  of  fats  is  followed  in  thirty 
minutes  by  two  and  one-half  grams  of  d\-e : an 
evening  meal  at  six-thirty  consisting  largely  of 
carbohydrates  is  followed  by  two  and  one-half 
grams  of  the  dye.  Fruit  juices  are  allowed  during 
the  first  hour  after  administration  of  the  dye. 
The  first  radiograph  is  taken  the  following  morn- 
ing at  eight-thirty  and  is  follow'ed  by  a carbo- 
hydrate meal.  This  meal  consists  of  two  slices 
of  toast  with  jam  or  jelly,  a glass  of  orange  juice, 
and  either  tea  or  coflfee  with  sugar.  The  second 
and  last  radiograph  is  taken  two  hours  later.  A 
smaller  shadow  of  relatively-  increased  density  is 
usually  obtained.  Stone  shadows  or  other  nega- 
tive shadows  are  more  clearly  visualized  and 
might  be  discovered  when  overlooked  in  the  orig- 
inal radiograph.  If  they  have  vomited  part  of 
the  dye  or  developed  diarrhea  after  the  adminis- 
tration of  the  dye  and  the  carbohydrate  meal  fails 
to  intensify  the  shadow  adequately  the  cholecysto- 
gram  is  repeated  after  the  intravenous  adminis- 
tration of  the  dye. 

Cholecystostomy  is  an  operation  which  a num- 
' her  of  years  ago  occupied  the  [)lace  now  largely 
taken  by  cholecystectomy.  .'\t  the  pre.sent  time 
it  is  only  used  when  cholecystectomy  is  contra- 
indicated. In  the  past  twenty-two  years  I have 
performed  this  operation  four  times.  The  first 
time  because  of  advanced  cardiac  failure  accom- 
panied by  severe  gall  stone  colic.  The  patient  was 
sixty-six  years  of  age.  He  died  of  heart  disease 


three  years  and  five  months  later.  His  health 
was  greatly  improved  by  the  operation.  The 
second  time  because  of  severe  angina  pectoris  ac- 
companied by  marked  gaseous  indigestion  to- 
gether with  gall  stone  colic.  This  patient  was 
sixty-four  years  of  age.  He  experienced  com- 
plete relief  from  gallbladder  symptoms,  and  died 
four  months  later  of  cardiac  decomposition.  No 
further  anginal  attacks  follow'ed  removal  of  the 
gall  stones.  The  third  cholecystostomy  was  per- 
formed because  of  nephritis  in  a very  obese  sub- 
ject. The  patient  was  fifty-two  years  of  age,  and 
she  is  living  and  in  good  health  at  the  present 
time.  She  was  operated  upon  in  November,  1924. 
The  fourth  operation  was  performed  because  of 
severe  gall  stone  colic  over  a period  of  forty 
years,  and  continuous  pain  for  one  month  prior 
to  seeking  relief.  The  patient  was  ninety-nine 
years  of  age.  She  stated  following  the  operation 
that  it  was  the  first  time  she  had  been  free  from 
pain  in  forty  years.  She  died  suddenly  ten  days 
later  of  a heart  attack  while  she  was  being  helped 
out  of  bed.  All  operations  were  done  under  local 
infiltration  and  with  paravertebral  block. 

Other  indications  are:  first,  for  the  relief  of 
jaundice  in  common  duct  obstruction  due  to 
tumors  of  the  pancreas;  and  second,  when  the 
condition  of  the  common  duct  is  such  that  the 
possibility  of  a permanent  cholecystogastrostomy 
may  have  to  be  done.  Cholecystectomy  is  the  op- 
eration now  universally  performed  by  all  surgeons 
unless  one  has  frank  contraindications.  The 
method  of  performing  cholecystectomy  varies 
with  diflferent  surgeons  and  with  different  types 
of  gallbladder  disease. 

Adequate  exposure  is  verv  essential  in  gall- 
bladder surgery;  indeed,  it  is  the  secret  of  suc- 
cess. Frequently  the  biliary  tract  can  be  brought 
into  better  view  by  clamping  and  cutting  the 
suspensory  ligament  of  the  liver.  This  can  be 
used  as  a tractor  to  turn  back  the  edge  of  the 
liver.  I always  use  a {irocedure  which  I saw 
Buchbinder  use ; that  is.  1 put  my  hand  between 
the  right  lobe  of  the  liver  and  the  costal  arch. 
This  helps  to  turn  the  inferior  surface  of  the  liver 
upward  and  forward  bringing  the  gallbladder  well 
into  view,  and  greatly  facilitating  the  visualiza- 
tion of  the  bile  ducts.  The  removal  of  the  gall- 
bladder from  above  downward,  or  from  below 
upward,  has  been  the  subject  of  much  discussion 
for  several  years.  Whenever  possible,  I begin 
at  the  cystic  duct,  because  I feel  it  is  not  only 
safer,  but  much  easier.  If  the  gallbladder  is 
greatly  distended,  one  may  decompress  it  by  as- 
piration with  a large  needle  and  then  clamp  the 
needle  puncture  and  avoid  soiling  during  the  re- 
mainder of  the  oj)cration.  Crile®  advocates  as- 
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piration  of  the  gallbladder  in  empyema  plus  the 
injection  of  alcohol  which  ]>recipitates  the  protein 
and  sterilizes  the  pus.  He  states  he  has  had  no 
reaction  since  this  procedure  was  adopted.  I 
feel  this  procedure  is  much  safer  than  to  pull  and 
squeeze  on  the  overdistended  gallbladder  and 
force  infection  and  probably  a small  stone  into 
the  common  bile  duct.  The  question  may  be  asked, 
what  does  it  profit  a patient  who  has  a cholecystec- 
tomy performed  for  infection  and  stones,  if  later 
a stone  must  be  removed  from  the  common  bile 
duct  ? 

Shall  drainage  be  used  after  cholecystectomy? 
There  is  considerable  difiference  of  opinion  among 
surgeons  in  this  regard.  IMost  surgeons  use 
drainage  occasionally,  while  other  surgeons  al- 
ways drain.  In  cases  where  there  is  either  soil- 
ing with  bile  or  blood  from  the  cystic  artery,  as 
sometimes  happens  even  with  the  most  able  sur- 
geon, and  in  cases  with  a friable  cystic  duct,  per- 
sistent oozing  from  the  liver  margin,  and  in  cases 
with  marked  infection,  Penrose  drains  are  use- 
ful. I make  a lateral  stab  wound,  as  advocated 
by  Crile,''  drain  iMorison’s  pouch,  and  employ 
great  care  to  keep  the  drain  away  from  the  cystic 
duct.  I believe  it  depends  on  how  well  you  sleep 
at  night  as  to  how  often  you  employ  drainage. 
A simjile,  clean  and  nicely  done  cholecystectomy 
mav  .safely  be  closed  without  drainage. 

Most  surgeons  explore  the  common  and  hepatic 
ducts  for  the  following  conditions: 

1.  When  a stone  is  palpated  in  the  ducts. 

2.  In  the  presence  or  history  of  progressive 
jaundice  or  repeated  attacks  of  jaundice. 

3.  For  persistent  or  recurrent  symptoms  fol- 
lowing operations  on  the  gallbladder  or 
ducts. 

4.  When  the  common  bile  duct  is  dilated  or 
thickened. 

5.  If  the  pancreas  is  enlarged  or  hard  which 
might  make  it  impossible  to  palpate  a stone. 

Many  surgeons  have  more  indications  for  open- 
ing the  common  duct.  Some  open  it  in  all  cases. 
I feel  the  risk  to  the  patient  is  increased  by 
choledochotomy  and  should  be  reserved  for  the 
ca.se  with  well  founded  indications. 

After  the  removal  of  stones  from  the  common 
bile  duct,  I insert  a catheter  through  the  cystic 
duct  into  the  common  duct  to  a point  below  the 
incision  through  which  we  have  explored  the 
ducts,  but  the  tip  should  be  above  the  ampulla 
of  Vater.  It  is  essential  that  the  catheter  fit 
snugly  into  the  cystic  duct.  It  is  often  necessary 
to  dilate  the  cystic  duct  to  permit  the  insertion 
of  the  catheter.  Reid^  described  this  method  in 
1921. 


Surgeons  differ  in  their  opinion  as  to  when  to 
operate  upon  patients  with  acute  cholecystitis,  but 
the  majority  of  surgeons  feel  that  the  welfare  of 
the  patient  is  best  conserved  by  waiting  until  the 
acute  symptoms  have  subsided  before  operating. 
However,  the  danger  of  gangrene  and  perfora- 
tion of  the  gallbladder  in  acute  cholecystitis  can- 
not be  too  strongly  emphasized.  I recently  heard 
an  excellent  surgeon  from  a very  good  clinic  make 
the  statement  that,  “gallbladders  rarely  perfo- 
rate, and  all  cases  should  be  treated  until  the  acute 
symptoms  subside”.  No  doubt  that  was  eminent- 
ly correct  for  the  patients  seen  in  his  clinic,  but 
I feel  it  is  a vastly  different  thing  to  manage  the 
type  of  case  seen  by  the  surgeon  in  rural  areas 
and  in  the  smaller  centers.  Obviously,  we  are 
called  upon  to  treat  the  acute  emergencies  much 
more  frequently.  Great  care,  good  surgical  judg- 
ment and  experience  is  required  of  the  .surgeon 
as  to  the  procedure  to  follow  in  each  case  of  acute 
cholecystitis. 

The  principal  complications  which  cause  death 
following  gallbladder  and  biliary  tract  surgery 
are  as  follows : 

1.  Operative  accidents  and  errors  in  technic: 
Under  this  heading  would  fall  injury  to  the  com- 
mon or  hepatic  ducts,  peritonitis,  subphrenic 
abscess  and  hemorrhage.  Such  deaths  can  be  pre- 
vented by  greater  care  in  the  performance  of  the 
operative  procedure,  with  meticulous  hemostasis, 
and  with  adequate  protection  of  the  peritoneum 
with  sponges. 

2.  Cardiovascular  renal  disease:  Heuer”  points 
out  that  twelve  per  cent  of  the  mortality  rate, 
in  a large  series  of  cases  taken  from  the  literature, 
could  be  accounted  for  by  associated  cardiorenal 
disea.se.  Arteriosclerosis  and  hypertension  defi- 
nitely add  to  the  risk  of  gallbladder  surgery. 
Renal  damage  with  alhumin,  urea  and  increased 
blood  urea  nitrogen,  together  with  arteriosclerosis 
and  hvpertension,  make  operative  interference  ex- 
tremelv  hazardous.  Angina  pectoris  ahso  makes 
an  operation  much  more  serious.  The  problem 
presented  by  patients  of  this  type  is  not  easy  to 
evaluate  and  requires  great  skill  in  diagnosis.  We 
know  that  chronic  cholecystitis  predisposes  to 
myocarditis.  We  also  know  that  the  pain  in 
angina  pectoris  often  simulates  that  of  gallbladder 
disease,  and  presents  a very  difficult  problem. 
Better  results  are  obtained  in  these  cases  by  rest 
in  bed  and  increased  fluid  intake  preoperatively, 
than  hy  more  formidahle  surgical  procedures. 

3.  Gangrene  and  perforation  of  the  gallbladder: 
These  occur  as  complications  of  acute  cholecystitis. 
These  cases  usually  give  a history  of  long  stand- 
ing disease  and  repeated  attacks  of  colic,  and  are 
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frequently  associated  with  common  duct  obstruc- 
tion. These  complications  can  usually  be  pre- 
vented by  operation  early  in  the  disease. 

4.  Pulmonary  complications:  Complications  of 

this  nature,  such  as  pneumonia,  purulent  bron- 
chitis and  atelectasis  are  among  the  more  common 
respiratory  complications.  The  first  two  com- 
plications are  probably  caused  by  inhalation  of 
foreign  substances,  irritation  from  the  anesthetic 
and  emboli.  The  latter  condition  has  created  in- 

j creasing  interest  in  recent  years,  and  among  its 
causes  are  mucous  plugs  which  collect  in  the 
smaller  bronchi,  the  diminished  depth  of  respira- 
tion caused  by  the  anesthetic  or  preoperative  medi- 
cation, pain  caused  liy  the  operation  on  the  gall- 
bladder and  ducts.  In  fact,  they  are  caused  large- 
ly by  hypoventilation.  The  factors  which  tend 
to  prevent  such  complications  are  carefully  se- 
I lected  and  administered  inhalation  anesthesia,  and 
i postoperative  hyperventilation  of  the  lungs  by 
■ means  of  carbon  dioxide  and  oxygen.  Local  or 
, spinal  anesthesia  does  not  seem  to  lessen  pul- 
monary complications.  Hugh  Cabot  says’^  “My 
own  experience  in  the  past  year  seems  to  indi- 
cate that  the  routine  administration  of  carbon  di- 
oxide has  very  importantly  diminished  the  num- 
ber of  postoperative  lung  complications.  I in- 
cline to  the  view  that  the  postoperative  use  of 
carbon  dioxide  is  the  most  important  single  con- 
tribution to  the  ultimate  safety  of  anesthesia  which 
has  been  made  in  many  years.” 

5.  Jaundice:  Jaundice  of  long  standing,  as- 

sociated with  marked  general  debility,  has  been 
recognized  for  many  years  as  a cause  of  post- 
operative hemorrhage,  and  of  definitely  contribut- 
ing to  the  operative  mortality  rate.  The  preoper- 
ative management  of  jaundice  is  not  entirely  satis- 
factory. However,  we  should  endeavor  to  build 
up  the  general  resistance  of  the  patient.  This  is 
done  be.st  by  the  intravenous  administration  of 
glucose  and  calcium  salts,  together  with  forced 
fluids  and  small  blood  transfusions.  In  the  face 
of  such  preoperative  therapy,  the  mortality  rate 
of  operation  in  the  presence  of  jaundice  is  still 
very  high. 

Liver  death  was  described  by  Heyd.**  I have 
, had  one  death  in  a young  woman  which  closely 
resembles  his  description.  This  patient  had  a 
high  temperature,  delirium,  carphology,  coma  and 
death,  thirty-six  hours  after  the  operation.  She 
had  been  considered  a good  risk  and  was  under 
ob.servation  for  three  days  prior  to  the  operation. 
She  was  given  alkalies  by  mouth  and  glucose  in- 
travenously. The  operation  was  performed  dur- 
ing the  extremely  hot  weather  of  1935.  To  quote 
Heyd,  “We  were  in  the  habit  of  attributing  this 
condition  to  the  develoiimcnt  of  a postoperative 


acidosis  incident  to  the  poor  metabolism  repre- 
sented by  chronic  biliary  disease,  plus  the  ad- 
ditional elements  of  anesthesia  and  surgical 
trauma.”  Crile,’*  in  discussing  liver  death  at  a 
recent  meeting  in  Omaha,  felt  it  was  due  to  an 
injury  to  the  sympathetic  nervous  system.  He 
also  observes  a similar  reaction  when  he  operates 
on  the  adrenal  and  sympathetic  plexus.  He  is  of 
the  opinion  that  trauma  to,  or  scarring  over,  the 
sympathetic  plexus  is  the  cause  (of  liver  death) 
in  the  former,  and  the  latter  is  the  cause  of  late 
pain  following  cholecystectomy.  Heyd,^*^  in  his 
later  writings,  has  termed  these  cases  as  “chem- 
ical deaths.”  He  says,  “There  are  many  phases 
of  these  groups  of  deaths  that  suggest  basically 
a disturbed  protein  mechanism.  The  entire  sub- 
ject of  liver  response  and  chemical  deaths  is  one 
of  intriguing  interest,  as  it  offers  ample  oppor- 
tunity for  clinical  research  and  astute  clinical 
judgment.” 

How  are  we  to  avoid  this  tragic  complication 
of  gallbladder  surgery?  Frankly,  I do  not  know. 
It  seems  to  follow  as  frequently,  or  perhaps  more 
so,  in  the  simple,  nicely  done  operation  on  what 
appears  to  be  a good  operative  risk  as  it  does  in 
the  difficult  operative  procedure  and  the  patient 
who  is  a poor  risk. 

SUMMARY 

1.  Cholecystotomy  has  a place  in  gallbladder 
surgery  in  the  patient  who  is  a poor  risk. 

2.  Cholecystectomy  is  the  operation  now  uni- 
versally employed  in  the  patient  who  is  a good 
risk. 

3.  Adequate  exposure  is  essential  for  success- 
ful gallbladder  surgery. 

4.  A simple,  clean,  nicely  executed  cholecystec- 
tomy may  safely  be  closed  without  drainage. 

5.  After  removal  of  a stone  from  the  common 
duct,  I like  to  drain  with  a catheter  placed  in  the 
cystic  duct. 

6.  The  danger  of  gangrene  and  perforation  of 
the  gallbladder  is  emphasized. 
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GASTRO-ENTEROSTOMY  IN  PEPTIC 
ULCER* 

C.  J.  Lohmann,  M.D.,  Burlington 

Gastro-enterostomy  as  the  operative  procedure 
of  choice  in  the  surgical  treatment  of  peptic  ulcer, 
is  today  on  trial  and  one  need  do  no  more  than 
briefly  review  the  recent  literature  to  find  that  the 
witnesses  for  the  prosecution  are  about  equal  in 
number  to  those  for  the  defense.  Apparently  the 
rather  old  standard  controversy  between  the  medi- 
cal man  and  the  surgeon  as  to  the  true  surgical 
indications  for  ulcer,  has  fallen  to  the  background 
in  favor  of  a more  modern  conflict : given  a surgi- 
cal ulcer,  what  type  of  operative  procedure  assures 
one  of  the  lowest  mortality  rate  and  the  highest 
ix?rcentage  of  cures  ? 

Probalily  no  other  operation  has  had  such  a 
changing  and  interesting  life  history.  From  the 
day  of  its  first  performance,  September  28,  1881, 
by  Anton  Wolfer,  and  the  second  a few  days  later 
by  Billroth,^  its  numerous  modifications  have  in- 
cluded changes  in  the  position  and  application  of 
the  jejunal  loop,  the  length,  .shape  and  ]iosition  of 
the  stoma  and  the  methods  of  suture.  Courvoisier, 
in  1883,  advocated  a retrocolic  anastomosis,  and 
in  1885,  \’on  Ilocher-  perfected  a method  of  mak- 
ing an  opening  in  the  transverse  mesocolon.  To 
prevent  regurgitation,  Kocher*  made  a perpendicu- 
lar, curved  gastric  incision  to  form  a valve-like 
ojiening.  The  valuable  addition  of  entero-anas- 
tomosis  between  the  afferent  and  efferent  loops 
was  suggested  by  Braun  and  Jaboulay*.  Po.sterior 
gastrojejunostomy  was  improved  by  Czerny  in 
1890  and  later  brought  to  its  present  form  by 
Movnihan.  the  Mayos  and  others. 

For  some  time  we  have  had  a ]iractically  stand- 
ard technic  for  the  operation  of  gastro-enteros- 
tomy, and  yet  in  the  last  thirty  years  probablv  no 
condition  has  had  a more  vast  amount  of  study 
than  that  of  peptic  ulceration  of  the  gastro-intes- 
tinal  tract.  These  studies  have  not  only  given  us 
a much  better  understanding  of  the  physiology  of 
the  stomach  and  upper  small  howel,  but  have 
delved  more  deeply  into  the  etiologic  factors  con- 
cerned with  pejitic  ulceration,  A complete  general 
survey  of  the  results  obtained  by  a large  group  of 
men  and  institutions,  as  well  as  a study  of  our  own 
past  results,  can  more  clearly  help  us  to  evaluate 
the  position  of  this  operation  in  the  cure  of  peptic 
ulceration. 

Considering  the  reason  for  .selecting  any  opera- 
tion, what  are  a few  of  the  deductions  one  can 
make  regarding  the  pathologic  physiology  in  the 
cause  of  chronic  ulcer?  We  must  no  longer  think 
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of  ulcer  as  a local  disease  but  rather  realize  that 
it  is  a symptom,  or  localized  evidence  of  a general 
reaction,  and  furthermore,  that  no  one  single 
cause,  but  a group  of  variable  factors  must  be  pres- 
ent for  its  persistance  or  recurrence.  One  need 
only  to  look  back  over  ulcer  patients  he  has  seen 
to  remember  that  a great  number  occurred  in  a 
certain  constitutional  type,  and  if  one  gets  close 
to  his  patients,  which  is  not  always  the  privilege 
of  the  surgeon,  one  finds  a great  number  with 
hereditary  backgrounds,  deep-seated  nerve  fatigue 
states,  anxiety  complexes,  etc.  Whether  this  pre- 
disposition consists  of  an  overactivity  of  the  sym- 
pathico-adrenal  system  as  proposed  bv  Crile^;  a 
constitutional  neuromuscular  imbalance,  the  vago- 
tonia of  Von  Bergman,®  and  stressed  bv  Cushing^; 
or  a local  circulatory  abnormality  in  tbe  mucosa  of 
the  stomach,  the  vasoneurotic  diathesis  described 
by  Mueller  and  Heimberger,®  I should  not  attempt 
to  say  but  we  must  accept  the  importance  of  ulcer 
diathesis  or  constitutional  predisposition. 

Of  the  local  causes,  possibly  the  precipitating 
factors,  one  must  consider  hyperacidity,  hyperse- 
cretion, hypermotility,  pylorospasm,  gastric  trauma 
and  focal  infection,  by  far  the  most  important  be- 
ing hyperacidity.  One  fact  is  certain,  that  all  pep- 
tic ulcers  occur  in  areas  subjected  to  acid  gastric 
secretions,  namely,  the  lesser  curvature  and  py- 
loric regions  of  the  stomach,  the  duodenal  cap,  the 
jejunum,  after  gastrojejunostomy,  and  in  Meck- 
el’s diverticulum,  when  it  contains  islands  of  gas- 
tric mucosa.  Mathews  and  Dragstedt®  have  shown 
that  susceptibility  of  intestinal  mucosa  to  acid 
gastric  chyme  increases  proportionately  away  from 
the  ])yloi'us.  By  sidetracking  the  alkaline  duodenal 
secretion,  Ivy^®  was  able  to  produce  only  occa- 
sional ulcers  in  dogs : however,  when  the  duo- 
denum was  replaced  by  the  jejunum  by  Graves^^ 
and  all  but  one  alkaline  secretion  diverted,  jejunal 
ulcers  formed  in  100  per  cent  of  the  cases,  show- 
ing that  the  jejunum  is  more  susceptible  than  the 
duodenum  to  acid. 

Although  hyperacidity  would  seem  to  plav  a 
principal  part,  it  is  almost  conclusive  that  addi- 
tional factors  must  be  present.  Gage.  Ochsner 
and  Hosoi^-  were  able  to  produce  only  occasional 
superficial  lesions  and  no  chronic  ulcerations,  by 
feeding  hydrochloric  acid  and  histamine  stimula- 
tion. Orndorff,  Bergh  and  Ivy^®  were  unable  to 
produce  chronic  ulcers  by  exposing  gastric  and 
duodenal  mucosa  for  long  periods  to  the  acidity 
of  gastric  juices,  and  adding  hypermotility  by  us- 
ing pilocarpine. 

Arising  in  the  conflict  between  gastro-enteros- 
tomy and  partial  gastrectomy  in  the  surgical  at- 
tack of  ulcer,  a compromise  has  been  offered  in 
the  form  of  fundusectomy,  the  removal  of  the  acid 
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secreting  fundus  of  the  stomach,  with  the  hope  of 
reducing  the  acidity  at  its  origin.  Unfortunately 
the  experimental  work  of  Watson^^,  ConnelP^, 
Seeley  and  Zollinger^®  and  others  has  proved  that 
the  gastric  acidity  cannot  be  permanently  lowered 
regardless  of  the  amount  of  acid-bearing  tissue 
removed.  Most  of  the  experiments  have  shown 
an  immediate  postoperative  drop  in  free  and  total 
acidity  but  a gradual  return  to  their  preoperative 
level  in  six  to  eight  months, 
i Hyperacidity  is  often  associated  with  other  local 
! factors,  namely,  pylorospasm  and  hypersecretion. 
The  abnormal  retention  of  ga.stric  juice  is  prob- 
ably not  only  due  to  hypersecretion  but  to  the 
partial  obstructive  action  of  pylorospasm.  Hyper- 
.secretion  is  of  no  pathologic  significance  during 
the  digestive  period,  but  as  shown  by  Winkel- 
steiiT”,  is  a true  threat  in  the  fasting  stomach. 
Xhcotine  undoubtedly  causes  hyperacidity  and  may 
[ cause  a localized  mucosal  anemia  by  vasospasm, 
i as  has  been  determined  by  Friedrich^®  by  capil- 
lary microscopy.  In  a series  of  duodenal  cases 
reported  by  Gray^*^,  96  per  cent  were  smokers,  60 
per  cent  of  whom  smoked  excessively.  Alcohol 
undoubtedly  causes  an  increased  gastric  secretion. 

In  the  absence  of  the  normal  relaxation  of  the 
pvloric  valve,  achalasia,  as  suggested  by  Miller-*', 
Hurst-',  and  others,  or  pylorospasm,  as  contended 
by  Judd  and  Waldron-^,  Finney-®,  and  Ivy®',  two 
pathologic  factors  are  produced  : namely,  gastric 
retention  and  decreased  regurgitation  of  the  alka- 
line duodenal  juices  into  the  .stomach. 

.Although  AschofiF®’’  stressed  the  danger  of  gas- 
tric trauma,  it  would  .seem  that  additional  causes 
must  be  present.  .As  reported  by  Howes.  Flood 
and  Mullins®*’’,  instillation  of  hydrochloric  acid  and 
pepsin  in  the  stomachs  of  cats,  delaved  but  did 
not  prevent  the  ultimate  healing  of  artificially  in- 
duced mucosal  defects.  That  trauma  determines 
the  site,  but  chemical  factors  determine  the  chron- 
icity,  is  suggested  bv  Martin.®'.  The  bacterial  the- 
ory of  Rosenow®®  has  not  been  univer.sally  ac- 
cepted. although  most  surgeons  do  attempt  to  erad- 
icate foci  of  infection,  giving  special  attention  to 
appendiceal  and  cholecystic  disea.se  as  a ]x)ssible 
reflex  origin  for  pylorospasm.  Perhaps,  in  a surgi- 
cal paper,  such  a review  of  the  physiologic  fac- 
tors in  the  correction  of  chronic  ulcer,  has  little 
place : however,  let  no  man  attempting  its  surgical 
cure  not  keep  them  continuously  in  mind,  or  he 
will  occasionally  find  his  results  most  surprisingly 
disappointing. 

In  considering,  then,  a more  direct  a])plication 
to  these  causative  factors,  what  does  the  operation 
of  gastro-enterostomv  have  to  offer?  It  has  often 
been  referred  to  as  “mechanical”  in  contrast  to  the 
so-called  “[)hysiologic”  o|>erations  of  pyloro|>las- 


ties,  gastroduodenostomies  and  subtotal  resections. 
Undoubtedly  the  best  results  are  obtained  in  me- 
chanically sidetracking  the  gastric  contents,  in  re- 
tention from  pyloric  stenosis.  However,  to  infer 
that  an  anastomosis  between  the  stomach  and 
jejunum  has  no  physiologic  results,  is  a fallacy. 
The  very  relief  from  retention  tends  to  compen- 
sate for  pylorospasm  and  hypersecretion  and  pro- 
motes a lowered  acidity.  Probably  no  point  is 
more  generally  accepted  than  the  fact  that  in  a 
])roperly  e.xecuted  gastrojejunostomy  there  is  a 
reflux  flow  of  alkaline  duodenal  juice  which  pro- 
duces a definite  neutralizing  effect.  In  consid- 
ering the  physiologic  action  of  the  .stoma,  many 
men  have  observed  the  passage  of  barium  through 
the  pylorus  and  artificial  opening  simultaneously, 
the  two  seeming  to  work  together.  Lastly,  in  the 
physiology  of  gastro-enterostomy  is  the  disturb- 
ing fact  that  it  directly  exposes  the  less  resistant 
jejunal  mucosa  to  the  acid  gastric  chyme  with  the 
resultant  danger  of  jejunal  or  marginal  ulcer. 

The  surgical  indications  of  gastro-enterostomy 
in  preference  to  other  operative  methods  depend 
largely  on  the  location  of  the  ulcer,  whether  it  is 
duodenal,  gastric,  or  gastrojejunal,  its  local  path- 
ology, its  complications,  i.  e.,  perforation,  hemor- 
rhage, obstruction  and  cancer. 

Following  the  conservative  attitude  of  most 
American  and  British  surgeons,  gastro-enteros- 
tomy gives  very  .satisfactory  results  in  the  great 
majority  of  duodenal  ulcers.  Undoubtedlv  the 
fewest  number  of  failures  occur  in  older  pa- 
tients, with  a pyloric  stenosis  and  low  gastric  acid- 
ity. In  contrast  Balfour  has  pointed  out  that  the 
duodenal  cases  which  do  badly  after  operations 
are  in  young  patients,  with  no  ol)Struction  and  a 
high  acidity.  Aloynihan®®,  with  a vast  experience, 
is  an  ardent  advocate  of  gastro-entero.stomy,  but 
insists  that  the  ulcer  should  be  excised,  or  if  non- 
resectable  as  a deep  posterior  ulcer,  it  should  l)e 
cauterized.  He  claims  bad  or  indifferent  results 
in  only  about  six  to  eight  ]>er  cent.  Hunt®*'  states 
that  gastro-enterostomy  provides  excellent  results 
in  88  to  90  ])cr  cent  of  cases,  when  technically  and 
accurately  i)erformed  in  the  presence  of  true  indi- 
cations. Judd®'  advocated  a simple  gastro-duo- 
denostomy  by  which  two-thirds  of  the  sphincter  and 
the  ulcer  are  resected,  the  closure  providing  a wide 
opening  between  the  stomach  and  duodenum.  He 
claimed  good  results  in  85  to  90  per  cent  of  cases 
with  cither  this  o|)eration  or  gastro-enterostomy 
where  indicated. 

With  such  good  results  from  the  operation,  and 
a mortality  rate  two  to  four  times  lower  than  that 
obtained  after  j>artial  gastrectomy,  it  is  indeed, 
difficult  to  understand  the  drastic  trend  of  many 
European  surgeons  expressed  by  Jean  Duval®®  in 
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saying  that.  ‘‘Gastrectomy  is  tlie  operation  of 
choice  for  gastric  as  well  as  duodenal  ulcers.  It 
is  destined  to  take  the  place  of  gastro-enterostomy 
which  is  doomed  to  disappear  entirely.”  Von  Har- 
herer*^  makes  a strict  distinction  between  operable 
and  ino])erable  ulcers  and  pushes  his  conception  of 
operability  to  the  extreme.  The  great  majority  of 
ulcers  in  his  experience  are  operable  and  here  he 
strongly  advocates  large  resections,  but  in  the 
inoperable  ulcers,  such  as  those  in  the  posterior 
.wall  with  dee])  penetration  into  the  pancreas,  in- 
volvement of  the  biliary  channels  or  jioor  general 
condition,  he  ])refers  gastro-enterostomy. 

X'iewing  the  question  conservatively  again,  it  is 
not  a proved  fact  that  excision  of  a hemorrhagic 
ulcer  is  always  essential.  Gastro-enterostomy 
alone  will  ])rotect  the  jiatient  against  a recurrence 
of  hemorrhage  in  50  to  80  per  cent.  Of  equal  im- 
portance, hemorrhage,  if  it  should  recur,  is  seldom 
of  serious  consequence.  It  seems  to  me  that  our 
coiLservative  attitude  is  well  ex])ressed  by  Wal- 
ters'^'* when  he  says,  ‘‘The  case  of  .subtotal  gas- 
trectomy, with  removal  of  the  duodenal  ulcer,  re- 
mains one  for  future  study  during  which  time 
gastro-enterostomy  should  continue  to  hold  a high 
regard,  for  it  will  give  good  results  at  low  opera- 
tive risk  in  properly  selected  cases." 

The  problems  as.sociated  with  the  surgical  treat- 
ment of  gastric  ulcer  are  considerably  more  com- 
ple.x  than  those  in  duodenal  ulcer.  That  the  two 
differ  greatly,  both  morphologically  and  hiologi- 
cally,  is  well  known.  We  also  know  that  at  least 
a small  jiercentage  of  gastric  ulcers  do  become 
malignant  and  that  differentiation  is  often  impos- 
sible by  x-ray  and  .sometimes  difficult  by  gross 
])athology.  Alvarez  considers  most  large  lesions 
malignant,  and  small  ones  benign,  but  points  out 
that  in  30  per  cent  of  507  cases,  expert  radiolo- 
gists were  in  doubt  as  to  malignancy.  Since  this  is 
the  only  operable  stage  of  cancer,  such  ulcers  of 
the  stomach,  certainly  the  penetrating,  large  or  cal- 
lous ulcers  should  he  considered  ])rimarily  sur- 
gical and  treated  by  excision. 

In  a benign  gastric  ulcer,  after  thorough  medi- 
cal treatment  has  failed,  when  perforation  threat- 
ens, or  when  the  patient  suffers  rejieated  hemor- 
rhages, the  simplest  method  of  local  excision  of  the 
ulcer  and  gastro-enterostomy  would  be  the  opera- 
tion of  choice.  Alany  men  prefer  gastrectomy; 
however,  the  technic  will  dejiend  largely  on  the  lo- 
cation and  extent  of  the  lesion,  and  the  skill  of  the 
operator.  In  some  cases  ulcers  of  the  posterior  wall 
are  so  large  and  adherent  that  they  cannot  be  re- 
moved without  great  risk,  but  it  has  been  found 
that  gastro-enterostomy  alone  will  cure  50  per  cent 
of  them.  It  may  be  a good  practice  to  open  the 
stomach  in  exploration  and  cauterize  such  ulcers. 


Occasionally  a ])artial  gastrectomy  is  more  easily 
accom])lished  than  oblation  of  the  ulcer  and  gastro- 
enterostomy. or  again,  a gastroduodenostomy  with 
excision  of  the  ulcer,  if  (juite  close  to  the  pylorus, 
may  be  ])referred.  When  either  of  two  proce- 
dures seem  ecjually  applicable,  both  as  to  imme- 
diate and  late  results,  one  should  choose  the  simp- 
ler, which  often  includes  posterior  gastro-enter- 
ostomy. Large  gastric  resections  done  for  the 
majority  of  gastric  ulcers  seem  unwarranted  from 
the  standpoint  of  results  and  certainly  leave  little 
more  to  be  done  in  case  of  further  trouble. 

The  comjilication  of  marginal  or  jejunal  ulcer 
is  a difficult  j)roblem.  It  is  re])orted  by  many  men 
to  occur  after  jirimary  gastro-enterostomy  in  one 
to  34  ])cr  cent  and  in  smaller  numbers  after  other 
anastomotic  procedures.  Follow-up  on  2,734  cases 
from  a large  group  of  British  surgeons  by 
Wright,**’’  shows  an  occurrence  of  4.04  per  cent 
demonstrated  and  an  additional  4.45  per  cent  sus- 
]>ected.  Its  treatment  is  practically  always  sur- 
gical. 

In  most  cases  of  marginal  ulcer  following  a 
])rimary  gastro-enterostomy,  one  should  discon- 
nect the  stoma,  resect  the  ulcer  and  do  some  type 
of  pyloroplasty,  although  if  one  were  sure  the 
original  ulcer  was  healed  and  the  pylorus  patent, 
the  latter  would  not  be  required.  Some  prefer  gas- 
trectomy. Following  a primary  Billroth  I or 
Polva  operation,  gastro-enterostomy  seems  to  be 
most  satisfactory,  as  suggested  by  Balfour.-'**'’  In 
a secondary  jejunal  ulcer  after  primary  resection 
bv  Billroth  II  type,  the  disconnection  of  the  gas- 
tro-enterostomy,  excision  of  the  ulcer  and  recon- 
struction by  the  method  of  Polya,  may  best  meet 
the  indication.  In  Wright’s  survey,^'’’  the  opera- 
tive and  late  mortality  rate  from  secondary  ulcer 
was  22.7  ])er  cent,  showing  the  seriousness  of  this 
disastrous  complication. 

Obstructive,  hemorrhagic  and  malignant  ulcers 
have  been  mentioned.  In  perforation  with  result- 
ant peritonitis,  the  addition  of  gastro-enterostomy 
to  simjde  closure,  as  advocated  by  Deaver,^^ 
Strong,^**  and  others,  would  seem  to  he  ideal  as 
to  late  results ; however,  because  of  the  immediate 
gravity,  its  indication  should  be  limited  only  to 
the  very  rare  early  cases  or  where  the  local  closure 
obstructs  the  pylorus. 

In  summarizing,  gastro-enterostomy  presents  a 
few  unfavorable  and  many  favorable  factors  in 
the  cure  of  pejitic  ulcer. 

1.  It  does  not  influence  the  constitutional  pre- 
disposition. 

2.  It  does  not  remove  the  ulcer  with  its  pos- 
sible future  activity,  possible  hemorrhage,  perfor- 
ation or  malignant  changes. 
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3.  It  does  not  remove  the  ulcer-bearing  or  acid- 
producing  areas  of  the  stomach. 

4.  It  does  expose  the  more  susceptible  jejunum 
to  acid  gastric  juice. 

5.  Its  very  successes  have  popularized  it  to  al- 
most a standard  technic  by  the  casual  surgeon 
and  it  has  been  used  where  it  was  not  definitely 
indicated,  thereby  dooming  its  ultimate  success. 

On  the  other  side  of  the  question,  we  find  the 
following  points : 

1.  No  other  operation  influences  the  predis- 
posing ulcer  diathesis  and  every  ulcer  patient 
should  always  be  neurologically  and  medically 
supervised. 

2.  Gastro-enterostomy  is  physiologic  as  well  as 
mechanical  in  compensating  for  stenosis,  pyloro- 
spasm,  and  hypersecretion  as  well  as  neutralizing 
hyperacidity. 

3.  When  these  local  factors  have  been  cor- 
rected, many  ulcers  will  heal,  preventing  hemor- 
rhage, perforation  and  future  ulcers  in  the  ulcer 
bearing  area.  It  further  allows  for  conservative 
local  e.xcision  or  cautery. 

4.  The  actual  difference  in  the  operative  mor- 
talitv  rate  of  resection  and  gastro-enterostomy  is 
just  as  great  as  the  small  percentage  of  ulcers 
that  become  malignant. 

5.  More  radical  operations  do  not  perma- 
nently lower  gastric  acidity  without  practically 
a complete  gastrectomy. 

6.  Many  men  feel  that  secondary  jejunal  ul- 
cers are  more  the  result  of  improper  technic,  poorly 
placed  stoma  and  injudicious  use  of  clamps  and 
non-absorbahle  suture,  than  the  .su.sceptibility  to 
acid,  and  further,  although  in  smaller  percentage, 
secondary  ulcers  do  follow  other  anastomotic 
procedures. 

7.  Gastro-entero.stomy  conservatively  allows 
for  a sane,  further  correction  of  future  trouble. 

8.  It  removes  no  part  of  a very  important  di- 
gestive organ,  preventing  the  chronic  gastritis, 
dyspepsia  of  anacidity,  severe  anemia,  etc.,  re- 
ferable to  radical  resection. 

9.  It  carries  the  lowest  mortality  rate  of  any 
curative  procedure  and  late  results  compare  fa- 
vorably with  any  method. 

10.  Finally,  it  is  a poor  policy  to  allow  any  oper- 
ation to  {xipularize  itself  to  over-use.  We  should 
not  ai)]>roach  the  surgical  cure  of  peptic  ulcer  with 
a preconceived  standard  technic,  but  rather  ap- 
proach open-mindedly  and  be  equipped  to  perform 
that  operation  which  best  fits  the  situation.  Vis- 
ualize yourself  in  your  patient’s  position  and  then 
follow  the  Golden  Rule. 
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ACUTE  INTESTINAL  OBSTRUCTION* 

E.  B.  Howell,  M.D.,  Ottumwa 

In  studying  the  literature  of  this  condition  ten 
years  ago  and  at  the  present  time,  it  is  both  inter- 
esting and  encouraging  to  learn  that  the  mortality 
rate  has  been  reduced  more  than  50  per  cent  in 
all  types  of  obstructions.  I wish  to  present  to 
you  some  of  the  reasons  for  the  reduction  of  this 
mortality  rate  and  some  other  reasons  which  I be- 
lieve will  produce  a much  lower  mortality  rate 
than  has  been  recorded. 

The  common  causes  of  mechanical  obstruction 
are  hernia  and  adhesions  following  operative  pro- 
cedures, inflammatory  reactions,  volvulus,  intus- 
susception, Meckel’s  diverticulum,  imperforated 
anus,  thrombi  of  mesenteric  vessels,  and  ileus. 

* The  external  types  of  hernia  are  self-evident  and 
consequently  carry  a low  mortality  rate.  The  in- 
ternal variety  of  hernia  is  rarely  diagnosed  as 
such  until  the  abdomen  is  opened.  As  reported  by 
Feg  and  Cubbins,  adhesions  are  responsible  for 
about  75  per  cent  of  the  cases  of  intra-abdominal 
intestinal  obstruction  and  it  is  important  to  note 
that  19  per  cent  of  this  number  has  had  no  pre- 
vious surgery.  Intussusception  is  the  next  most 
common  cause,  accounting  for  8.5  per  cent : in- 
ternal hernia,  five  per  cent : volvulus,  four  per 
cent : and  the  remainder  a combination  of  the 
above  mentioned  causes. 

Pain  is  by  all  odds  the  most  important  symptom 
of  intestinal  obstruction.  It  is  usually  of  sudden 
on.set.  intermittent,  severe,  colicky  or  cramp-like  in 
nature.  Its  severity  depends  on  the  degree  of  the 
obstruction  and  the  location,  and  is  usually  more 
marked  when  the  small  bowel  is  afifected.  Auscu- 
lation  will  usually  reveal  the  most  active  peristalsis 
at  the  height  of  the  pain.  As  the  time  of  the  ob- 
struction increases  the  peristalsis  becomes  less  and 
the  pain  also  becomes  more  generalized  and  less 
severe  until  peritonitis  develops,  and  then  there  is 
a return  of  the  pain.  Accompanying  pain  are 
nausea  and  vomiting  and  these  are  usually  severe 
in  ]iroportion  to  the  pain  and  the  degree  of  the 
obstruction.  The  amount  of  vomitus  depends  on 
the  height  of  the  obstruction  in  the  gastro-intesti- 
nal  canal,  naturally  being  less  if  the  obstruction 
is  high  up.  Frequently  obstruction  of  the  colon 
will  be  comiilete  and  vomiting  will  be  absent  until 
gangrene  and  peritonitis  are  well  established. 

The  third  aid  in  diagnosis  is  the  x-ray.  A flat 
plate  with  the  patient  in  a supine  position  is  most 
valuable.  Normally  the  gaseous  contents  of  the 
Kinall  bowel  is  not  shown  by  an  x-ray  film,  but 
when  an  obstruction  is  present  the  gas  in  the 

♦Presented  before  the  Eiphty-fifth  Annual  Session,  Iowa  Sta  e 
Medical  Society,  Des  Moines.  April  29  and  30,  and  May  1,  1936. 


small  bowel  will  be  revealed  in  the  so-called  her-  | 
ring  bone  shadow  above  the  point  of  the  obstruc-  ) 
tion.  This  is  true  even  if  the  obstruction  is  in  j 
the  colon.  .-\n  x-ray  film  in  any  other  position  is  1 
of  little  or  no  value.  Obstipation  is  as  constant  as 
4)ain.  The  relief  of  this  condition  by  the  use  of 
enema  is  often  misleading  if  not  properly  inter- 
preted. M’hen  the  enema  results  may  appear  to  ^ 
be  efficient,  a check  with  an  x-ray  film  will  reveal  i 
the  obstruction  is  still  present  if  complete  or  near 
complete. 

Temperature  changes  depend  on  the  character  » 
of  the  obstruction  and  the  length  of  time  the  con-  | 
dition  has  existed.  If  the  obstruction  is  due  to  ■■) 
sudden  strangulation  of  the  bowel  the  temperature  ; | 
will  be  subnormal,  later  on  the  temperature  will  be  ■ | 
about  normal  and  still  later  as  gangrene  and  in-  i 
'flammation  appear  the  temperature  will  be  in-  | 
creased  dejiending  on  the  kind  and  extent  of  in-  j 
fection  present.  The  pulse  rate  is  variable  de-  | 

pending  on  the  nervous  balance  of  the  patient  t 

until  the  condition  has  progressed  to  an  advanced  ( 
degree  when  inflammation  and  gangrene  has  en-  | 
tered  the  picture.  Then  the  pulse  rate  will  be  j 
increased  because  of  dehydration,  loss  of  chlorides  ; 
and  toxemia  of  inflammation.  Distention  is  a | 
variable  symptom,  usually  the  lower  the  obstruc-  | 
tion,  the  greater  the  distention.  Rigidity  does  not  | 

appear  early  in  this  condition  but  appears  as  a | 

.symptom  of  inflammation  or  gangrene.  I 

In  the  early  hours  of  obstruction  palpation  of 
the  abdomen  elicits  a sensation  of  bogginess  sim-  > 
ilar  to  a rubber  hose  partially  distended  with  gas  : : 
and  liquid  floating  in  a fluid,  but  usually  does  not  | ' 
produce  much  pain,  rather  a slight  discomfort  on  . 
palpation.  Likewise  the  leukocyte  count  may  be  ! 
evaluated  by  the  length  of  time  the  condition  has  1;  .1 
existed  and  the  suddenness  and  severity  of  the  | ^ 
above  mentioned  symptoms.  If  the  symptoms  !■  '■ 
appear  suddenly  and  severely  there  will  be  an  in-  • ■ 
crease  in  the  leukocyte  count,  but  if  the  obstruc-  • 
tion  comes  on  slowly  and  mild  symptoms  of  pain  | ; 
and  vomiting  occur  there  is  very  little  change  in  r 
the  leukocyte  count  until  the  obstruction  is  com-  • ■ 
plete  and  gangrene  and  inflammation  begin ; then  ^ 
there  is  usually  a gradual  increase  in  the  leukocyte  ( ' 
count,  growing  higher  depending  on  the  character  1 
of  the  inflammation.  The  foregoing  statements  l 
are  more  applicable  to  mechanical  obstruction  than  : 1 
to  obstruction  of  paralytic  ileus  and  inflammation,  | 
but  as  these  conditions  are  usually  sequelae  of  j 
other  pathologic  conditions  their  characteristics  l 
will  be  omitted  because  the  time  will  not  permit  l: 
an  intelligent  discussion. 

The  victim  of  intestinal  obstruction  is  an  unfor-  { 
tunate  patient.  First,  because  he,  himself,  rarely  i 
realizes  that  he  is  sufifering  from  a serious  condi-  j' 
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tion  that  requires  quick  and  efficient  treatment  if 
his  life  is  to  be  spared ; consequently  he  is  slow  to 
seek  medical  advice.  Second,  the  chances  are  very 
great  that  when  he  seeks  medical  advice  it  will  be 
from  someone  who  has  not  had  a wide  experience 
in  handling  such  cases,  as  these  cases  are  rather 
rare  and  are  often  confused  with  other  common 
abdominal  diseases,  thus  resulting  in  a ver\-  disas- 
trous delay  before  the  real  condition  is  realized. 
Third,  when  both  patient  and  medical  attendant 
realize  that  a serious  condition  has  been  encoun- 
tered the  tragedy  often  increases  from  this  time 
on  until  the  patient  has  recovered  or  succumbed. 

My  definition  of  tragedy  increasing  requires  a 
slight  digression  from  the  subject  in  hand.  In 
the  past  two  decades  a peculiar  condition  has  arisen 
in  abdominal  surgery,  in  that  a large  number  of 
surgeons  will  attempt  to  care  for  a case  of  ob- 
struction of  the  bowel  as  a real  emergency  opera- 
tion, knowing  they  may  encounter  conditions  that 
require  both  operative  skill  and  surgical  judgment 
which  they  would  never  attempt  or  assume  re- 
sponsibility for  if  it  were  an  elective  case  that 
could  be  thoroughly  studied,  prepared  and  oper- 
■ ated  on  in  a very  slow  and  deliberate  manner, 
i Therefore,  it  is  my  opinion  that  in  all  cases  of 
suspected  obstruction  a thorough  and  competent 
consultation  of  the  most  skilled  surgeons  available 
will  reduce  the  mortality  of  these  cases  from  35 
to  below  15  per  cent.  This  consultation  should 
be  held  after  the  abdomen  is  opened  as  well  as 
before,  and  the  responsibility  of  the  management 
from  this  point  to  the  termination  of  the  case, 
should  be  borne  by  all  the  consultants. 

All  mechanical  tyjx^s  of  intestinal  obstruction 
should  be  treated  surgically  and  the  earlier  the 
treatment  the  better  the  chances  for  a successful 
recovery.  The  choice  of  anesthesia  I believe  is 
important  and  the  general  anesthesia  is  the  one 
of  choice  because  it  gives  a thorough  relaxation 
and  lessens  the  operative  time  which  is  a very- 
important  factor  in  these  cases.  .Spinal  and  local 
anesthetics  mav  be  used  to  advantage  in  .selected 
cases  but  I am  of  the  opinion  that  they  should  not 
be  used  routinely  as  recommended  by  some  au- 
thors. The  preliminary  treatment  should  be  a 
sedative  in  the  form  of  morphine  and  atropine, 
subcutaneous  injection  of  normal  saline  solution 
with  two  to  five  per  cent  glucose.  Subcutaneous 
administration  of  saline  solution  is  preferable  to 
the  intravenous  route  as  the  .system  retains  the 
fluid  longer  and  it  cau.ses  no  embarrassment  to 
the  circulatory  system.  Decompression  of  the 
stomach  and  the  upper  j)ortion  of  the  small  bowel 
by  the  use  of  the  Levine  tube  adds  to  the  comfort 
of  the  patient  and  aids  the  operator  at  the  time  of 
operatif)n  by  having  a colIa])sed  stomach  and  bowel. 


Likewise  an  enema  freeing  the  colon  from  gas 
and  fecal  matter  is  a beneficial  aid  at  the  time  of 
operation. 

In  operating  on  these  cases  a liberal  paramedium 
incision,  opposite  the  umbilicus,  of  sufficient  length 
to  make  a thorough  exploration  of  the  abdomen, 
should  be  employed.  If  the  bowel  above  the  ob- 
struction is  distended  with  fluid  and  is  boggy  and 
swollen  the  contents  of  the  bowel  should  be  re- 
moved by  the  use  of  an  enterostomy  tube  before 
the  obstruction  is  corrected,  whether  it  is  merely 
the  loosening  of  the  obstructing  adhesive  liand 
or  the  resection  of  the  bowel.  If  the  blood  supply^ 
of  the  involved  bowel  is  damaged  or  if  the  bowel 
is  gangrenous,  an  immediate  resection  should  be 
done ; that  is,  if  the  small  bowel  is  involved.  If 
the  large  bowel  is  involved,  some  form  of  a colos- 
tomy should  be  employed,  since  the  experience  of 
many-  surgeons  has  proved  that  when  the  small 
bowel  is  gangrenous  the  mortality  rate  is  less 
when  an  immediate  resection  is  done  than  a de- 
layed one,  but  that  the  reverse  is  true  when  the 
large  bowel  is  involved. 

Postoperatively  the  patient  should  be  kept  quiet 
and  comfortable  with  opiates.  Intravenous  ad- 
ministration of  salt  solution  with  glucose  is  recom- 
mended for  the  first  thirty-six  or  forty-eight  hours, 
to  supply  the  patient  with  food  and  maintain  the 
blood  level  of  chlorides.  Continuous  gastric  suc- 
tion by  means  of  a Levine  tube  until  the  flow  in 
the  intestinal  canal  is  reestablished  is  a very  bene- 
ficial step  in  the  after  treatment  of  these  cases. 
Other  postoperative  complications  should  receive 
the  same  care  as  when  they  occur  in  other  opera- 
tive cases. 

Intussusception  cases  in  children  may^  be  han- 
dled in  a little  dififerent  manner  than  other  forms 
of  mechanical  obstruction.  Most  cases  of  intus- 
susception may  be  relieved  by  water  pressure  in 
the  form  of  an  enema.  The  patient  should  be 
thoroughlv  relaxed  by  a general  anesthetic,  and 
one  should  remember  that  for  each  two  and  one- 
half  feet  of  elevation  of  the  irrigating  can,  one 
pound  of  pressure  to  each  square  inch  will  be  pro- 
duced, and  that  the  intestinal  wall  will  stand  from 
three  to  five  pounds  of  pressure  per  square  inch 
with  .safety. 

SUMMARY 

1.  The  sym[)toms  of  inte.stinal  obstruction  are 
fairlv  constant  and  a carefully  taken  history  and 
examination  should  leave  little  doubt  as  to  the 
condition. 

2.  .^11  mechanical  types  of  obstruction  are  sur- 
gical and  should  be  treated  by  operation  just  as 
soon  as  the  diagno.sis  is  made. 
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3.  All  cases  of  obstruction  are  serious  and 
should  be  handled  by  surgeons  who  are  dexterous 
and  rapid  operators. 

4.  The  after  care  is  as  important  as  an  early 
diagnosis.  The  body  fluid  and  chloride  level 
should  be  maintained  by  intravenous  medication 
and  the  stomach  and  colon  should  be  kept  in  a 
state  of  collapse  by  suction  tubes. 


THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCE 


CONGENITAL  ATRESIA  OF  THE 
ESOPHAGUS  WITH  TRACHEO- 
ESOPHAGEAL FISTULA 

F.  P.  McNamara,  ALD..  and  C.  C.  Lytle,  AI.D. 

Dubuque 

.According  to  Mackenzie'  the  first  recorded  case 
of  congenital  atresia  of  the  esophagus  was  made 
by  Durston  in  1670.  Since  that  time,  there  has 
been  an  average  of  one  case  reported  each  year, 
the  great  majority  being  associated  with  tracheo- 
esophageal fistulas.  However,  nearly  one-half  of 
the  reports  have  appeared  since  Plass’-  complete 
review  of  the  literature  in  1919.  .At  that  time  he 
collected  137  ca.ses  and  since  then  there  has  been 
an  average  of  eight  new  cases  annually.  This 
would  .seem  to  indicate  that  the  lesion  is  not  as 
rare  as  supposed.  The  case  to  be  reported  is  typi- 
cal of  Ty])e  3,  congenital  atresia  of  the  esophagus, 
according  to  Pjallantyne’s"  classification. 

CASE  REPORT 

The  patient,  a female  child  weighing  six  and 
one-half  pounds,  was  born  at  term  after  a normal 
deliverv.  She  was  the  second  child  of  a healthy 
young  mother  whose  pregnancies  had  been  normal. 
The  mother  stated  that  the  first  child  had  died 
shortly  after  liirth  with  similar  symptoms.  At 
birth  the  second  baby  seemed  normal  except  for 
considerable  mucus  in  the  throat  which  caused 
some  difficulty  in  breathing.  In  s]>ite  of  treat- 
ment this  continued  and  when  fluids  were  given  or 
attemjits  at  nursing  made,  regurgitation,  marked 
cyanosis,  and  increased  difficulty  in  breathing  al- 
ways resulted.  During  the  first  thirty-six  hours, 
the  baby  had  bowel  movements  of  normal  meco- 
nium. On  physical  examination  the  only  positive 
findings  were  numerous  moist  rales  in  each  lung 
and  .slight  distention  of  the  abdomen.  An  x-ray 
examination  forty-eight  hours  after  birth  showed 
“complete  obstruction  of  the  esophagus  at  the 
level  of  the  bifurcation  of  the  trachea.”  On  sub- 


sequent examinations  no  barium  appeared  in  the 
stomach.  The  baby  gradually  became  dehydrated 
and  evidences  of  bronchopneumonia  developed. 
She  died  on  the  fifth  day  after  birth. 

Clinical  Diagnosis:  Atresia  of  the  esophagus. 

Necropsy  Abstract:  The  body  was  that  of  a 
white  baby  girl  estimated  to  weigh  five  pounds 
and  being  rather  markedly  dehydrated.  The  in- 
testines were  dilated  with  gas.  The  esophagus  was 
found  to  end  as  a blind  jxnich  at  the  level  of  the 
bifurcation  of  the  trachea.  The  lower  portion  of 
the  esophagus  entered  the  trachea  (Fig.-l).  The 


Fig.  1.  Trachea,  lungs,  esophagus  and  stomach. 
Note  the  lower  portion  of  the  esophagus  entering  the 
trachea  at  the  bifurcation. 


lungs  were  acutely  congested  and  showed  small  ’ 
areas  of  consolidation.  No  other  defects  were 
found. 

Anatomic  Diagnosis:  .Atresia  of  the  esophagus  ; ^ 
tracheo-eso])hageal  fistula ; bronchopneumonia ; 
emaciation  ; dehydration. 

COMMENT  I 

This  case  demonstrated  many  of  the  signs  and| 
symptoms  considered  characteristic  of  atresia  of^; 
the  esophagus.  They  may  be  listed  as  follows:^ 

1.  Normal  weight  and  development  at  birth,  i 

2.  Large  amounts  of  mucus  in  the  mouth  and' 

nasopharynx.  . 

3.  Recurrent  attacks  of  difficulty  in  breathingf. 

accompanied  by  severe  cyanosis,  aggravated  byj 
attempts  at  feeding.  j 

f 
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4.  Regurgitation  of  all  ingested  fluids. 

5.  Bowel  movements  of  normal  meconium  for 
forty-eight  hours  followed  by  absence  of  fecal 
material. 

6.  Gaseous  distention  of  the  stomach  and  up- 
per intestine. 

7.  Demonstration  of  the  atresia  of  the  esopha- 
gus by  x-ray  examination. 

8.  Gradual  loss  of  weight  and  increasing  de- 

• j hydration. 

i I 9.  Moist  rales  followed  by  the  signs  of  bron- 
i chopneumonia. 

10.  Inevitable  death  within  a short  period  after 
birth. 

It  should  be  noted  that  in  this  case  there  were 
no  other  congenital  anomalies  which  are  associated 
with  the  atresia  of  the  esophagus  fairly  frequently. 
The  most  common  is  atresia  ani.  The  presence  of 
gas  in  the  stomach  and  upper  intestine  should 
have  made  the  diagnosis  of  the  tracheo-esophageal 
, fistula  clear,  as  there  was  no  other  way  in  which 
the  air  could  gain  access  to  the  stomach. 

C,E.NERAL  DISCUSSION 

Etiology:  Several  theories  have  been  advanced 
to  explain  atresia  of  the  esophagus,  but  the  etiol- 
ogy is  not  entirely  clear.  It  is  known  that  some 
factor  which  causes  the  anomaly  acts  very  early  in 
embryonic  life,  since  in  the  four  millimeter  embryo 
the  eso])hageal  and  tracheal  divisions  are  distinct, 
and  the  sejiaration  is  complete  in  the  eleven  milli- 
meter emhryo  ( Rosenthal) .■*  Furthermore,  the 
anomaly  has  been  demonstrated  in  an  18.1  milli- 
meter embryo  in  the  Harvard  Medical  School 
collection.  Rosenthal  recently  studied  four  cases 
histologically,  and  critically  reviewed  the  various 
theories  which  have  been  offered  to  explain  the 
anomaly.  The  reader  is  referred  to  his  paper  for 
complete  discussion  of  the  various  theories.  It 
may  be  mentioned  here  that  Rosenthal  noted  the 
remarkable  constancy  of  the  position  and  charac- 
ter of  the  defect.  He  came  to  the  conclusion  that 
I “the  develojiment  of  the  anomaly  seems  to  rest  on 
I an  early  fundamental  change  in  the  entodermal 
I cells  that  give  rise  to  the  esojihagus,  and  not  on 
; primary  concomitant  ahnormalities.  This  change 
I may  be  genetic  and  related  to  the  anterior  end  of 
' the  neurenteric  canal.”  He  .states  that  Mackenzie 
: is  cited  as  having  encountered  a father,  all  of 

* whose  children,  by  three  wives,  were  born  show- 
I ing  the  anomaly.  It  is  of  interest  that  in  our  case 
j the  first  child  apparently  died  as  the  result  of 
j atresia  of  the  e.sophagus.  Unfortunately  no 
; autopsy  was  obtained  and  the  diagnosis  rested 
! entirely  on  clinical  symj)toms. 


Classification:  Ballantyne  classified  malforma- 
tions of  the  esophagus  as  follow's : 

1.  Absence  of  the  esophagus  in  toto. 

2.  Termination  of  the  esophagus  in  a simple 
cul-de-sac. 

3. '  Termination  of  the  esophagus  in  a simple 
cul-de-sac,  the  lower  end  of  the  canal  communicat- 
ing with  the  trachea  or  a bronchus. 

4.  Tracheo-esophageal  fistula,  without  any  other 
anomaly  of  the  esophagus  itself. 

5.  Esophageal  diverticula. 

6.  Membranous  obstruction  of  the  esophagus. 

7.  Double  esophagus. 

About  75  per  cent  of  all  esophageal  malfor- 
mations are  of  Type  3 in  this  classification.  It 
is  important  to  differentiate  the  different  types  and 
especially  membranous  obstruction  which  is  amen- 
able to  treatment.  Types  1,  2,  3,  and  4 are  rec- 
ognized as  being  incompatible  with  life.  Attempts 
at  surgery  have  ended  in  failure. 
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MEDICO-MILITARY  TRAINING  COURSE 

The  Eighth  Annual  Training  Course  for  Medical 
Reserve  Officers  of  the  Army  and  Navy,  will  be  held 
at  the  Mayo  Foundation,  Rochester,  Minnesota,  from 
October  4 to  17,  1936.  This  training  course  was  first 
inaugurated  by  the  Seventh  Corps  Area  at  the  re- 
quest of  the  Mayo  Foundation  to  give  training  in 
military  medicine  to  the  younger  medical  men  con- 
nected with  the  Foundation.  Other  reserve  officers 
requested  permission  to  enroll  and  to  take  advantage 
of  the  oppoi’tunity  to  attend  clinical  presentations 
during  the  morning  hours.  Such  permission  was 
granted  and  attendance  has  become  so  increasingly 
popular  that  it  is  now  necessary  to  limit  the  enroll- 
ment. 

The  program  will  follow  the  plan  of  the  past  years. 
The  morning  hours  will  be  devoted  entirely  to  pro- 
fessional work  in  special  clinics  and  study  groups. 
The  afternoons  and  evenings  will  be  devoted  to  a 
medico-military  program  under  the  direction  of  the 
Surgeon  of  the  Seventh  Corps  Area  (Army)  and 
the  Surgeon  of  the  Ninth  Naval  District  (Navy). 
Enrollment  is  limited  to  two  hundred,  and  is  open  to 
all  Army  and  Navy  Reserve  Officers  of  the  Medical 
Departments  in  good  standing.  Applications  should 
be  submitted  to  the  Surgeon  of  the  Seventh  Corps 
Area,  Omaha,  Nebraska,  or  to  the  Surgeon,  Ninth 
Naval  District,  Great  Lakes,  Illinois. 
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Occurrence  of  Unditlant  Fever 

During  the  nine  year  period,  1927-1935,  posi- 
tive agglutination  reports  on  all  serum  specimens 
examined  at  the  State  Hygienic  Laboratories  in 
Iowa  City,  totaled  2,254.  Fairly  complete  infor- 
mation is  available  relative  to  1,063  cases  of  undu- 
lant  fever  which  were  reported  to  the  State  De- 
partment of  Health  during  the  same  nine  year  pe- 
riod. A har  diagram  showing  the  yearly  distri- 
bution of  the  above  figures  for  laboratory  reports 
and  case  reports  ap^ieared  in  the  May,  1936,  num- 
ber of  the  Journal  on  page  263.  Collection  of 
data  pertaining  to  undulant  fever  jiatients  is  de- 
pendent very  largely  upon  attending  physicians, 
whose  sustained  interest  in  the  subject  of  undu- 
lant fever  is  gratifying.  The  following  comments 
on  undulant  fever  are  based  almost  entirely  upon 
information  contained  in  case  records  returned  by 
phvsicians  to  the  State  Department  of  Health  and 
covering  the  period  since  January,  1933. 

Distribution  of  Cases  by  Age  and  Sex 

d'he  distribution  by  age  and  sex,  of  318  cases 
of  undulant  fever  reported  for  the  three  year  pe- 
riod, 1933-1935,  is  indicated  in  Table  1.  Nearly 
three-fourths  of  all  cases  occurred  among  males. 
Fairly  equal  distribution  of  cases  among  males  and 
females  seems  limited  to  the  age  groiqis  affecting 
both  extremes  of  life. 

Distribution  by  Occupation 

Occupational  distribution  of  undulant  fever 
cases  for  the  three  year  period,  1933-1935,  is  in- 
dicated in  Table  2.  It  will  be  noted  that  among 
320  patients,  108,  or  more  than  one-third,  were 
jx^rsons  (males)  engaged  in  farm  work.  The  urban 
group,  consisting  of  merchants,  professional  per- 
sons and  tradesmen,  numbered  60,  or  19  per  cent 


TABLE  I ' 

SHOWING  age  and  SEX  DISTRIBUTION  OF  318  UNDULANT  t 
FEVER  CASES.  REPORTED  IN  IOWA  FOR 

THE  PERIOD  1933-1935  i 


Male 

Female 

Total 

Male-j-Female 

Age  (ifoup 

Number 

Percent 

Number 

Percent 

Number 

Percent 

Under  1 Year 

1-  4 Years 

1 

100 

1 

3 

5-  9 Years 

8 

7.1 

3 

27 

11 

3 5 

10-14  Years 

13 

62 

8 

38 

21 

6 6 

LS-19Yea.s 

15 

79 

4 

21 

19 

5 9 

20-29  Years 

66 

80 

17 

20 

83 

26  1 

30-39  Years 

67 

78 

19 

22 

86 

27  0 

40-49  Years 

39 

75 

13 

25 

52 

16  4 

50-59  Years 

15 

56 

12 

44 

27 

8 5 

60-69  Years 

7 

50 

7 

50 

14 

4 4 

70-79  Years 

2 

50 

2 

50 

4 

1 3 

80-1- 

1 

1 

Totals 

2.12 

73 

86 

27 

318 

100 

TABLE  II 

UNDULANT  FEVER  IN  IOWA  FOR  PERIOD  JANUARY,  1933,  » 

TO  JANUARY,  1936 

TABLE  SHOWING  OCCUPATION  OF  PATIENTS 


Occupation 

1933 

Number 

1934 

Num- 

ber 

1935 

Num- 

ber 

To 

Num- 

ber 

al 

Per 

cent 

Farm  VV'^ork  (Male) 

45 

32 

31 

108 

33  8 

F'arm  Wife 

4 

11 

11 

26 

8 1 

Rural  Schools  Male 

1 

4 

3 

8 

2 5 

Pop.  Under  2500  Female 

1 

3 

0 

4 

1,3 

Stock  Buyer 

1 

2 

I 

4 

13 

Veterinarian 

0 

0 

0 

0 

0 0 

Urban  Tradesman 

5-H 

13 

17 

39 

12  2 

Urban  Merch. — Prof. 

4-1-3 

9 

5 

21 

6 6 

Urban  Housewife 

5-f5 

16 

5 

31 

9.7 

Urban  Pack.  House  Empl. 

7 

20 

12 

39 

12  1 

Urban  Butcher 

1 

2 

2 

5 

1 6 

State  Institutions 

2 

0 

5 

7 

2 1 

Urban  School  (Pop.  over 
2500) 

15J-2 

6 

4 

J7 

8 4 

Infant  Preschool 

1-t- 

0 

0 

1 

3 

TOTAL 

*30-1-76  = 106 

118 

96 

320 

100 

*Note:  30  cases  due  to  milk-bome  epidemic  at  Council  Bluffs.  i 
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of  all  cases.  Thirty-nine,  or  12  per  cent  of  the 
320  cases  were  packing  house  workers. 

Seasonal  Occurrence  of  Undnlant  Fever 

The  accompanying  line  diagram  (Fig.  1)  shows 
the  distribution  of  undnlant  fever  cases  for  the 
period,  1933-1935,  arranged  according  to  month 
of  onset  of  symptoms  (heavy  line)  and  according 
to  month  of  report  (dotted  line).  In  Iowa  the 
season  of  greatest  prevalence  of  the  disease  is 
during  the  months  of  June,  July  and  August. 

FIG.  1 

UNDULANT  fever  in  IOWA  FOR  PERIOD  JANUARY  1, 
1933,  TO  JANUARY  1,  1936 

distribution  according  to  onset  of  ILLNESS 
AND  DATE  OF  REPORT 


Tracing  Infection  to  Source 

The  study  of  undnlant  fever  cases  and  case  rec- 
onls  indicates  that  the  disease  is  usually  acquired 


either  as  the  result  of  contact  with  infected  ani- 
mals, including  surfaces  contaminated  by  their 
discharges ; or  through  the  use  of  raw  dairy  prod- 
ucts from  infected  dairy  cows.  The  records  show 
that  among  urban  groups  (excepting  packing  house 
workers),  about  one-fourth  of  the  patients  had 
contact  with  farm  animals.  Seventy-two  to  87 
per  cent  of  these  patients  used  raw  dairy  products 
prior  to  onset  of  illness.  The  records  show  fur- 
ther that  in  the  group  of  packing  house  workers, 
about  one-fourth  were  users  of  raw  milk.  In  this 
group,  it  must  be  assumed  that  nearly  all  have 
direct  contact  with  infected  animals  or  surfaces 
wdiich  are  subject  to  contamination.  Accurate  de- 
termination of  the  source  of  infection  is  depend- 
ent very  largely  upon  blood  culture  findings.  Phy- 
sicians are  urged  to  take  a blood  culture,  whenever 
possible.  The  type  of  brucella  organism  isolated 
from  a blood  culture  is  a chief  factor  in  revealing 
the  source  of  infection  in  cow’s  or  hogs.  The  te.st- 
ing  of  animals  for  evidence  of  infectious  (con- 
tagious) abortion  is  likewise  essential  in  establish- 
ing the  source  of  infection  in  cases  of  undnlant 
fever.  Through  cooperation  with  the  Bureau  of 
Animal  Industry,  State  Department  of  Agricul- 
ture. and  veterinarians,  arrangements  have  been 
made  whereby  not  only  cows,  but  likewise  hogs 
concerned  in  undnlant  fever  cases,  will  be  subject 
to  the  agglutination  test.  With  more  complete  in- 
formation relative  to  the  nature  of  infection  in 
man  and  animals,  it  is  often  readily  possible  to 
trace  undnlant  fever  infection  to  its  source. 


PREVALENCE  OF  DISEASE 


Most  Cases 


Diphtheria  

July  1936 
15 

June  1936 
11 

July  1935  Reported  From 
25  Polk 

Scarlet  Fever  

145 

393 

94 

Woodbury,  Kossuth 

Typhoid  Fever  

5 

5 

7 

Black  Hawk 

Smallpox  

48 

60 

26 

Warren,  Woodbury 

Measles  

13 

18 

68 

Woodbury 

Whooping  Cough  

31 

60 

89 

Lee,  Linn 

Cerebrospinal  Meningitis  

2 

6 

10 

Buchanan,  Polk 

Chickcnpox  

26 

90 

56 

Boone 

Mumps  

44 

151 

110 

(For  State) 

Poliomyelitis  

1 

0 

1 

Linn 

Rocky  Mountain  Spotted  P'ever.  

0 

0 

3 

(For  State) 

Tuberculosis  

42 

47 

26 

(For  State) 

Undulant  Fever 

6 

13 

13 

( For  State) 

Syphilis  

94 

73 

110 

( For  State) 

Gonorrhea  

159 

141 

175 

( For  State) 
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THE  AMERICAN  BOARD  OF  INTERNAL 
MEDICINE 

Tlicrc  ha.s  liecn  an  insistent  demand  that  the 
practice  of  specialties  in  medicine  he  restricted  to 
those  jihysicians  who  are  able  to  demonstrate  that 
they  have  special  training  and  capabilities  in  the 
branch  of  medicine  indicated  as  their  ]iarticnlar 
sjiecialty.  While  intended  primarily  as  a means 
of  safeguarding  the  jniblic,  it  is  interesting  to  ob- 
serve that  the  movement  demanding  certification 
of  specialists  has  originated  in  and  been  developed 
by  those  physicians  who  would  themselves  be  sub- 
ject to  this  special  regulation. 

On  February  28,  1936,  a group  of  internists  in- 
corporated under  the  title  “The  American  Board 
of  Internal  Medicine.”  On  June  15  the  organi- 
zation was  conijileted  with  the  selection  of  Walter 

L.  Bierring,  M.D..  Des  Moines,  as  Chairman; 
Jonathan  C.  Meakins,  M.D.,  Montreal,  Vice 
Chairman ; and  O.  H.  Perry  Pepper.  M.D.,  of 
Philadelphia,  as  Secretary-Treasurer.  These  offi- 
cers, with  the  following  six  members,  constitute 
the  present  memhershi]i  of  the  Board : David  P. 
Barr,  M.D.,  St.  Louis;  Reginald  Fitz,  M.D.,  Bos- 
ton; Ernest  E.  Irons,  M.D.,  Chicago;  William  S. 
Middleton,  M.D.,  Madison;  John  H.  Musser, 

M. D.,  New  Orleans,  and  G.  Gill  Richards,  M.D., 
of  Salt  Lake  City.  The  term  of  office  of  each 
board  member  will  be  three  years,  and  no  member 
can  serve  more  than  two  consecutive  three  year 
terms. 

The  organization  of  this  Board  is  the  result  of 
efifective  effort  on  the  part  of  the  American  Col- 
lege of  Physicians  in  conjunction  with  the  Section 
on  Practice  of  Medicine  of  the  American  Medical 
Association,  and  these  two  organizations  are  rep- 
resented in  the  membership  of  the  Board  on  a five 
to  four  ratio  respectively.  The  newly  created 
American  Board  of  Internal  Medicine  has  re- 


ceived the  official  apjiroval  of  the  two  bodies  fos- 
tering its  organization,  as  well  as  that  of  the  Ad- 
visory Board  of  Medical  Specialties  and  the  Coun- 
cil on  IMedical  Education  and  Hospitals  of  the 
American  Medical  Association.  The  purpose  of 
the  Board  will  be  the  certification  of  specialists  in 
the  field  of  internal  medicine,  and  the  establish-  , 
ment  of  qualifications  with  the  required  examina-  i 
tion  jirocedure  for  such  certification. 

While  the  Board  is  at  the  present  chieflv  con-  | 
cerned  with  the  (jualifications  and  procedure  for  < 
certification  in  the  general  field  of  internal  medi-  ' i 
cine,  it  is  intended  to  inaugurate  immediatelv  after 
July  1,  1937,  similar  qualifications  and  procedure  i 
for  additional  certification  in  certain  of  the  more  i< 
restricted  and  specialized  branches  of  internal  ■ i 
medicine,  as  gastro-enterology,  cardiology,  meta- 
bolic diseases,  tuberculosis,  allergic  diseases,  etc. 
Such  special  certification  will  be  considered  only  / 
for  candidates  who  have  jiassed  at  least  the  writ-  ■ 
ten  examination  required  for  certification  in  gen- 
eral internal  medicine.  The  operation  of  such  I 
a ]ilan  will  require  the  active  participation  and 
coo]3eration  of  recognized  representatives  from  i 

each  of  such  special  fields  of  medicine.  Indica-  ■; 

tive  of  the  high  standards  which  have  been  estab- 
lished by  the  Board  may  he  cited  the  qualifications  ; 

required  of  each  applicant  for  admission  to  the  i 

examination : ' ' 

General  Qualifications 

1.  Satisfactory  moral  and  ethical  standing  ir  1 
the  profession. 

2.  Membershi]-)  in  the  American  Medical  Asso- 
ciation  or,  by  courtesy,  membership  in  such  ;ij 
Canadian  or  other  medical  societies  as  are 
recognized  for  this  purpose  by  the  Council  >( 
on  Medical  Education  and  Hospitals  of  the  ii 
American  Medical  Association.  Except  as 
here  provided,  membership  in  other  societies  J 
will  not  be  required. 

Professional  Standing 

1.  Graduation  from  a medical  school  of  the  '3 

United  States  or  Canada  recognized  by  the 
Council  on  Medical  Education  and  Hospitals  > 
of  the  American  Medical  Association.  [ 

2.  Completion  of  an  interneship  of  not  less  than  J- 

one  year  in  a hospital  approved  by  the  same  i 
council.  j 

3.  In  the  case  of  an  applicant  whose  training  J 

has  been  received  outside  of  the  United  States  ]•. 
and  Canada,  his  credentials  must  be  satisfac- 
tory  to  the  aforenamed  Council,  the  Advis-  J 
ory  Board  for  Medical  Specialties  and  the  jk 
National  Board  of  Medical  Examiners.  q 
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S pedal  T ra  in  ing 

1.  Five  years  must  elapse  after  completion  of 
a year’s  interneship  in  a hospital  approved  for 
interne  training  before  the  candidate  is  eli- 
gible for  examination. 

2.  Three  years  of  this  period  must  be  devoted 
to  special  training  in  internal  medicine. . This 
requirement  should  include  a period  of  at 
least  several  months  of  graduate  work  under 
proper  supervision  in  anatomy,  physiology, 
biochemistry,  pathology,  bacteriology,  or 
pharmacology,  particularly  as  related  to  the 
practice  of  internal  medicine. 

3.  A period  of  not  less  than  two  years  of  spe- 
cial practice  in  the  field  of  internal  medicine 
or  in  its  more  restricteil  and  specialized 
branches. 

The  American  Board  of  Internal  Medicine  does 
not  propose  to  establish  fixed  rules  for  the  pre- 
liminary training  of  candidates  for  certification  in 
this  field.  Broad  general  principles  for  training, 
however,  may  be  outlined,  although  such  sugges- 
tions as  are  made,  must  of  necessity  be  subject 
to  constant  changes  reflecting  the  nature  of  the 
specialty. 

sound  knowledge  of  physiology,  biochemistry, 
pharmacology,  anatomy,  bacteriology,  and  path- 
ology, insofar  as  they  apply  to  disease  is  regarded 
as  essential  for  continued  progress  of  the  indi- 
vidual who  practices  internal  medicine.  The  mere 
factual  knowledge  of  medicine  and  its  basic  sci- 
ences is  not  sufficient.  The  candidate  must  have 
had  training  in  their  use  in  furthering  his  under- 
standing of  clinical  medicine.  This  implies  prac- 
tical experience  under  the  guidance  of  older  men 
who  bring  to  their  clinical  problems  ripe  knowledge 
and  critical  judgment.  Preparation  to  meet  this 
requirement  adequately  may  be  even  more  difficult 
to  obtain  than  the  so-called  scientific  training.  It 
may,  however,  he  acquired  in  the  following  ways : 

1.  By  work  in  a well  organized  hospital  out- 
door clinic  conducted  by  competent  physicians. 

2.  By  a jirolonged  period  of  resident  hosjntal 
appointments  likewi.se  directed  by  skilled 
jihysicians. 

3.  By  a ])eriod  of  training  in  intimate  a.ssocia- 
tion  with  a well  trained  and  critical  physician 
who  takes  the  trouble  to  teach  and  guide  his 
assistant  rather  than  to  require  him  only  to 
carry  out  the  minor  drudgery  of  a busy  prac- 
tice. 

W hile  the  American  Board  of  Internal  Medicine 
does  not  establish  rigid  rules  for  certification,  it 
does  feel  that  the  above  [irincijiles  should  consti- 


tute a definite  requisite  for  certification.  The 
Board  feels  that  a sound  knowledge  of  the  funda- 
mental medical  sciences  is  essential  for  continued 
progress  in  the  practice  of  internal  medicine,  and 
while  they  require  proficiency  in  these  subjects, 
they  have  not  attempted  to  fix  courses  or  jiroce- 
dures  by  which  the  information  may  be  obtained. 
They  fully  recognize  that  adequate  scientific  train- 
ing may  be  obtained  through  several  distinctly  in- 
dejiendent  channels  and,  therefore,  prescribe  no 
fixed  courses  or  schedules  for  attaining  this  end. 
Although  it  is  laid  down  that  at  least  five  years 
must  elapse  between  the  termination  of  the  first 
interne  year  and  the  time  when  the  candidate  is 
eligible  to  take  the  e.xamination,  a longer  period 
is  advisable.  In  declaring  this  principle  the  Board 
recognizes  that  time  and  training  are  but  the 
means  to  the  end  of  accjuiring  a broadness  and 
definite  knowledge  of  internal  medicine,  which 
the  candidate  must  demonstrate  to  the  Board  in 
order  to  justify  it  in  certifying  that  he  is  com- 
petent to  ]>ractice  internal  medicine  as  a .specialty. 
The  re.sponsibility  of  acquiring  the  knowledge  as 
best  he  may  rests  with  the  candidate,  while  the 
responsibility  of  maintaining  the  standard  of 
knowledge  required  for  certification  devolves  on 
the  Board. 

The  Board  has  announced  that  the  e.xamination 
recpiired  of  candidates  for  certification  of  special- 
ists in  internal  medicine  will  be  divided  into  two 
sections:  first,  a written  examination;  and  second, 
a practical  or  clinical  examination.  The  first  writ- 
ten examination  will  be  held  in  December,  19.36, 
and  successful  candidates  in  this  written  test  will 
be  eligible  for  the  first  practical  or  clinical  exami- 
nation, which  will  be  conducted  by  members  of 
the  Board  near  the  time  for  the  annual  session 
of  the  American  College  of  Physicians  in  St.  Louis 
in  April,  1937.  The  second  practical  examination 
will  be  held  at  Philadel|)hia  near  the  time  of  the 
annual  session  of  the  American  VIedical  Associa- 
tion in  Atlantic  City  in  June,  1937.  The  an- 
nounced fee  for  examination  is  $40.00,  which  must 
accompany  the  application,  and  an  additional  fee 
of  $10.00  is  required  when  the  certificate  is  issued. 

W’e  are  advised  that  the  Board  is  now  preparing 
a handbook  covering  all  of  the  essential  details 
which  may  be  reipured  of  the  candidate,  indicat- 
ing the  scope  of  the  examination  required  and  giv- 
ing such  further  information  as  may  assist  can- 
didates in  ((ualifying  before  this  Board.  The 
Chairman  of  the  Board,  Walter  L.  Bierring.  M.D., 
406  Sixth  .Avenue.  Des  Moines,  Iowa,  may  be 
addressed  for  full  details  and  a co|>y  of  this  hand- 
hook. 
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UREA  USEFUL  IN  THE  TREATMENT  OF 
OSTEOMYELITIS 

The  beneficial  effiect  from  the  growth  of  fly 
larvae  in  infected  wounds,  particularly  those  of 
osteomyelitis,  has  been  known  for  many  centuries. 
The  older  writers  commented  freely  on  the  clean 
and  healthy  appearance  of  wounds  where  the  acci- 
dental introduction  of  the  meat-fly  maggot  had 
caused  contamination.  This  observation  received 
but  little  serious  attention  until  the  time  of  the 
\AT)rld  War,  when  the  late  Dr.  W.  S.  Baer  studied 
the  phenomenon  liy  the  purposeful  introduction  of 
flv  larvae  into  infected  wounds. 

Since  his  original  description  of  his  favorable 
results,  many  writers  have  reported  their  extensive 
observations.  It  was  originally  thought  that  the 
beneficial  effect  noted  after  the  introduction  of  fly 
larvae  was  due  to  their  ability  to  digest  and  de- 
stroy bacteria  as  well  as  necrotic  material.  Later, 
it  was  ob.served  that  some  other  factor  materially 
entered  into  the  reaction,  since  favorable  results 
were  observed  following  the  introduction  into  the 
infected  wound  of  material  filtered  from  the 
crushed  bodies  of  maggots  or  recovered  by  filtra- 
tion from  tbe  wound  itself.  This  “therapeutic  ac- 
tive principle”  was  studied,  and  the  conclusion 
reached  that  th'"  death  of  organism  noted  was  due 
to  a changed  of  the  wound  itself. 

\>ry  recently  the  United  States  Department  of 
-\gricitlture  has  announced  the  study  made  by  Dr. 
William  Robinson,  in  which  he  points  out  that  two 
chemical  substances  are  present  in  the  excretion 
of  maggots  which  may  give  as  favorable  and  com- 
parable results  as  that  previously  observed  in  the 
original  form  of  therapy.  He  describes  allantoin, 
which  has  previously  been  observed,  and  also  urea, 
whicb  has  not  been  previously  detected.  Prelimi- 
nary tests  indicate  that  a two  per  cent  aqueous  solu- 
tion of  pure  synthetic  urea  by  itself  induces  the 
same  healing  as  maggots  or  allantoin.  In  a recent 
article.  Dr.  Robinson  cites  case  histories  provided 
by  physicians,  surgeons  and  dentists  who  have  used 
urea  solutions  in  the  treatment  of  osteomyelitis, 
gangrene,  old  ulcers,  stubborn  wounds,  infected 
burns  and  non-healing  gum  and  tooth  sockets. 
These  reports  are  encouraging  and,  if  borne  out  by 
further  clinical  tests,  will  emphasize  the  great  im- 
portance to  the  medical  profession  of  Dr.  Robin- 
son’s discovery.  In  connection  with  this  announce- 
ment, it  is  interesting  to  note  that  urea  and  allan- 
toin are  closely  related  chemical  substances  ; in  fact, 
urea  may  be  derived  from  allantoin  by  hydrolysis. 
On  the  basis  of  this  chemical  observation,  it  is  sug- 
gested that  the  favorable  reports  previously  fur- 
nished from  the  use  of  allantoin  may  possibly  be 
due  to  the  fact  that  allantoin  introduced  into  the 
infected  wound  may  undergo  hydrolysis  producing 
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urea,  which  in  turn  may  be  the  potent  or  active 
substance. 

Certainly  the  reports  furnished  by  these  observ- 
ers would  indicate  that  the  recently  devised  mag-  ; 
got  therapy  is  of  decided  use  in  the  treatment  of  , 
infected  wounds,  particularly  those  of  osteomve-  i 
litis,  and  inasmuch  as  the  isolation  of  the  active  t 
chemical  substance  woidd  remove  most,  if  not  all,  1 
of  the  obstacles  and  objections  to  this  treatment,  j 
this  new  observation  may  prove  indeed  an  e]>ochal  j 
discovery. 

, t 


A NEW  MEDICAL  DIRECTORY  1 

The  needs  of  organized  medicine  are  faithfully 
served  bv  the  various  officers,  bureaus  and  com- 
mittees  of  the  central  organization.  The  American  i j 
IMedical  Association.  Little  publicized,  but  none  j 
the  less  important,  is  the  biographical  denarPTi^nt  j 
responsible  for  the  compilation  of  the  wealth  of  -j 
statistical  data  embodied  in  the  American  Medical  i 
Directory.  After  months  of  painstaking  labor  i 
they  have  prepared  and  now  offer  to  the  profession  * 
a new  and  completely  revised  edition  fthe  four-  i 
teenth)  of  nearly  2,500  pages.  This  directory  is  i 
the  only  nationwide  register  of  physicians,  and  fur-  1 
nishes  not  only  the  names  and  addresses  of  183.312  11 
physicians,  but  also  indicates  their  specialties,  if  llj 
any,  their  office  hours,  their  school  and  date  of  il 
graduation,  and  their  year  of  birth. 

In  the  first  221  pages  of  the  new  directory  the  | 
Constitution  and  By-laws  of  the  American  Medi-  J 
cal  Association,  the  Principles  of  Medical  Ethics,  if 
and  a list  of  the  officers  of  the  Association  are  fli 
recorded.  In  this  section  also  are  lists  of  the  hos- 
]>itals  which  are  approved  for  interne  training,  the  j* 
medical  libraries,  the  medical  journals  published  V 
in  the  Lhiited  States,  Canada,  the  Philippine  4 
Islands,  and  Porto  Rico,  the  names  of  the  various  4 
officers  of  active  government  serr'ices,  the  na-  ’4 
tional  organizations  for  the  various  specialties  with  l) 
the  names  of  their  members,  the  membership  of  ^ 
the  new  examining  boards  for  the  specialties,  the 
medical  schools  of  the  United  States  and  Canada,  .1 
with  a brief  history  of  each,  and  the  members  of  jl 
the  National  Board  of  Medical  Examiners.  t 

The  second  section,  the  directory  proper,  is  ar-  Y 
ranged  by  states.  Introducing  each  division  is  >. 
published  a resume  of  the  medical  practice  acts  i 
of  that  state,  the  members  of  the  Board  of  Medical  ifi 
Examiners,  members  of  the  State  Board  of  Health,  ■.( 
county  and  city  health  officers,  and  officers  of  the  ^ 
state,  district  and  county  medical  societies.  Eol-  '3 
lowing  this  is  a list  of  7,220  hospitals,  sanitariums  | 
and  related  institutions  arranged  by  towns,  with  1 
the  name,  location,  bed  capacity,  superintendent  1 
and  the  type  of  patients  treated  in  each  instilutioti. 
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The  third  section  of  525  pages  is  an  alphabetical 
index  of  the  names  of  183,312  physicians  indicat- 
ing by  city  and  state  where  the  physician  is  now 
located  and  other  suggestions  indicating  the  sec- 
tion of  the  volume  where  detailed  information 
concerning  this  physician  may  be  found. 

More  complete  and  consequently  more  useful 
than  its  predecessors,  the  new  American  Medical 
Directory  is  heartily  commended  to  the  medical 
profession.  Its  scope  of  usefulness  is  apparent, 
and  the  need  for  this  new  revision  is  easilv  under- 
stood when  we  observe  that  about  70,000  phvsi- 
cians  have  changed  addresses  since  the  last  edition 
in  1934,  and  some  13,157  names  have  been  added 
to  the  list.  Meriting  commendation  for  its  thor- 
oughness and  its  painstaking  accuracy  in  every  de- 
tail, the  new  American  Medical  Directory  should 
receive  a hearty  welcome  from  the  medical  nro- 
fession  whose  activities  it  reflects  and  whose  m“m- 
bers  it  faithfully  presents. 


DISTRICT  HEALTH  UNIT  ORGANIZATION 

A N"ew  Approach 

While  details  of  jwlicy  and  plans  of  organiza- 
tion are  not  completely  formulated,  the  State  De- 
partment of  Health  desires  to  announce  a new 
approach  to  district  public  health  unit  service  that 
is  distinctly  more  simple  and  readv  of  accomplish- 
ment than  any  plan  heretofore  considered. 

The  primary  requirement  is  the  organization  of 
a public  health  nursing  service  in  each  countv.  The 
countv  nurse  mirst  be  a full-time  qualified  public 
health  nurse  approved  by  the  director  of  public 
health  nursing.  She  must  have  a local  nursing 
advisorv  committee  which  has  both  medical  and 
dental  representation  and  an  approved  public 
health  nursing  program.  The  salary  of  the  county 
public  health  nur.se  is  $1,800.  with  travel  expense 
of  $900  ]>er  annum.  One-half  of  this  amount. 
$1  3.50,  is  provided  bv  federal  funds  from  allot- 
ments of  the  United  States  Public  Health  Service 
and  the  Children’s  P)ureau  under  the  Social  Se- 
curitv  Act.  The  other  half  is  to  be  iirovided  l)y 
local  funds — P>oard  of  .Supervisors.  P»oard  of  Edu- 
cation. and  Red  Cross.  Christmas  Seal  or  other 
voluntary  agencies. 

■\s  soon  as  four  or  more  adioining  counties  have 
satisfactorily  organiz/'d  a public  health  nursing 
service,  a district  iniblic  health  uii’t  will  be  formed 
with  a ]>ersonnel  consisting  of  a full-time  medical 
director  specially  prepared  in  public  health  work, 
a sanitary  engineer,  a supervisor  of  public  health 
nursing  and  a clerk.  All  the  funds  for  the  district 
unit  are  provided  from  United  States  Public 
Health  Service  allotments,  except  one-half  of  the 
suijervisory  nurse’s  salary  and  one-half  of  the 


travel  expense,  which  comes  from  the  Children’s 
Bureau.  At  the  outset  the  activities  of  the  medical 
director  and  sanitary  engineer  of  the  district  unit 
will  be  limited  to  the  types  of  work  which  are  car- 
ried out  by  the  various  divisions  of  the  State  De- 
partment of  Health,  it  being  understood  that  they 
represent  these  divisions  and  differ  simply  in  that 
they  are  more  accessible  to  these  areas.  Such  an 
arrangement  will  permit  uniform  and  effective 
public  health  programs  under  the  supervision  of  the 
central  department,  but  all  new  projects  and  plans 
will  be  required  to  have  the  approval  of  local  medi- 
cal and  dental  organizations. 

If  the  amount  required  for  organizing  a county 
public  health  nursing  service,  $1,350.  can  be  .se- 
cured from  local  funds,  the  federal  allotment  for 
this  purpose  will  make  it  possible  to  organize  one- 
third  of  the  counties  in  Iowa  under  the  district 
unit  plan  during  the  coming  year.  The  plan  pro- 
posed will  in  no  way  modify  the  status  of  local 
boards  of  health  in  regard  to  their  responsibility 
under  the  Iowa  State  Health  Laws  and  Regula- 
tions, and  the  district  full-time  personnel  will  not 
supersede  or  assume  responsibilities  of  the  local 
health  authorities,  but  will  aid  them  to  work  out 
a more  comprehensive  and  effective  public  health 
program  for  the  people  of  the  district. 

■\  unit  from  the  State  Department  of  Health 
composed  of  a health  officer,  supervisory  nurse  and 
sanitary  engineer,  expect  to  visit  different  sections 
of  the  state  to  make  the  necessary  local  contacts 
and  inaugurate  the  formation  of  district  health 
units  as  promptly  as  possible.  The  cooperation  of 
physicians,  dentists,  nurses,  county  and  school  au- 
thorities and  social  .service  organizations  is  de- 
sired, and  will  be  appreciated. 

Walter  L.  Bierring,  M.D.,  Commissioner 

State  Depai’tment  of  Health. 


ONE  YEAR  UNDER  THE  BASIC  SCIENCE 
LAW* 

The  Basic  .Science  Law  became  effective  in  part 
on  July  4,  1935.  Since  it  provided  exemptions  for 
.students  then  enrolled  in  Iowa  .schools,  it  does  not 
become  fully  effective  until  these  students  have 
been  graduated.  It  has  been  in  full  effect  with 
reference  to  a])j)licants  for  license  who  come  from 
■ chools  outside  the  state  and  for  those  who  .seek- 
license  hy  reciprocity.  Obviously  one  cannot  eval- 
uate the  merits  of  the  hill  by  experience  until  it 
’nas  been  in  full  effect  for  a considerable  period. 
It  is  of  interest,  however,  to  review  what  has  haj)- 
pened  in  the  first  year  of  administration  of  the  law. 

•Editor’s  NoU*:  This  editorial  ha.M  been  prepare!  hy  the  Legis- 
lative Committee  of  the  Iowa  State  Me<lical  Society,  pursuant  to 
our  policy  of  keeping  members  of  the  society  informe<l  concerning 
uctivities  in  the  legislative  field. 
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An  injunction  was  sought  liy  the  smaller  col- 
leges of  the  state  against  that  portion  of  the  hill 
which  exempted  students  from  examination  in 
s]K?cified  courses  in  colleges  accredited  hv  the 
North  Central  Association  of  Secondary  Schools 
and  Colleges.  The  injunction  does  not  impair  the 
educational  standards  of  the  law.  It  imjiroves 
them.  The  objection  of  the  colleges  as  exiiressed 
in  this  injunction  seems  fair  and  well  grounded. 

The  following  facts  obtained  from  the  Chair- 
man of  the  Basic  Science  Board  indicate  some 


of  the  activities : 

Number  of  apiilicants  examined 20 

Number  passed  9 

Number  failed II 

Number  of  reciiirocitv  certificates 10 

Number  of  exemption  certificates 30 

Number  of  e.xemjition  and  registration  cer- 
tificates   2,170 

The  Chairman  advises  that  the  law  prohibits 


the  Board  from  obtaining  information  relative  to 
an  applicant’s  course  of  study  (medical,  osteo- 
pathic, etc.).  Therefore  it  is  impossible  to  clas- 
sify the  above  ajiplicants.  As  time  passes  one  will 
be  able  to  trace  backward  through  records  of  licen- 
sure and  classify  those  who  are  certified  bv  the 
Basic  Science  Board  and  subsecpiently  licensed  to 
yiracticc. 

In  the  year  1935  and  for  the  fir.st  six  months  of 
1936,  forty-eight  doctors  of  medicine,  three  osteo- 
])aths  and  three  chiropractors  have  been  admitted 
through  recijirocity.  Information  at  hand  does 
not  permit  accurate  separation  as  of  July  4,  1935, 
so  that  a statement  as  to  how  many  of  these  were 
certified  by  the  Basic  Science  Board  is  impossible. 
In  the  first  six  months  of  1936,  nine  doctors  of 
medicine  were  admitted  by  reciprocity,  but  no 
osteopaths  or  chiropractors  registered  through  the 
recijirocity  route. 

Mr.  Herman  B.  Carlson,  Director  of  the  Law 
Enforcement  Division  of  the  State  Department  of 
Health,  advises  that  the  Basic  Science  Law  is  an 
invaluable  aid  to  enforcement  becau.se  of  the  defi- 
nition of  healing  arts  which  it  contains.  He  states 
that  “This  is  the  most  effective  legislation  ever 
passed  toward  the  elimination  of  quacks."  He 
cites  instances  before  1935  in  which  violators  of 
practice  acts  have  continued  their  activities  because 
they  were  able  to  evade  criminal  prosecution.  Un- 
der the  Basic  Science  Law  injunctions  can  be 
sought  in  lieu  of  criminal  prosecution.  In  this 
way  action  may  be  immediate.  Illegal  activities, 
continued  after  injunction,  are  in  violation  of  the 
court’s  order,  and  can  be  dealt  with  summarily. 

Every  effort  will  be  made  in  the  coming  legis- 
lature to  rejieal  or  damage  liy  amendment  this  ex- 


cellent law.  Medical  practitioners  should  be  zeal- 
ous in  its  defense,  and  .see  that  their  respective 
legislative  candidates  understand  and  support  this 
law. 


INTERNATIONAL  MEDICAL  ASSEMBLY 

The  International  Assembly  of  the  Inter-State 
Postgraduate  Medical  Association  of  North  America, 
under  the  presidency  of  Dr.  David  Riesman  of  Phila- 
delphia, Pennsylvania,  will  be  held  in  the  public  audi- 
torium of  St.  Paul,  Minnesota,  October  12,  13,  14,  15 
and  16,  with  pre-assembly  clinics  on  Saturday,  Octo- 
ber 10,  and  post-assembly  clinics  Saturday,  October 
17,  in  the  hospitals  of  St.  Paul. 

The  aim  of  the  program  committee  with  Dr.  George 
Crile  as  chairman  is  to  provide  for  the  medical  pro- 
fession of  North  America  an  intensive  postgradu- 
ate course  covering  the  various  branches  of  medical 
science.  The  program  has  been  carefully  arranged 
to  meet  the  demands  of  the  general  practitioner,  as 
well  as  the  specialist.  Extreme  care  has  been  given 
in  the  selection  of  the  contributors  and  the  subjects 
of  their  contributions.  In  cooperation  with  the  Min- 
nesota State  Medical  Association,  the  Ramsey  County 
Medical  Society  will  be  host  to  the  Assembly  and  has 
arranged  an  excellent  list  of  committees  who  will 
function  throughout  the  Assembly. 

A most  hearty  invitation  is  extended  to  all  mem- 
bers of  the  profession  who  are  in  good  standing  in 
their  state  or  provincial  societies  to  be  present  and 
enjoy  the  hospitality  of  the  medical  profession  of  St. 
Paul.  A registration  fee  of  $5.00  will  admit  each 
member  of  the  medical  profession  in  good  standing  to 
all  the  scientific  and  clinical  sessions. 

A list  of  some  of  the  distinguished  teachers  and 
clinicians  who  will  take  part  on  the  program  follows: 

Dr.  Jennings  C.  Litzenberg,  Minneapolis;  Dr.  Emil 
Novak,  Baltimore;  Dr.  Fred  W.  Rankin,  Lexington; 
Dr.  Herman  O.  Mcsenthal,  New  York,  Dr.  Robert  D. 
Lawrence,  London,  England;  Dr.  Loyal  Davis,  Chi- 
cago; Dr.  Frederick  A.  Coller,  Ann  Arbor;  Dr.  Rus- 
sell M.  Wilder,  Rochester;  Dr.  W.  Wayne  Babcock, 
Philadelphia;  Dr.  John  S.  Lundy,  Rochester;  Dr.  Wal- 
ter T.  Dannreuther,  New  York;  Dr.  Hugh  H.  Young, 
Baltimore;  Dr.  Francis  J.  Charteris,  St.  Andrews, 
Scotland;  Dr.  Charles  A.  Elliott,  Chicago;  Dr.  Wells 
P.  Eagleton,  Newark;  Dr.  Matthew  S.  Ersner,  Phila- 
delphia; Dr.  Vernon  C.  David,  Chicago;  Dr.  George 
F.  Pfahler,  Philadelphia;  Dr.  John  F.  Fulton,  New 
Haven;  Dr.  Maurice  C.  Pincoffs,  Baltimore;  Dr. 
Owen  H.  Wangensteen,  Minneapolis;  Dr.  William  R. 
Williams,  New  York;  Dr.  George  Crile,  Cleveland; 
Dr.  Robert  F.  Ridpath,  Philadelphia;  Dr.  Charles  G. 
Heyd,  New  York;  Dr.  Joseph  W.  Larimore,  St.  Louis; 
Dr.  Eric  Oldberg,  Chicago;  Dr.  Robert  A.  Cooke,  New 
York;  Dr.  John  R.  Fraser,  Montreal,  Canada;  Dr.  Eld- 
ridge  L.  Eliason,  Philadelphia;  Mr.  Archibald  H.  Mc- 
Indoe,  London,  England;  Dr.  Chevalier  Jackson  and 
Dr.  Chevalier  L.  Jackson,  Philadelphia,  and  Dr.  Fred 
M.  Smith,  Iowa  City. 

For  further  information  write  Dr.  W.  B.  Peck, 
Managing-Director,  Freeport,  Illinois. 
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The  Scott  County  Medical  and  Historical 
Centennial  Exhibit^  1836-1936 

Paul  A.  White,  M.D.,  Davenport 
Chairman,  General  Exhibit  Committee 


One  of  the  old  and  well  worn  but  choice  bits  of 
humor  that  always  evokes  a mirthful  response,  re- 
lates to  the  apparently  well  authenticated  hordes 
that  came  over  on  the  Mayflower.  In  a like  man- 
ner the  number  of  centennial  celebrations  held  this 
II  year  creates  the  impression  that  our  population 
[ descended  like  a blanket  on  this  country  about  one 
j hundred  years  ago.  This  was  particularly  im-- 
I pressed  on  the  American  Medical  Association,  the 
American  College  of  Surgeons,  and  many  of  the 
medical  schools  who  in  the  past  originated  and 
furnished  much  of  the  material  for  medical  ex- 
hibits at  the  Chicago  World’s  Fair,  their  own  regu- 
lar meetings,  and  responded  to  calls  from  other 
I organizations  from  time  to  time.  They  found 
I themselves  quite  overwhelmed  this  summer  by 
i requests  from  several  very  large  centennial  cele- 
i brations,  such  as  those  at  Cleveland,  Dallas  and 
! San  Diego,  as  well  as  many  minor  displays  de- 
I siring  medical  and  health  demonstrations. 

Davenport,  like  many  other  cities  in  this  country, 
was  founded  in  1836.  It  was  built  upon  land  pur- 
1 chased  by  an  organized  company  from  Antoine 
LeClaire.  From  small  beginnings  it  has  grown  to 
I third  in  size  in  the  state  of  Iowa,  passing  through 

I the  periods  of  hardship,  fortitude  and  bravery  of 

I the  pioneers  to  the  modern  city  of  today  with 

I 60,0CX3  inhabitants.  The  medical  history  of  every 

j community  goes  hand  in  hand  with  its  social,  in- 

dustrial and  financial  vicissitudes  and  accomplish- 
1 ments,  hut  is  usually  so  little  talked  or  written 
about  that  it  is  only  slightly  impressed  upon  the 
1 consciousness  of  its  inhabitants.  This  furnishes 

- one  of  the  reasons  for  having  a medical  exhibit 

I in  connection  with  the  centennial  celebration  of 

I the  city.  The  other  reasons  arise  from  the  grow- 

• ing  necessity,  as  seen  hy  many  medical  leaders,  of 

I informing  the  general  public  of  the  steps  in  prog- 

I ress  that  have  been  made  by  the  medical  profes- 

• sion,  especially  in  the  past  one  hundred  years,  and 

I of  impressing  the  present  potency  of  medical  and 

' surgical  ])rocedures,  showing  that  medical  jiractice 

I has  become  less  a scientific  art  and  more  an  artful 

i .science. 

i With  these  considerations  in  mind  the  Scott 
) County  Medical  Society  planned  to  dejiict  local 

[ medical  history,  illustrate  the  major  strides  for- 

i ward  that  have  been  mafle  in  medical  science  in 

the  |)ast  one  hundred  years,  and  rej)resent  the 


modern  methods  and  equipment  that  are  used  in 
every  day  medical  practice.  It  was  our  good  for- 
tune to  gain  the  consent  of  the  RFC  officials  in 
charge  of  the  former  Union  National  Bank,  which 
had  failed  during  the  depression,  to  use  the  beau- 
tiful lobby  and  mezzanine  floors  of  this  building 
for  the  exhibit.  The  accompanying  cuts  will  show 
the  construction  methods  used  in  the  booths.  Mr. 
Robert  Dalrymple,  associate  of  Mr.  Tom  Jones, 
well  known  medical  artist  at  the  University  of 
Illinois  Medical  School,  was  employed  to  design 
the  layout  and  direct  the  placing  of  the  exhibit 
material.  As  Mr.  Jones  ix)inted  out,  to  our  bene- 
fit, medical  instruction  today  is  best  imparted  to 
the  public  not  by  charts  and  statistical  facts  which 
soon  become  boring,  but  by  pictorial  representa- 
tions and  artful  showmanship.  Instead  of  pre- 
senting a mass  of  material  he  has  found  it  better 
to  illustrate  a few  facts  and  insure  their  impres- 
sion on  the  public  mind  by  giving  each  demonstra- 
tion plenty  of  room,  with  ample  background  and 
artistic  arrangement. 

The  subdivisions  of  medical  history  of  major 
importance  during  the  past  one  hundred  years 
selected  for  illustration  and  treatment  were  as  fol- 
lows : 

Development  of  Anesthesia 

Dejiicting  the  history  of  anesthesia,  diorama  of 
the  first  ether  anesthetic  by  Morton,  October  16, 
1846.  Operations  in  pre-anesthetic  times,  uses  of 
various  types  of  anesthetics  and  apparatus,  and 
modern  methods  with  modern  equipment  displayed. 
Antisepsis 

Lord  Lister’s  experimental  ajiparatus,  and  illus- 
trations of  the  role  that  antisepsis  ]>layed  in  chang- 
ing the  course  of  surgery  and  medicine,  starting 
largely  from  the  publication  of  the  results  of  Lis- 
ter’s experience  in  1867. 

Bacteriology  and  Pathology 

Illustrating  the  era  of  Pasteur  and  Koch,  1860 
to  1880,  photographs,  dioramas,  with  microscoi>es 
for  demonstration  of  bacteria  and  pathologic  tis- 
sue. Culture  tubes  and  media.  Cards  with  his- 
torical data  and  explanations. 

I jnnmnication,  Sanitation,  and  Preventive 
M edicine 

Methods  of  control  of  tuberculosis,  diphtheria, 
smallpox,  scarlet  fever,  etc.,  contra.sting  dioramas 
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of  an  early  village  and  a modern  city  sanitation, 
water  supply,  and  food  protection.  1880  to  1000. 

Development  of  Surgery 

Dependence  of  the  development  of  surgery  on 
the  work  of  Lister  and  the  discovery  of  bacteria. 
Historical  figures,  old  surgical  instruments,  equip- 
ment of  a modern  operating  room  with  wax  fig- 
ures re]iresenting  the  operating  personnel. 

Development  of  Hospitals  and  Nursing 

History  of  local  hospitals,  hospital  room  with 
wax  figures.  i)ictorial  showing  of  opportunities  for 
graduate  registered  nurses,  mechanical  miniature 
hospital,  pictures  of  leaders  in  the  nursing  and 
hospital  fields.  Vital  cooperation  of  the  graduate 
nurses  from  Mercy  and  St.  Lukes  hospitals  was 
an  important  factor  in  this  exhibit. 

Methods  of  Modern  Diagnosis 

Showing  the  doctor’s  office,  history  files,  exam- 
ining table  and  instruments  for  physical  examina- 
tion, laboratory,  electrocardiograph,  metabolism 
apparatus,  x-ray  unit,  special  instruments  for  ex- 
amination, cystoscopes,  bronchoscopes,  procto- 
scopes, etc.,  and  those  for  use  in  the  eye,  ear.  nose 
and  throat  fields.  V'iew  box  showing  pathologic 
lesions  by  means  of  x-ray  films. 


In  addition  to  the  historical  divisions  of  the  ex- 
hibit which  were  jdaced  in  chronologic  order  on 
the  floor  there  were  a number  of  incidental  dis- 
plays. The  Red  Cross  furnished  a large  exhibit 
illustrating  its  work  in  general  and  in  its  recent 
survey  of  trench  mouth  disease  in  Colorado.  Loy- 
ola University  Medical  School  furnished  some 
beautifully  photographed  and  framed  cross-sec- 
tions of  the  human  body,  and  photographs  of  the 
embyros  shown  at  the  Century  of  Progress  in  Chi- 
cago which  created  such  a sustained  sensation 
there,  together  with  charts  illustrating  the  matura- 
tion, fertilization,  implantation  and  development 
of  an  ovum.  Facts  about  cancer  furnished  by  Dr. 
Crowell  of  the  American  College  of  Surgeons 
were  graphically  presented.  Many  other  charts 
carried  health  or  medical  messages. 

The  Exhibit  was  opened  by  a pre-view  on  invi- 
tation to  about  1,500  of  the  leading  people  of  the 
Tri-Cities  and  to  the  doctors  and  their  families 
in  the  local  and  surrounding  territory,  follow'ed  by 
a stirring  talk  on  “Pcqnilar  Beliefs  That  .Are  Not 
So,”  by  Dr.  \V.  W.  Bauer,  Director  of  Public  In- 
struction and  Associate  Editor  of  Hygeia  Maga- 
zine, American  Aledical  Association.  Motion  pic- 
ture films  with  synchronized  appropriate  music 
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' were  run  continuously  on  the  main  floor  of  the 
]■  exhibit.  Several  people  were  present,  mostly  grad- 
i;  uate  nurses,  who  graciously  assumed  this  task,  to 
I guide  the  visitors  and  explain  the  various  exhibits 
I to  them.  The  display  was  in  place  for  three  weeks, 
j:  The  newspapers  were  very  cooperative  and  carried 
^ many  stories  about  the  exhibit  with  cuts  showing 
I several  of  the  prominent  booths.  The  iMedical 
I Society  carried  paid  advertising  in  the  papers  re- 
I garding  the  exhibit  and  daily  announcements  con- 
I cerning  the  talks  to  be  given  over  the  radio  by 
; members  of  the  Society.  Each  evening  of  the 
■ exhibit  a talk  was  given,  on  invitation,  over  Sta- 
tion \\’HBF  by  a local  or  visiting  physician  on  a 
: health,  historical,  or  medical  subject.  These  were 
1 well  received  and  evoked  much  favorable  public 
! comment.  The  invitation  has  been  extended  to  the 
' County  Society  to  continue  these  talks  at  semi- 
weekly or  weekly  intervals  throughout  the  year. 

The  Historical  Committee  headed  by  Dr.  E.  E. 
Strohbehn  brought  out  many  interesting  and  im- 
portant facts  in  the  local  and  state  medical  history, 
illustrating  them  with  photographs,  old  books  and 
I instruments,  and  de.scriptive  cards.  Dr.  Walter  L. 
Bierring,  a native  son  of  Davenport,  supplied  in- 


teresting data  which  is  quoted.  The  first  physician 
to  locate  in  Scott  County  was  Dr.  E.  S.  Barrows, 
who  came  in  1836.  He  stated  in  later  years  that 
his  territory'  for  practice  was  then  limited  on  the 
north  by  Dubuque,  on  the  south  by  Burlington, 
each  a distance  of  about  80  miles,  and  on  the  west 
by  the  Pacific  Coast.  The  Scott  County  iMedical 
.Society  was  organized  October  18,  1856,  with  Dr. 
E.  .S.  Barrows  as  President.  Of  the  members 
taken  in  during  the  first  year  there  were  six  who 
later  served  as  presidents  of  the  State  Society  : 
Drs.  Witherwax,  Barrows,  Cochrane,  Baker,  Oam- 
ble  and  \\'.  F.  Peck.  Dr.  Parry  came  to  Daven- 
j)ort  in  1846,  later  becoming  one  of  the  leading 
botanists  of  his  perirKl,  a j)eak  in  the  Rockies  being 


named  Mt.  Parry  in  honor  of  his  achievements. 

Long  will  be  remembered  Dr.  John  F.  Dillon, 
who  was  graduated  in  medicine  in  1850,  later  took 
up  law,  became  Judge  of  the  United  States  Circuit 
County  and  professor  of  law  at  Columbia  Univer- 
sity, and  helped  found  the  medical  department  of 
the  Iowa  State  University  in  1869;  Dr.  W.  F. 
Peck  who  became  a member  in  1864,  a prominent 
surgeon,  helped  organize  the  medical  department 
of  Iowa  University  and  became  its  first  Dean  of 
iMedicine,  played  a leading  part  in  the  develo])ing 
of  Alercy  Hospital,  Davenport,  the  surgical  de- 
])artment  of  the  Rock  Island  Railroad,  and  in  ex- 
tending the  usefulness  of  the  Iowa  State  Soldiers’ 
Orphans’  Home,  Davenport:  Dr.  William  1).  Mid- 
dleton, whose  membership  began  in  1868,  capable 
physician  who  succeeded  Dr.  Peck  as  Dean  of  the 
iMedical  School  at  Iowa  Lhiiversity:  and  Dr.  W al- 
ter L.  Bierring,  who  was  born  and  raised  in  Dav- 
enport, was  jirofessor  of  medicine  at  Iowa  and 
Drake  Universities,  former  president  of  the  Iowa 
.State  Medical  Society,  member  of  the  X'ational 
Board  of  Medical  Examiners,  recent  president  of 
the  American  Medical  Association,  and  jiresent 
commissioner  of  the  Iowa  State  Department  t>f 
Health.  His  career  has  shed  medical  efifulgence 
ujion  .our  state  and  nation,  and  Davenport  proudly 
basks  in  this  gleaming  light  which  originated  with- 
in her  borders. 

It  is  not  generally  remembered  that  Davenport 
had  the  first  medical  school  in  the  state  in  1849, 
known  as  the  Davenport  Medical  Institute.  A ru- 
mor, later  proved  false,  that  a member  of  th^'  fac- 
ulty had  donated  the  body  of  his  servant  girl  who 
had  died  suddenly  in  his  home  to  the  students  of 
the  school  for  dissection  and  had  had  an  empty 
coffin  buried,  prejudiced  many  minds  in  the  com- 
munity against  the  medical  .school  for  a time.  This 
e])isode  illustrates  the  dearth  of  dissection  material 
in  those  times  and  the  general  suspicions,  often 
substantiated,  as  to  the  source  of  the  bodies  that 
were  used.  Subseciucnt  laws  remedied  these  evils. 
The  following  year  the  school  was  removed  to 
Keokuk,  becoming  the  medical  department  of  the 
-State  University  until  1869,  when  this  department 
was  developed  at  Iowa  City,  in  which  movement 
l)aven])ort  ]>hysicians  played  a prominent  ])art. 

'I'lius  the  .Scott  Countv  Medical  Society  s(»ught 
to  make  its  own  community  conscious  of  its  medi- 
cal history,  while  it  was  learning  more  of  its  social 
and  industrial  past  through  otlier  demonstr.at'ons 
during  its  centennial  year.  It  attempted  to  ini])ress 
the  e])Ochal  discoveries  and  advances  that  have 
been  made  in  medicine  during  the  past  one  hun- 
dred years,  and  stressed  the  potent  methoils  and 
equi|)ment  which  arc  used  today  by  the  modern 
phvsician  in  his  every  day  medical  practice. 
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POSTGRADUATE  COURSES 


The  Speakers  Bureau  Committee  is  presenting  five  extension  postgraduate  courses  this  fall.  Cen- 
ters for  the  courses  will  be  Daveu])ort,  Waverly,  Sheldon,  Oskaloosa  and  Chariton.  Detailed  infor- 
mation concerning  each  of  these  courses  will  be  mailed  to  the  physicians  in  the  vicinity  of  each  center 
as  soon  as  definite  dates  are  set,  so  that  every  doctor  may  plan  to  attend  part,  if  not  all,  of  the  lectures. 
The  committee  has  made  every  effort  to  have  these  courses  excellent  in  every  way.  Great  care  has 
been  exercised  in  the  choice  of  subjects  and  of  speakers,  so  that  the  attending  physicians  may  obtain  a 
well  rounded  course  of  instruction. 

Particular  attention  is  called  to  the  cancer  course  which  is  being  presented  at  \\  averly.  This  same 
type  of  course  was  presented  last  year  in  Newton  and  was  very  successful.  The  lecturers  are  out- 
standing clinicians,  and  the  lectures  cover  a broad  background  in  the  field  of  cancer.  This  course 
is  being  sponsored  by  the  First,  Second,  and  Sixth  Councilor  Districts,  but  physicians  from  other  dis- 
tricts are  also  invited  to  attend.  The  meetings  will  be  held  on  Tbursdays,  starting  September  17. 
The  course  in  general  therapeutics  and  diagnosis  given  at  Davenport  will  be  conducted  on  Tuesdays. 
The  opening  lecture  will  be  given  Tuesday,  September  15,  and  the  final  one  on  November  24.  Meet- 
ings at  Sheldon  will  he  held  on  ^Mondays,  starting  IMonday,  September  21,  and  continuing  through 
November  9. 

The  order  of  appearance  of  the  lectures  as  given  in  the  accompanying  outlines  is  tentative  only,  as 
all  dates  have  not  been  confirmed.  The  lecturers  listed  are  correct  with  the  exception  of  two  who  are 
marked  tentative. 


CANCER  COURSE 
Legion  Hall 
Waverly,  Iowa 


THERAPEUTICS  AND  DIAGNOSIS 
Lend-a-Hand  Club 
Davenport,  Iowa 


Morbid  Anatomy  and  Physiology  of  Malignant 
Tumors 


Richard  Jaffe,  M.D.,  Chicago 


Present  Status  of  Cancer  Knowledge 

E.  T.  Bell,  M.D.,  Minneapolis 


Malignant  Neoplasms  of  the  Nervous  System 

Loyal  Davis,  M.D.,  Chicago 


Malignant  Tumors  of  the  Head  and  Neck 

Gordon  New,  M.D.,  Rochester 


Evaluation  of  Radiologic  Diagnosis  and  Treatment 

A.  U.  Desjardins,  M.D.,  Rochester 


Cancer  of  the  Esophagus,  Stomach  and  Small 
Intestine 

Owen  H.  Wangensteen,  M.D.,  Minneapolis 
Sarcomas 

Erwin  Schmidt,  M.D.,  Madison 


The  Barbiturates  in  the  Treatment  of  Disease 

William  Middleton,  M.D.,  Madison 
Principles  Involved  in  the  Treatment  of  Fractures 

H.  L.  Beye,  M.D.,  Iowa  City 

Diet  in  the  Treatment  of  Disease 

R.  T.  Woodyatt,  M.D.,  Chicago 

Evaluation  of  Intravenous  Therapy 

J.  S.  Lundy,  M.D.,  Rochester 


Treatment  of  Syphilis 

Paul  A.  O’Leary,  M.D.,  Rochester 

Modern  Cardiac  Therapy 

Samuel  A.  Levine,  M.D.,  Boston  (Tentative) 

Diagnosis  and  Treatment  of  Arthritis 

P.  S.  Hench,  M.D.,  Rochester 

Diagnosis  and  Treatment  of  Common  Neurologic 
Lesions  Found  in  General  Practice 

Percival  Bailey,  M.D.,  Chicago 


Cancer  of  the  Skin 

Ruben  F.  Nomland,  M.D.,  Iowa  City 


Evaluation  of  the  Present  Knowledge  of  Allergy 

Warren  T.  Vaughan,  M.D.,  Richmond 


Cancer  of  the  Colon  and  Rectum 

C.  F.  Dixon,  M.D.,  Rochester 

6:00-7:00  p.  m.  Lecture 
7:00-8:00  p.  m.  Dinner 
8:00-9:00  p.  m.  Lecture 


Present  Status  of  Endocrine  Therapy 

E.  A.  Dolsy,  Ph.D.,  St.  Louis  (Tentative) 

5:00-6:00  p.  m.  Lecture 
6:00-7:00  p.  m.  Dinner 
7:00-8:00  p.  m.  Lecture 
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THERAPEUTICS  AND  DIAGNOSIS 
Arlington  Hotel 
Sheldon,  Iowa 

Fractures 

Henry  W.  Meyerding,  M.D.,  Rochester 

Diagnosis  and  Treatment  of  the  Anemias 

Maurice  C.  Howard,  M.D.,  Omaha 

Diagnosis  and  Treatment  of  Common  Skin  Disorders 
John  A.  Borghoff,  M.D.,  Omaha 

Roentgenologic  Diagnosis 

B.  R.  Kirklin,  M.D.,  Rochester 

The  Use  and  Abuse  of  Diuretics 

N.  M.  Keith,  M.D.,  Rochester 

Recent  Advances  in  Therapeutics 

O.  H.  Plant,  M.D.,  Iowa  City 

Modern  Treatment  of  Diabetes 

Russell  Wilder,  M.D.,  Rochester 

The  Ovarian  Hormones  in  Obstetrics  and 
Gynecology 

E.  D.  Plass,  M.D.,  Iowa  City 

5:00-6:00  p.  m.  Lecture 
6:00-7:00  p.  m.  Dinner 
7:00-8:00  p.  m.  Lecture 


UNIVERSITY  COURSES 

The  faculty  of  the  College  of  Medicine  of  the  State 
University  of  Iowa  will  present  extension  courses 
in  medicine  and  surgery  at  Oskaloosa  and  at  Chari- 
ton, starting  the  latter  part  of  September.  The 
lectures  for  these  courses  have  not  been  outlined  as 
yet,  but  an  outline  of  the  courses  with  dates  for  each 
lecture  will  be  mailed  to  the  physicians  in  the  neigh- 
borhood of  these  two  centers. 


COUNTY  SOCIETY  PROGRAMS 

A questionnaire  sent  out  from  the  central  office 
elicited  the  information  that  forty  county  medical 
societies  desired  a county  exchange  type  of  program 
during  the  winter  months,  and  in  turn  would  be  glad 
to  send  speakers  from  that  society  to  a neighboring 
group.  The  Speakers  Bureau  Committee  is  coordi- 
nating the  requests  which  have  been  received,  and 
programs  are  being  arranged  daily.  The  committee 
will  be  very  glad  to  hear  from  any  other  county 
societies  which  would  like  a program  of  this  type 
presented  during  the  coming  months.  In  connection 
with  this  work,  the  committee  wishes  to  quote  from 


a letter  written  by  the  secretary  of  the  Cerro  Gordo 
County  Medical  Society. 

“We  will  be  glad  to  provide  a program  either  of  a 
clinical  or  research  nature  for  any  of  the  other 
societies  which  you  wish  to  have  us  visit.  We  have 
had  a series  of  autopsied  cases  following  sudden 
death  which  present  rather  interesting  clinical  pic- 
tures. These  are  all  non-traumatic.  We  have  also 
organized  within  our  society  a fracture  committee, 
and  this  committee  is  to  provide  a portion  of  our 
program  each  month  on  some  special  phase  of  frac- 
ture management.  It  is  possible  that  a progi-am  of 
this  nature  would  appeal  to  some  of  the  society 
units.” 

The  Speakers  Bureau  is  very  glad  to  have  infor- 
mation dealing  with  the  programs  which  are  being 
developed  by  the  different  county  medical  societies, 
and  wishes  that  other  county  secretaries  would 
notify  this  office  of  any  particularly  interesting  pro- 
gram or  progi'ams  they  may  have  available  for  other 
meetings,  or  which  they  have  presented  at  their  own 
meetings.  Such  ideas  are  definitely  valuable  to  other 
secretaries  in  planning  their  programs,  as  well  as 
to  the  central  office,  and  should  be  publicized.  Fur- 
thermore, if  there  are  county  societies  interested  in 
having  a certain  type  of  programs  presented,  the 
secretary  should  notify  the  central  office  so  that  the 
Speakers  Bureau  may  make  arrangements  to  have 
such  programs  prepared.  The  Bureau  feels  very 
strongly  that  the  research  work  which  is  done  in 
preparing  these  programs  benefits  not  only  the  lis- 
teners, but  the  physicians  who  do  the  work  as  well. 


RADIO  SCHEDULE 

Beginning  with  the  week  of  September  seventh, 
there  will  be  a change  in  the  days  of  broadcasting 
the  programs  of  the  Iowa  State  Medical  Society 
from  WO  I at  Ames.  There  has  also  been  a change 
in  days  at  WSUI  at  Iowa  City,  and  a change  in 
hours  at  both  stations.  Note  the  new  broadcasting 
periods,  and  plan  to  tune  in  each  week. 

WOI — Fridays  at  4:00  p.  m. 

WSUI — Tuesdays  at  7:45  p.  m. 

September  11  and  15 — Stomach  Ulcers 

D.  F.  Ward,  M.D. 

September  18  and  22 — Anemia 

L.  R.  Woodward,  M.D. 

September  25  and  29 — Cancer,  F.  H.  Lamb,  M.D. 
October  2 and  6 — 1‘renatal  Care,  K.  E.  Crowder,  M.l). 
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WOMAN’S  AUXILIARY  NEW! 

Edited  by  the  Press  and  Publicity  Committee 
Mrs.  Dean  W.  Harman,  Chairman,  Glenvvood,  Iowa 


RURAL  MEDICAL  SERVICE 

The  Bureau  of  Medical  Economics  furnishes  us 
with  these  very  interesting-  facts:  In  spite  of  many 

claims  as  to  the  lack  of  medical  facilities  in  rural 
districts,  it  is  difficult  to  locate  these  districts.  In  the 
first  place,  there  are  more  physicians  per  unit  of  pop- 
ulation in  the  United  States  than  anywhere  else  in 
the  world.  The  state  with  the  fewest  physicians  per 
population  is  South  Carolina  with  one  physician  per 
1,400  of  the  population.  In  New  York  and  California 
there  are  only  614  and  621  persons  per  physician, 
respectively. 

In  1934  the  American  Medical  Directory  showed 
that  there  were  only  sixteen  counties  in  the  United 
States  without  any  physicians.  In  1936  there  were 
nineteen  such  counties.  Most  of  these  counties  are 
in  mountainous  districts  and,  with  two  or  three  ex- 
ceptions, are  served  by  adjoining  counties.  The  popu- 
lation per  square  mile  is  about  one  person. 

It  was  found  that  there  are  298  counties  which  had 
more  than  2,000  persons  per  physician,  but  in  prac- 
tically all  of  these  areas  they  were  largely  in  what 
have  been  recently  designated  as  “depressed  regions.” 
They  include  the  Southern  Cotton  Belt,  the  Appa- 
lachian and  Ozark  mountains,  the  “dust  belt”  and 
“cut  over”  land  in  Minnesota  and  sections  of  the 
Rocky  mountains.  Wherever  data  have  been  avail- 
able, it  has  been  found  that  the  property  is  heavily 
mortgaged  and  there  is  a high  percentage  of  moi-t- 
gage  delinquency. 


ACTIVITIES. OF  THE  AUXILIARY 
IN  NEW  JERSEY 

The  following  editorial  appearel  in  The  Journal  of 
the  Medical  Society  of  New  Jersey,  September,  1935: 
Frojects  of  the  Woman’s  Auxiliary 
The  journals  of  the  several  State  Medical  Societies 
are  devoting  more  and  more  space  to  the  activities 
of  the  Woman’s  Auxiliaries  and  their  opportunities 
to  promote  and  support  the  projects  of  the  medical 
profession.  The  articles  are  usually  general  in  their 
scope  and  give  the  impression  that  the  auxiliary 
members  are  expected  to  initiate  independent  studies 
of  public  health  problems  and  to  teach  the  laity  re- 
garding the  health  activities  of  their  husbands.  The 
very  multiplicity  of  the  projects  of  the  auxiliaries 
defeat  their  own  objectives.  Many  of  the  projects 
sponsored  by  the  auxiliary  are  not  those  in  which  the 
medical  societies  are  taking  the  leadership  and  initia- 
tive. The  auxiliary  is  designed  to  assist  the  medical 
societies  in  carrying  out  the  projects  which  are  origi- 
nated and  promoted  by  the  physicians.  Its  own  pecu- 


IGr  field  is  to  assist  the  medical  societies  in  carrying  . 
cut  their  projects,  especially  those  whose  success  de- 
pends upon  the  education  of  the  people. 

The  Medical  Society  of  New  Jersey  has  promoted 
the  activity  of  the  Speakers  Bureau,  in  wh.ich  the 
auxiliary  is  a liaison  gr-'up  between  the  medi-al  socie-  ' 
ties  and  the  public  health  organizations.  Phvsi'-iaT’s 
’•"'alize  the  need  of  engaging  in  public  health  edu- 
f-gtion;  but  they  hesitate  to  enter  the  field  because  of 
ihe  lack  of  an  organized  system  for  making  contacts 
with  the  lay  health  groups.  The  auxiliary  is  the 
natural  group  to  make  the  contacts.  Specifically,  the 
members  of  the  auxiliary  are  urged  to  make  the  ar- 
I'angements  for  supplying  speakers  to  any  lay  organ!-' 
zation  which  is  promoting  a meeting  to  discuss  a 
public  health  project. 

The  Parent-Teacher  Association  is  typical  of  an 
"ctive  group  which  promotes  public  health  meetings. 
The  local  medical  society  is  the  natural  group  to 
whom  the  associations  should  turn  for  speakers  to 
discuss  local  health  projects.  Custom  rather  than  . 
ethics  prevents  physicians  from  offering  th'=‘ir  serv- 
ices as  speakers  to  the  lay  groups;  but  doctors  will  ' 
speak  to  the  gi-oup  if  they  are  invited  to  do  so.  The 
members  of  the  auxiliary  are  the  natui'al  gr  up  to 
make  the  arrangements  for  local  physicians  to  ad- 
dress the  lay  groups.  Doctors’  wives  are  active  in  ; 
social  lines  and  are  members  of  the  lay  health  or-  - 
ganizations.  They  are  in  a unique  position  of  being  ; 
able  to  secure  the  consent  of  the  physicians  to  address 
a lay  group,  provided  the  doctors  are  invited  bv  a , 
group  to  give  an  address  on  a particular  subject  in  • 
which  the  group  is  interested. 

It  is  not  sufficient  that  an  auxiliary  shall  stand  > 
ready  to  carry  out  the  directions  of  a medical  society.  ‘ 
The  opportunity  of  the  members  of  the  auxiliary  con- 
sists in  their  initiative  to  propose  to  a lay  group  that  ^ 
it  invite  a physician  to  give  an  address  at  its  meeting.  : 
There  is  no  doubt  regarding  the  compliance  of  the 
physicians  with  a request  from  a lay  group.  The  ^ 
.Speakers  Bureau  fills  a real  need  in  carrying  out  a 
public  health  project  sponsored  by  a medical  society,  ; 
such  as  the  Public  Health  Hour  of  the  Medical  Society  j 
of  New  Jersey. 


HYGEIA 

Hijgeia  has  some  very  fine  material  prepared  in 
the  way  of  outlines  for  talks  and  programs  on  a large  5 
variety  of  subjects  that  may  be  had  by  requesting  it  ' 
and  paying  the  return  postag-e. 

A list  and  further  information  may  be  secured  by  > 
writing  to  the  American  Medical  .Association,  535  S 
North  Dearborn,  Chicago,  Illinois. 
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SOCIETY  PROCEEDINGS 

Decatur  County 

The  Decatur  County  Medical  Society  will  have  a 
program  on  Skin  Carcinomas  and  Related  Lesions, 
Tuesday,  September  22.  Hamilton  Montgomery, 
M.D.,  and  Frederick  A.  Figi,  M.D.,  both  of  the  Mayo 
! Clinic,  Rochester,  Minnesota,  will  present  papers  on 
t the  subject,  and  the  discussion  will  be  in  charge  of 
,t  Harry  C.  Willett,  M.D.,  of  Des  Moines.  The  evening 
j|  program  will  follow  a dinner  at  the  County  Hospital. 
All  physicians  are  invited  to  attend. 

H E.  E.  Garnet,  M.D.,  Secretary 


Linn  County  Meetings 

Two  physicians  from  Johns  Hopkins  University, 
Baltimore,  Maryland,  wei’e  guest  speakers  for  the 
1 Linn  County  Medical  Society  at  its  first  fall  meeting 

I held  in  Cedar  Rapids  at  the  Montrose  Hotel,  Thurs- 

I day,  September  3.  Dean  D.  Lewis,  M.D.,  professor 
I of  surgery,  spoke  on  The  Diagnosis  of  Bone  Lesions, 
j and  Walter  E.  Dandy,  M.D.,  professor  of  neurologic 
I surgery,  addressed  the  group  on  The  Diagnosis  and 
I Treatment  of  Lesions  of  the  Cranial  Nerves. 

On  Friday,  October  2,  the  Society  will  entertain 
William  G.  MacCallum,  M.D.,  pathologist  of  Johns 
Hopkins  University. 


Pottawattamie  County 


Meetings  of  the  Pottawattamie  County  Medical 
Society  will  be  resumed  Monday,  September  21,  when 
Charles  H.  Watkins,  M.D.,  of  the  Mayo  Clinic,  Ro- 
chester, Minnesota,  will  speak  before  the  physicians 
on  Blood  Dyscrasias.  Case  presentations  will  be 
made  by  Drs.  Verne  Edwards,  S.  D.  Maiden,  and  Jo- 
seph Stech.  The  program  will  follow  a six-fifteen 
dinner  at  the  Mercy  Hospital. 


Iowa  Academy  of  Ophthalmology  and 
Otolaryngology 


11:00  Salivary  Calculi — 

Rollin  W.  Wood,  M.D.,  Newton. 
Discussion  by — 

John  E.  Stansbury,  M.D.,  Cedar 
Rapids 

11:30  Peritonsillar  Abscess — 

Warren  H.  Foster,  M.D.,  Clinton 
Discussion  by — 

Fred  W.  Bailey,  M.D.,  Cedar  Rapids 

12:00  Uveitis  Caused  by  Focal  Infection — 

Edward  C.  Novak,  M.D.,  New  Hampton 
Discussion  by — 

Gordon  F.  Harkness,  M.D.,  Davenport 

12:30  P.  M.  Luncheon  and  Business  Meeting 

2:00  The  Acute  Chest  from  the  Bronchoscopic 
Standpoint — 

Case  Repoi-ts — Slides — 

Thomas  R.  Gittins,  M.D.,  Sioux  City 
Discussion  by — 

James  A.  Downing,  M.D.,  Des  Moines 

2:30  Symposium  “Malignancies  of  Ear,  Orbit, 
Nose  and  Throat — 

1.  Tumors  of  the  Orbit — 

P.  J.  Leinfelder,  M.D.,  Iowa  City 

2.  Malignancies  of  the  Mastoid  and  Middle 

Ear — 

Howard  E.  Thompson,  M.D.,  Dubuque 

3.  Malignancies  of  the  Nose  and  Throat — 

(With  Motion  Pictures)  — 

Dean  M.  Lierle,  M.D.,  Iowa  City 

Discussions  by — 

William  W.  Pearson,  M.D.,  Des  Moines 
Wayne  J.  Foster,  M.D.,  Cedar  Rapids 
Sumner  B.  Chase,  M.D.,  Fort  Dodge 


The  Icwa  Academy  of  Ophthalmology  and  Oto- 
laryngology presents  the  following  program  to  be 
given  at  the  annual  meeting  held  in  Marshalltown, 
Wednesday,  September  16. 

9:30  Presentation  of  Cases 

Cataract  Extraction — Viennese  Technic — 
Discussion  by — 

Benjamin  F.  Kilgore,  M.D.,  Des 
Moines 

Bilateral  Suppurative  Mastoiditis — 
Discussion  by — 

Frank  H.  Reeling,  M.D.,  Waterloo 
Meniere’s  Symptoms — 

Discussion  by — 

El.mer  P.  Weih,  M.D.,  Clinton 


PERSONAL  MENTION 

Dr.  Allen  W.  Byrnes,  after  a year’s  practice  in 
Wall  Lake,  has  returned  to  his  former  home  in  Traer, 
where  he  will  be  associated  in  the  practice  of  medicine 
with  Dr.  A.  A.  Crabbe.  Dr.  Byines  was  graduated 
from  the  State  University  of  Iowa,  College  of  Medi- 
cine, and  served  interneships  at  the  state  hospital  in 
Mt.  Pleasant,  and  the  Iowa  Methodist  Hospital  in  Des 
Moines. 


Dr.  Robert  W.  Cooper,  who  has  practiced  for  the 
past  eleven  years  at  Alton,  has  accepted  a position 
in  the  roentgenologic  department  of  the  Charity  Hos- 
pital at  New  Orleans,  Louisiana.  His  practice  will 
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be  taken  care  of  by  Dr.  C.  B.  Murphy,  who  comes  to 
Alton  from  Granville,  where  he  has  completed  a 
year’s  practice. 


Dr.  Paul  L.  Pascoe  has  returned  to  his  home  town 
of  Carroll  to  enter  the  practice  of  medicine.  Dr.  Pas- 
coe was  graduated  from  the  State  University  of  Iowa, 
College  of  Medicine,  in  1934,  and  has  completed  his 
interneship  at  the  Iowa  Methodist  and  Broadlawns 
Hospitals  in  Des  Moines. 


Dr.  Harold  E.  Raymond  has  opened  offices  for  the 
practice  of  medicine  in  Perry,  coming  from  Midwest, 
Wyoming,  where  he  was  superintendent  of  the  Mid- 
west Hospital.  Dr.  Haymond  was  graduated  from 
the  State  University  of  Iowa,  College  of  Medicine,  in 
1929,  and  interned  at  the  University  of  Chicago, 
where  he  accepted  a position  as  instructor  in  surgery, 
remaining  there  for  five  years. 


Dr.  Zella  White  Stewart,  of  Iowa  City,  has  just 
returned  from  her  North  Cape  cruise,  having  visited 
Iceland,  the  Scandinavian  countries,  Finland  and 
Russia. 


Dr.  Frank  R.  Senska,  after  four  years  of  practice 
in  Mt.  Sterling,  has  located  in  Iowa  City. 


Dr.  James  W.  Young,  formerly  of  Newton,  has 
moved  to  Des  Moines,  where  he  has  opened  offices  at 
718  Equitable  Building. 


Dr.  P.  L.  Parsons,  after  thirty-three  years  of  active 
practice  in  Traer,  is  planning  to  retire  about  Septem- 
ber 1.  His  practice  will  be  taken  over  by  Dr.  John  C. 
Herman  of  Boone,  who  was  graduated  from  the  State 
University  of  Iowa,  College  of  Medicine,  in  1935, 
and  who  for  the  past  year  has  been  interning  at  the 
Santa  Clara  County  Hospital  in  San  Jose,  California. 


Dr.  D.  G.  Mackie,  a recent  graduate  of  the  State 
University  of  Iowa,  College  of  Medicine,  has  located 
in  Charles  City,  for  the  practice  of  medicine. 


Dr.  Vincent  J.  Horton  of  Calmar,  delivered  a fifteen 
minute  radio  talk  over  Station  KGCA,  Decorah, 
Thursday,  August  27,  on  the  subject,  “Is  Your  Child 
Ready  for  School?” 


Dr.  Raymond  Gregory  of  the  State  University  of 
Iowa,  College  of  Medicine,  has  accepted  a position  as 


assistant  professor  of  medicine  at  the  Louisiana  State  t 
University  Medical  Center,  New  Orleans.  Dr.  Greg-  j 
ory  has  been  on  the  University  of  Iowa  staff  for  the  i 
past  three  years. 


Dr.  T.  M.  Miller,  formerly  of  Indianapolis,  has  ar-  ^ 
rived  in  Muscatine,  where  he  has  opened  an  office  in 
the  rooms  occupied  by  the  late  Dr.  W.  W.  Stirlen.  Dr.  i 
Miller  is  a graduate  of  the  Indiana  University  School 
of  Medicine,  and  served  his  interneship  in  the  Indian-  i 
apolis  City  Hospital. 


DEATH  NOTICES 

Braunlich,  Henry,  of  Davenport,  aged  seventy-six, 
died  August  10  after  a brief  illness.  He  was  grad- 
uated in  1883  from  New  York  University  Medical 
College,  and  at  the  time  of  his  death  was  a life  mem- 
ber of  the  Scott  County  and  Iowa  State  Medical  So- 
cieties. 


Peters,  Warren  T.,  of  Burt,  aged  sixty-six,  died 
August  3,  after  a heart  attack.  He  was  graduated  in 
1894  from  Rush  Medical  College,  and  at  the  time  of 
his  death  was  a member  of  the  Kossuth  County  Medi- 
cal Society. 


WARNING! 

Mr.  W.  W.  Jones,  Manager  of  the  National 
School  of  Honesty  of  Des  Moines,  a collection 
agency  which  received  the  approval  of  the 
Medical  Economics  Committee  of  the  Iowa 
State  Medical  Society,  several  years  ago,  has 
requested  that  this  warning  be  published  in  the 
Journal.  Mr.  W.  N.  Hiatt,  formerly  em- 
ployed by  the  National  School  of  Honesty,  is  no 
longer  connected  with  the  organization,  and  is 
not  authorized  to  collect  or  solicit  accounts  for 
it.  Because  of  irregularities  in  Mr.  Hiatt’s  col- 
lections, it  was  necessary  to  dismiss  him,  and 
Mr.  Jones  is  very  anxious  for  this  notice  to 
come  to  the  attention  of  every  physician  in 
Iowa,  so  that  no  member  of  the  Iowa  State  Med- 
ical Society  will  engage  in  any  business  trans- 
actions with  Mr.  Hiatt. 

Such  cooperation  on  the  part  of  a collection 
agency  in  maintaining  its  own  good  standing 
and  in  preventing  their  clients  from  being  de- 
frauded, is  most  gratifying,  and  it  is  to  be 
hoped  that  the  physicians  of  the  state  will  show 
their  appreciation  of  such  action  by  demanding 
to  see  the  proper  credentials  from  any  salesman 
soliciting  their  accounts  for  collection. 
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History  of  Medicine  in  Iowa 

Edited  by  the  Historical  Committee 

Dr.  Frank  M.  Fuller,  Keokuk  Dr.  Tom  B.  Throckmorton,  Des  Moines 

Dr.  John  T.  McClintock,  Iowa  City  Dr.  Walter  L.  Bierring,  Des  Moines 

Dr.  Paul  W.  Van  Metre,  Rockwell  City  Dr.  William  Jepson,  Sioux  City 

Harry  French  Thompson,  M.D.,  Forest  City 


(Continued  from  last  month) 


i Justin  M.  Hull,  M.D.,  son  of  Rev.  O.  P.  Hull, 
.1  was  born  at  Albion,  Dane  County,  Wisconsin, 
I June  9,  1845.  He  enlisted  in  1862  in  Company 
L,  Third  Wisconsin  Volunteer  Cavalry,  and  after 
I fourteen  months  of  service  was  discharged  by 
reason  of  an  injury  received  at  the  battle  of  Prairie 
Grove,  Arkansas.  He  was  married  on  October 
6,  1863,  to  Mary  R.  Stewart.  He  was  graduated 
from  the  Bennett  Medical  College  of  Chicago,  Illi- 
nois, in  1873.  In  1879  he  was  elected  to  the  state 
legislature,  representing  the  counties  of  Worth, 

' Winnebago,  Hancock  and  Wright  in  the  Eigh- 
teenth General  Assembly.  In  1881  he  was  ap- 
pointed by  Governor  Gear  a member  of  the  State 
i Board  of  Health.  His  term  expiring  January  1, 
I 1884,  he  was  reappointed  by  Governor  Sherman 
j for  a term  of  seven  years,  ending  January  1,  1891. 

; He  was  a member  of  the  I.  O.  O.  F.,  Aurora 
' Lodge,  No.  412;  also  a member  of  the  G.  A.  R. 

I Dr.  Hull  was  one  of  the  pioneer  physicians  of 
j Winnebago  County,  having  located  in  Lake  Mills 
I in  1874,  and  continuing  in  practice  until  his  death. 

; He  was  a public  spirited  citizen,  and  was  identi- 
! fied  with  any  and  all  interests  for  the  betterment 
j of  the  community.  In  addition  to  the  state  offices 
I which  he  filled,  he  held  various  county  and  city 
j offices.  While  in  the  state  legislature  he  was  in- 
strumental in  securing  the  passage  of  health  laws, 
and  other  laws  regulating  the  practice  of  medicine. 
The  report  of  the  State  Board  of  Health  for  1883 
j contains  an  exhaustive  article  on  ventilation,  the 
I result  of  j)ainstaking  studies  by  Dr.  Hull.  He 

i was  a man  of  powerful  physique,  endowed  with 
i an  unusual  amount  of  pensonal  magnetism,  an  apt 
I student  of  human  nature,  accurate  in  his  estimate 
j of  men,  and  of  a generous  social  nature.  He  was 


eminently  fitted  to  attract  and  hold  a large  circle 
of  friends.  He  died  in  April,  1889. 

C.  E.  Keeler  was  the  son  of  Dr.  James  Keeler, 
mentioned  in  another  portion  of  this  history.  He 
was  born  in  Black  Hawk  County,  Iowa,  June  25, 
1854.  He  was  about  two  years  of  age  when  his 


J.  M.  HULL.  M.D. 
1845-1889 


father  moved  to  Bristol,  Worth  County,  Iowa,  and 
he  spent  his  entire  life  in  that  neighborhood,  with 
the  exception  of  one  year,  spent  in  Nebraska.  He 
was  graduated  from  the  Keokuk  College  of  Phy- 
sicians and  .Surgeons,  in  1879.  .After  the  year 
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spent  in  Nebraska,  be  returned  to  Lake  Mills 
where  he  continued  in  practice  up  to  the  time  of 
his  death.  Dr.  Keeler  no  doubt  “read  medicine” 
under  the  preceptorship  of  his  father,  before  tak- 
ing up  his  studies  at  Keokuk,  and  under  such 
tutelage  he  imbil)ed  the  fundamentals  of  medicine 
and  the  ethics  of  the  jn'ofession.  From  what  we 
can  learn  of  his  father  and  grandfather,  he  was 
brought  up  on  a high  moral  plane,  and  from  start 
to  finish  practiced  his  profession  accordingly.  He 
was  honored  bv  his  fellow  townsmen  a number 
of  times;  was  mayor  of  Lake  iSIills  three  terms, 
councilman  three  years,  and  was  a member  of  the 
school  board  for  so  long  that  “the  mind  of  man 
runneth  not  to  the  contrary.”  Dr.  Keeler  died 
August  23,  1913. 

The  following  story  was  printed  in  the  Forest 
City  Summit  of  February  11,  1886: 

‘Airs.  Torger  Sunderland,  living  four  miles 
south  of  Lake  iMills,  was  successfully  operated 
u])on  last  Sunday,  and  an  ovarian  tumor  weighing- 
thirty  pounds  was  removed.  The  ojieration  was 
jierformed  by  Drs.  Gundlach*  and  Schooler,  the 
latter  of  Des  Moines.  Dr.  Keeler  of  Rristol,  and 
Dr.  C.  E.  Keeler  of  Lake  Mills  were  present  as 
assistants.  The  tumor  was  of  about  three  years 
growth  and  the  operation  was  necessary  in  order 
to  save  the  life  of  the  patient.  In  order  to  per- 
form this  delicate  as  well  as  highly  critical  op- 
eration, the  abdomen  was  opened  from  twelve 
to  fifteen  inches  commencing  at  a point  just  above 
tbe  ]-)ubic  bone  and  extending  about  three  or  four 
inches  to  the  right  of  and  above  the  umbilicus. 
.\11  the  adhesions  were  separated,  the  root  liga- 
tured and  cut  off  and  the  tumor  removed.  After 
the  operation  was  ]-)erformed  the  abdomen  was 
cleansed,  the  incisions  sewed  uj)  and  the  patient 
made  as  comfortable  as  possible.  This  is  tff?  first 
operation  of  this  kind  ever  performed  in  this  sec- 
tion, and  it  was  done  in  a skillful  and  scientific 
manner.  The  patient  at  last  rejwrts  was  doing 
well,  and  it  is  to  be  hoped  that  she  may  recover.” 

J.  \\'.  David  was  born  in  Olney,  Richland 
County,  Illinois,  February  28,  1841.  He  was  the 
.son  of  Isaac  David,  a native  of  Luzerne  County, 
Pennsylvania,  who  emigrated  to  Richland  County 
where  he  married  Cecelia  Ruark.  By  this  union 
eight  children  were  born,  seven  .sons  and  one 
daughter.  The  family  moved  to  Grant  County, 
Wisconsin,  in  1846,  and  engaged  in  farming.  Dr. 
David  spent  his  youth  on  the  farm,  and  received 
his  preliminary  education  in  the  common  schools, 

* W.  L.  Gundlach  came  to  Lake  Mills,  Iowa,  in  1880.  In  1883 
he  attended  Medical  College  in  Philadelphia.  He  registered  in 
Winnebago  County  July  20.  1880,  as  having  graduated  from  the 
University  of  Munich  in  April,  1869.  He  practiced  but  a short 
time  in  Lake  Mills,  moving  to  the  state  of  Washington,  where  he 
engaged  in  the  banking  business. 


later  attending  the  Platteville  Academy  for  four 
years,  teaching  district  schools  in  the  winter.  He 
began  the  study  of  medicine  in  1862  at  Rush 
Aledical  College,  but  left  the  college  to  enlist  in 
the  Union  Army,  where  he  .served  three  vears 
and  six  months.  He  joined  Comi)any  B,  Wiscon- 
sin \4)lunteer  Infantry,  and  saw  service  in  Min- 
nesota, against  the  Indians,  later  was  promoted  to 
post  hospital  steward,  and  assigned  to  Frankfort, 
Kentucky.  He  was  di.scharged  in  1865,  and  again 
began  the  study  of  medicine  at  Ru.sh  Medical 


College,  from  which  institution  he  was  gradu- 
ated in  1866.  He  married  Jennie  Green  of  West 
Bend,  Wisconsin,  October  9,  1866.  To  this  union 
were  born  three  children,  Laura,  Cecelia  and  Lis- 
ter. He  began  the  practice  of  medicine  in  Grant 
County,  Wisconsin,  immediately  after  graduation, 
later  moving  to  Muscoda,  Wisconsin,  in  1874, 
where  he  practiced  for  six  years,  moving  to  Forest 
City,  Iowa,  in  1880.  In  1885  he  moved  to  Alden, 
Iowa,  where  he  died  April  22,  1923,  in  his  eighty- 
third  year. 


Dr.  J.  A.  Hewitt  was  born  in  Middleburg, 
Wyoming  County,  New  York,  May  25,  1841.  He 
was  the  son  of  Samuel  Brewster  and  Elmina 
(Tucker)  Hewitt.  His  j:iarents  moved  to  Wis- 
consin and  his  preliminary  education  was  received 
in  the  common  schools  and  at  the  Academy  at 
Waupon,  Wisconsin.  He  was  married  to  Ellen 
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Lilly  Jones  December  7,  1864,  and  shortly  there- 
after moved  to  Nora  Sprin_i^s,  Iowa,  where  with 
his  brother,  S.  R.  Hewitt,  he  established  a drug 
store.  He  later  entered  Bennett  Medical  College, 
and  was  graduated  in  1873.  He  at  once  began  the 
practice  of  medicine  at  Forest  City,  where  he  re- 
mained until  he  died,  March  8,  1884.  Dr.  Hewitt 
was  among  the  better  educated  of  the  early  phy- 


^ J.  A.  HEWITT,  M.D. 

\ 1841—1884 

sicians,  and  had  earned  a reputation  as  a sur- 
geon, which,  had  it  not  been  for  his  untimely 
death,  would  undoubtedly  have  been  far  reach- 
ing. He  was  stricken  with  pneumonia  and  died 
very  suddenly  “just  at  a time  when  death 
seemed  most  unnatural.”  He  was  a highly  re- 
spected citizen,  and  his  death  was  a great  loss 
to  the  young  community  in  which  he  lived. 

Gilbert  G.  Herm  was  born  in  X'orway,  X'ovem- 
ber  18,  1889,  tbe  son  of  Cbristojiber  Gillickson 
and  Ingebor  (David.son  ) Herheim.  His  jiarents 
came  to  the  Uniteil  States  when  Dr.  Herm  was 
but  three  years  of  age,  coming  direct  to  Winne- 
bago County,  Iowa,  where  his  entire  life  was 
sjient.  He  was  a precocious  infant,  being  able 
to  read  his  native  language  at  the  age  of  three. 
He  retained  this  ability  throughout  his  entire  life, 
and  was  able  to  read  Scandinavian  literature  in 
the  original,  getting  the  full  benefit  of  the  beau- 
tiful metaphors  and  descriptions  that  are  often  lost 
in  translations.  His  earlv  education  was  received 


in  the  common  schools  of  Winnebago  County.  In 
1887  he  attended  Breckenridge  Academy  at  De- 
corah, Iowa,  and  having  obtained  a teacher’s  cer- 
tificate, taught  school  for  several  years.  In  1899 
he  entered  Hahnemann  Medical  College  at  Chi- 
cago, and  was  graduated  in  1904.  For  five  years 
he  jiracticed  at  Scarville,  and  then  moved  to  Lake 
Mills  where  he  spent  the  rest  of  his  life.  In 
1905  he  was  married  to  Annie  Langeland,  who 
died  in  1914.  Two  children  were  born  to  this 
union,  Joan  and  Reuben.  In  1919  he  married 
Clara  Henderson,  who  still  survives.  Dr.  Herm 
was  always  a deeji  student  and  became  interested 
in  medical  work  as  a boy.  In  addition  to  medi- 
cal studies,  he  was  interested  in  geology  and  bot- 
any and  enjoyed  outdoor  sports  and  interests  up 
to  the  time  of  his  death.  He  died  at  Lake  Mills, 
Iowa,  October  20,  1920. 

Harry  Russell  Irish,  the  son  of  David  and  Har- 
riet (Brownell)  Irish,  was  born  in  Dane  County, 
Wisconsin,  October  1,  1860.  He  moved  with  his 


bovhood  was  spent  on  a farm  in  the  vicinity  of 
Kellogg,  Iowa.  Ilis  preliminary  education  was 
received  in  the  common  schools  of  Jas]>er  Coun- 
ty. after  which  he  was  graduated  from  the  Hazel 
Dell  .\cademy  at  Newton,  Iowa.  Ilis  pre-medical 
schooling  was  obtained,  as  was  tbe  custom  at  that 
time,  under  the  preceptorshi])  of  Dr.  J.  R.  .'^mith. 
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at  Kellogg,  and  he  was  graduated  from  the 
Medical  Department,  State  University  of  Iowa, 
March  7,  1883.  He  at  once  entered  into  the  prac- 
tice of  his  profession  at  Forest  City,  where  he 
spent  the  remainder  of  his  life.  For  a short  time 
after  coming  to  Forest  City,  Dr.  Irish  was  asso- 
ciated with  Dr.  W.  H.  Jones.  From  October, 
1899,  to  October,  1904,  he  was  in  partnership 
with  Dr.  P.  H.  Vesterborg.  His  son,  Thomas  Jud- 
son  Irish,  M.D.,  came  to  Forest  City  immediately 
after  finishing  his  interneship  at  the  University 
Hospital  at  Iowa  City,  and  with  his  father  con- 
ducted the  Irish  and  Irish  Hospital,  an  associa- 
tion that  continued  to  the  time  of  the  death  of  the 
senior  member  of  the  firm.  Dr.  Irish  was  married 
to  Alice  S.  Pierce  at  Cedar  Falls,  Iowa,  April  8, 
1887.  To  this  union  were  born  Letia  (Mrs.  Henry 
Clausen  of  Clear  Lake,  Iowa),  and  Thomas  Jud- 
son  Irish,  M.D.,  of  Forest  City.  Mrs.  Irish  died 
January  14,  1918.  In  October,  1923,  he  married 
his  surviving  wife,  Bertha  Petty. 

During  his  lifetime  he  was  the  recipient  of 
many  honors.  He  was  examining  surgeon  for  the 
United  States  Pension  Department,  official  medical 
examiner  for  the  United  States  Marine  Corps, 
mayor  of  Forest  City  in  1893,  and  was  a member 
of  the  school  board  of  Forest  City  for  thirty-six 
consecutive  years,  thirty-two  of  which  he  served  as 
president.  He  served  as  president  of  the  Winne- 
bago County  Medical  Society  on  several  occasions, 
and  was  a member  of  the  Iowa  State  Medical 
Society,  the  American  Medical  Association,  the 
Austin  Flint-Cedar  Valley  Medical  Society,  the 
American  Association  of  Railway  Surgeons,  and 
surgeon  for  the  Rock  Island  Railroad.  Dr.  Irish 
was  always  a close  hard  student,  and  was  ever 
abreast  of  medical  progress.  He  practiced 
through  three  medical  eras,  the  septic,  with  its 
laudable  pus,  the  antiseptic,  with  its  iodoform 
gauze,  and  the  aseptic,  with  its  high  pressure 
sterilizers.  He  performed  the  first  operation  for 
appendicitis  in  Winnebago  County.  Because  of 
his  careful  conservatism  as  a diagnostician,  he 
had  a deservedly  enviable  reputation  as  a con- 
sultant. After  having  made  his  diagnosis,  his  vast 
experience  enabled  him  to  prescribe  remedies  most 
suitable  to  the  condition. 

Death  came  to  Dr.  Irish  in  a manner,  which 
we  believe  he  would  have  chosen,  had  he  been  per- 
mitted to  do  so.  Always  a man  of  rugged  health, 
he  was  apparently  as  well  as  ever  on  the  morn- 
ing of  October  7,  1929.  After  his  breakfast  he 
walked  about  his  lawn  and  conversed  with  his 
wife  concerning  some  improvements  they  had 
contemplated  making.  He  then  got  into  his  car 
and  started  for  his  office.  He  was  stricken  about 


a block  from  the  business  district  with  a fatal 
heart  attack.  He  must  have  retained  conscious- 
ness momentarily,  for  he  threw  the  car  out  of 
gear,  applied  the  brakes,  and  turned  it  out  of 
traffic  up  onto  the  curb  where  it  stopped  just  be- 
fore striking  the  building.  Dr.  Irish  was  one  of  ^ 
God’s  noblemen.  He  died,  respected  and  hon- 
ored by  his  colleagues,  and  mourned  by  every 
man,  woman  and  child  in  the  community ; and  njo 
again,  as  he  would  have  chosen,  he  died,  liter-  ' 
ally  “in  the  harness.”  ■ 

John  F.  Russ  was  born  at  Buffalo,  New  York, 

May  20,  1866,  the  son  of  Christian  A.  and  Eliza- 
beth (Hess)  Russ.  His  parents  were  Germans,  i 
his  father  having  been  born  in  the  village  of  Hiel- 
baum,  Kingdom  of  Wiirttemberg.  The  family  |iDE5 
moved  to  Hardin  County,  Iowa,  in  1869,  and  Dr. 
Russ  obtained  his  preliminary  education  in  the  i 
country  schools,  graduating  from  the  high  school  * 
at  Iowa  Falls.  At  the  age  of  eighteen  he  ob- 
tained a teacher’s  certificate  and  for  a number  A' 
of  years  taught  country  schools  in  Franklin  and 
Hardin  counties.  He  was  graduated  from  the 
State  University  of  Iowa  in  March,  1893,  and 
immediately  thereafter  began  the  practice  of  med- 
icine at  Buffalo  Center,  Iowa.  He  moved  to 
Iowa  Falls  in  1912  where  he  spent  seven  years  in 
general  practice,  then  one  year  at  Mason  City,  ! 
and  in  1921  moved  to  Blue  Earth,  Minnesota, 
where  he  remained  until  his  death,  April  13,  1930. 

Dr.  Russ  was  a tireless  worker  all  his  life,  never 
finding  time  for  vacations.  In  the  early  years 
of  his  practice  he  was  the  only  physician  at  Buf-  „ 
falo  Center,  and  as  he  arrived  there  when  the  I 
town  was  but  six  months  old,  he  had  his  share  U 
of  pioneering.  'i 

The  subject  of  this  sketch,  Dr.  A.  T.  Bryan,  j iru, 
was  born  in  Munsey,  Lycoming  County,  Penn- 
sylvania  in  1852,  of  German-English  parentage.!  ar 
In  1855  his  parents  moved  to  Warren,  Illinois,  I )tli 
and  in  1859  to  Vernon  county,  Wisconsin,  where  ||'u' 
the  doctor  grew  to  manhood,  receiving  a good  | ; 
public  school  education  and  graduating  at  the|  !j|i“ 
Seminary.  In  the  spring  of  1880  he  entered  the  j L 
Rush  Medical  College  and  in  1881  he  practiced! 
in  Norwalk,  Wisconsin,  and  Arlington,  South  ■ j|., 
Dakota,  afterward  returning  to  Rush  Medical  u, 
College,  where  he  was  graduated  with  the  class  i;  i 
of  1882.  He  located  at  Egan,  South  Dakota,  in  ip 
the  same  year  of  his  graduation  where  he  en-  ij’ 
gaged  in  the  drug  business  and  active  practice.  It 
In  the  same  year  he  was  married  to  Miss  Ella  v 
L.  Wait,  an  accomplished  young  lady  of  Egan.  , j. 
In  1890  he  went  to  Crawford,  Nebraska,  and  prac-  : s, 
ticed  ten  months,  then  returned  to  Egan  until  i , 
1895,  when  he  moved  to  Forest  City,  Iowa.  ( 

(To  be  continued)  | 
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abortion,  spontaneous  and  induced,  medical  and 

social  ASPECTS— By  Frederick  J.  Taussi?,  M.D.,  professor 
of  clinical  obstetrics  and  clinical  gynecology,  Washington 
University  School  of  Medicine,  St.  Louis.  C.  V.  Mosby  Com- 
pany, St.  Louis,  1936.  Price,  $7.50. 

BASAL  METABOLISM  IN  HEALTH  AND  DISEASE— By  Eugene 
F.  DuBois,  M.D.,  medical  director,  Russell  Sage  Institute  of 
Pathology.  Third  edition,  thoroughly  revised,  illustrated 
with  98  engravings.  Lea  and  Febiger,  Philadelphia,  1936. 
Price,  $5.00. 

BEWILDERED  PATIENT— By  Marian  S.  Newcomer,  M.D.  Hale, 
Cushman  & Flint,  Boston  and  New  York,  1936.  Price,  $1.75. 
DENTAL  INFECTION  AND  SYSTEMIC  DISEASE— By  Russell 
L.  Haden,  M.D.,  chief  of  the  medical  division,  Cleveland  Clinic, 
Cleveland.  Second  edition.  Illustrated  with  63  engravings. 
Lea  and  Febiger,  Philadelphia,  1936.  Price,  $2.50. 

EXAMINATION  OF  THE  PATIENT  AND  SYMPTOMATIC 
DIAGNOSIS — By  John  Watts  Murray,  M.D.  With  274  illus- 
trations. Second  edition.  C.  V.  Mosby  Company,  St.  Louis, 
1936.  Price,  $10.00. 

AN  INDEX  OF  DIFFERENTIAL  DIAGNOSIS  OF  MAIN 
SYMPTOMS — Edited  by  Herbert  French,  M.D.,  consulting 
physician  to  Guy’s  Hospital,  London.  Fifth  edition,  with  742 
illustrations,  196  in  color.  William  Wood  and  Company, 
Baltimore,  1936.  Price,  $16.00. 

BOOK 

FOOD,  FITNESS  AND  FIGURE 

By  Jacob  Buckstein,  M.D.,  consulting  phy- 
sician in  diseases  of  the  stomach  and  intes- 
tines to  U.  S.  Veteran’s  Bureau  Hospital. 
Introduction  by  Harlow  Brooks,  M.D.  Emer- 
son Books,  Inc.,  333  Sixth  Avenue,  New  York, 
1936.  Price,  $2.00. 

During  the  past  decade  there  have  been  a number 
of  highly  unscientific  books  on  foods  and  diets  intro- 
duced into  this  country.  Unfortunately  some  of 
these  have  had  the  sponsorship  or  backing  of  physi- 
cians of  considerable  repute.  Much  has  been  said 
and  written  concerning  various  food  deficiencies,  and 
the  public  has  become  very  food  conscious.  It  is  not 
at  all  surprising  that  under  these  conditions  the  aver- 
age layman  should  be  carried  away  by  fads  and  fan- 
cies in  food  which  often  result  in  definite  physical 
harm.  The  author  of  this  book  has  attempted  to 
discuss  this  subject  without  bias,  presenting  in  read- 
ily understandable  terms  certain  well  established 
physiologic  and  nutritional  facts  of  basic  importance 
in  the  development  and  maintenance  of  any  form  of 
diet.  In  attaining  this  objective  the  author  has  held 
well  to  the  middle  course  and  consequently  produced 
a book  of  unusual  merit.  In  the  closing  sections  of 
the  volume  he  reproduces  suggestive  menus  for  the 
reduction  of  weight,  the  maintenance  of  weight,  and 
the  increase  of  weight.  While  the  diets  of  these  rou- 
tines have  a definite  caloric  background,  they  are  pre- 
sented in  the  form  of  portions,  and  will  require  no 
weighing  or  measuring  on  the  part  of  the  patient. 
The  book  appears  to  be  entirely  suited  for  the  purpose 
intended  and  may  safely  be  recommended  to  the  laity. 


MEDICAL  MYCOLOGY,  FUNGOUS  DISEASES  OF  MEN  AND 
OTHER  MAMMALS — By  Carroll  William  Dodge,  Ph.D.,  my- 
cologist, Missouri  Botanical  Garden.  Illustrated.  C.  V. 
Mosby  Company,  St.  Louis,  1936.  Price,  $10.00. 

MEDICAL  PAPERS — Dedicated  to  Henry  Asbury  Christian,  from 
his  present  and  past  associates  and  house  oflficers  at  the  Peter 
Bent  Brigham  Hospital,  Boston,  Massachusetts.  The  Waverly 
Press,  Baltimore,  1936. 

PEDIATRIC  NURSING — By  John  Zahorsky,  M.D.,  professor  of 
pediatrics,  St.  Louis  University  School  of  Medicine.  With 
144  illustrations  and  seven  color  plates.  C.  V.  Mosby  Com- 
pany. St.  Louis,  1936.  Price,  $3.00. 

PHYSIOLOGY  OF  LOVE — By  Professor  Paolo  Mantegazza. 

Eugenics  Publishing  Company,  New  York,  1936.  Price,  $3.00. 
PSYCHOLOGY  OF  SEX— A Manual  for  Students  by  Havelock 
Ellis.  Emerson  Books,  Inc.,  New  York,  1935.  Price,  $3.00. 
SYNOPSIS  OF  CLINICAL  LABORATORY  METHODS— By  W. 
E.  Bray,  M.D.,  professor  of  clinical  pathology,  University  of 
Virginia.  Thirty-two  text  illustrations,  eleven  color  plates. 
C.  V.  Mosby  Company,  St.  Louis,  1936.  Price,  $3.75. 

A TEXTBOOK  OF  SURGERY — By  American  authors,  edited  by 
Frederick  Christopher,  M.D.,  associate  professor  of  surgery  at 
Northwestern  University  Medical  School.  With  1349  illustra- 
tions. W.  B.  Saunders  Company,  Philadelphia  and  London, 
1936.  Price,  $10.00. 

VIEWS 

SEX  AND  THE  LOVE  IMPULSE 

By  J.  H.  Burns,  B.  Sc.,  Psychologist,  Chil- 
dren’s School,  Birling  Gap,  Eastbourne,  Eng- 
land. Emerson  Books,  Inc.,  333  Sixth  Ave- 
nue, New  York,  1936.  Price,  fifty  cents. 

This  frank  discussion  of  the  sex  problem  is  pre- 
sented with  unusual  straightforwardness,  which  will 
appeal  to  the  lay,  as  well  as  the  professional,  minds. 
The  problem  is  approached  from  the  standpoint  of  the 
love  impulse,  through  growth  and  development  from 
infancy  to  maturity,  and  follows  an  easy  and  logical 
sequence.  It  presents  valuable  advice  on  the  child- 
parent  relationship,  presenting  proved  rules  on  sleep 
and  play,  eating  and  drinking,  and  elimination.  He 
next  discusses  the  adolescent  and  the  development  of 
the  heterosexual  or  homosexual  instincts.  His  dis- 
cussion of  puberty  and  the  development  of  sex  love 
is  particularly  readable  and  helpful.  The  final  chap- 
ter deals  with  the  marriage  love  and  physical  union. 


LUFTWEGE,  MUND  UND  OHR 

Diagnostik  in  Tabellenform.  By  Dr.  Alex- 
ander Cermach,  Facharzt  Fur  Hals-,  Nasen- 
und  Ohrenkrankheiten  in  Wien.  Wilhelm 
Maudrich,  Wien,  1936. 

The  author  begins  his  discussion  by  a review  of 
the  anatomy  and  physiology  of  the  nasal  passages, 
the  mouth,  the  larynx  and  the  ear.  In  succeeding 
chapters  he  presents  methods  and  instruments  for 
examination  and  treatment  as  applied  to  these  parts. 
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Valuable  suggestions  are  offered  for  the  visualization 
and  treatment  of  the  larynx,  the  use  of  the  broncho- 
scope and  tracheoscope,  both  diagnostically  and  thera- 
peutically. The  author’s  discussion  of  methods  em- 
ployed in  the  treatment  of  the  ear  are  detailed  and 
noteworthy. 

The  latter  half  of  the  book  is  devoted  to  a discus- 
sion in  tabular  form  of  the  various  conditions  ob- 
served in  the  ear,  nose  and  throat.  The  tables  of 
differential  diagnosis  are  excellent,  but  perhaps  the 
most  striking  feature  of  the  book  is  the  large  number 
of  beautifully  executed  illustrations  in  color  (thii-ty- 
eight  in  number). 

We  heartily  recommend  this  volume  to  the  phy- 
sician interested  in  this  particular  phase  of  medical 
practice. 


WHY  BRING  THAT  UP? 

A Guide  to  and  from  Seasickness.  By 
J.  F.  Montague,  M.D.,  Medical  Director,  New 
York  Intestinal  Sanitarium.  The  Home 
Health  Library,  516  Fifth  Avenue,  New 
York,  1936. 

This  volume  has  been  prepared  for  the  layman, 
and  discusses  not  only  the  condition  of  seasickness 
as  such,  but  many  other  phases  of  ocean  travel  bear- 
ing directly  or  indirectly  upon  the  comfort  and  equan- 
imity of  the  traveler  and  his  likelihood  of  becoming 
seasick.  The  volume  is  written  in  a spritely  and 
highly  readable  manner  and  appears  entirely  useful 
for  the  purpose  intended. 

The  author  outlines  a common  sense  attitude 
toward  the  malady  of  seasickness,  stressing  temper- 
ance in  eating  and  drinking  and  urging  a mental  atti- 
tude devoid  of  fears  as  entirely  fundamental  to  the 
prevention  of  seasickness.  The  medicinal  treatment 
of  this  disease  is  limited  to  the  use  of  sodium  pento- 
barbital and  sodium  nitrite.  These  drugs,  in  the 
author’s  experience,  have  proved  highly  efficacious 
and  it  is  his  belief  that  seasickness  may  be  prevented 
or  relieved  in  practically  100  per  cent  of  the  cases  by 
their  use.  While  we  are  not  prepared  to  confirm  or 
deny  these  observations,  the  treatment  appears  en- 
tirely rational  and  worthy  of  trial,  and  the  general 
information  offered  by  the  author  fully  justifies  its 
recommendation. 


INTERPRETATION  OF  LABORATORY 
FINDINGS 

By  Raymond  H.  Goodale,  M.D.,  patholo- 
gist, City  Hospital,  Worcester,  Massachu- 
setts. F.  A.  Davis  Company,  Philadelphia, 
1936.  Price,  $2.25. 

Most  texts  dealing  with  laboratory  technic  as  well 
as  most  volumes  on  internal  medicine  give  some  dis- 
cussion of  the  interpretation  of  laboratory  findings, 
but  to  our  knowledge  no  single  volume  covering  this 
field  alone  has  heretofore  been  prepared.  This  pres- 
ent work  is  divided  into  four  main  parts.  Part  I 
comprises  a discussion  of  the  normal  constituents  of 


the  various  body  fluids  and  excretions,  and  methods 
of  interpreting  the  abnormal  values  of  these  fluids. 
In  Part  II  the  diseases  are  listed  alphabetically  and 
under  each  disease  is  a list  of  the  results  to  be  ex- 
pected from  laboratory  tests  pertinent  to  the  diagno- 
sis of  the  disease.  In  Part  III  is  presented  a brief 
discussion  of  the  physiologic  pathology  of  the  body 
fluids  and  excretions,  while  in  Part  IV  methods  for 
collecting  and  preparing  material  for  the  laboratory 
are  discussed. 

The  technic  of  laboratory  tests  or  procedures  are 
not  included,  since  the  volume  is  not  intended  to  cover 
this  field.  While  the  physician  who  employs  labora- 
tory procedures  infrequently  may  feel  that  the  au- 
thor’s discussions  are  too  brief,  we  feel  that  the  well 
read  or  recently  trained  physician  will  find  the  text  : 
entirely  lucid  and  pleasingly  brief.  Every  physician 
employing  laboratory  service  and  particularly  in- 
ternes and  residents  in  hospitals  should  be  supplied 
with  this  book,  since  it  is  our  candid  opinion  that  fa- 
miliarity with  its  contents  will  not  only  lead  to  a more 
useful  and  intelligent  demand  upon  the  laboratory, 
but  also  avoid  unnecessary  inconvenience  and  annoy- 
ance to  the  patient  through  requests  for  useless  or  at 
least  purposeless  laboratory  procedures.  i 


DENTAL  INFECTION  AND  SYSTEMIC 
DISEASE 

By  Russell  L.  Haden,  M.D.,  Chief  of  the 
Medical  Division,  Cleveland  Clinic,  Cleve- 
land. Second  edition,  illustrated  with  63  en- 
gravings. Lea  and  Febiger,  Philadelphia, 
1936.  Price,  $2.50. 

While  a relationship  between  focal  infection  and 
systemic  disease  was  recognized  as  far  back  as  the 
time  of  Benjamin  Rush,  very  little  attention  was 
given  by  the  medical  profession  to  this  source  of 
danger  until  the  researches  and  clinical  observations 
of  the  past  ten  or  fifteen  years  stressed  this  subject. 
As  in  other  new  and  untried  fields,  enthusiasm  car- 
ried certain  physicians  well  beyond  the  demonstrated 
facts  in  the  subject  resulting  in  discredit  and  contro- 
versy concerning  the  role  played  by  focal  infection, 
in  general,  and  particularly  those  classified  as  dental. 
In  view  of  these  several  facts  it  appears  timely  that  a 
monograph  should  appear  reflecting  both  the  re- 
searches of  the  laboratory  and  clinical  observation, 
and  that  these  two  points  of  view  should  be  reconciled 
and  correlated  by  a physician  whose  special  facilities 
for  observation  should  permit  unbiased  judgment  in 
the  matter. 

Particularly  useful  to  the  average  physician  will  be 
his  discussion  of  those  systemic  diseases  in  which 
chronic  dental  infection  may  play  an  important,  if 
not  entirely  a causative,  role.  Of  definite  assistance 
to  these  physicians  will  be  the  chapter  presenting  the 
indications  and  contraindications  for  the  extraction 
of  teeth  or  other  operations  for  the  removal  of  dental 
infection.  The  laboratory  worker  will  find  much  of 
interest  in  the  data  supplied  from  animal  experimen- 
tation. The  volume  is  well  illustrated. 
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MENINGITIS*  t 

Archibald  L.  Hoyne.  M.D.,  Chicagx) 

A diagnosis  of  meningitis  has  always  been  suffi- 
cient to  inspire  the  gravest  fears  concerning  the 
ultimate  recovery  of  the  patient.  Tuberculous 
meningitis  is  almost  inevitably  fatal,  although  there 
are  instances  in  which  survival  has  been  reported. 
Meningitis  caused  by  pneumococcic  infection  usu- 
ally ends  disastrously,  yet  the  possibilities  for  re- 
covery are  greater  than  when  the  tubercule  bacil- 
lus is  the  offending  organism.  Influenza  bacilli 
infections  that  jiroduce  meningitis  .seldom  jiermit 
an  escape  from  death.  The  same  may  be  said  in 
regard  to  nearly  all  other  forms  of  bacterial  men- 
ingitis with  the  exception  of  the  meningococcic 
variety. 

From  a therapeutic  standi>oint,  bacterial  menin- 
gitis may  be  divided  into  two  general  classes : 
first,  those  forms  in  which  recovery  can  rarely  be 
expected  irresyR-ctive  of  the  mode  of  treatment 
adopted,  and  second,  meningitis  in  which  good  re- 
sponse to  proper  therapeutic  measures  should  be 
anticipated.  In  the  first  class  we  find  the  infection 
due  to  such  organisms  as  those  already  alluded  to 
and  in  addition  to  a number  of  others  less  often 
encountered.  In  the  second  class,  the  meningococ- 
cus is  the  outstanding  example  of  an  organism  that 
may  i)roduce  meningitis  which  yields  to  apyiro- 
priate  measures  of  treatment.  Notwithstanding 
this  fact,  the  fatality  rate  for  meningococcic  men- 
ingitis has  reached  excessive  heights  in  the  ])ast. 
Even  as  recently  as  the  year  19.30,  the  chief  medi- 
cal officer*  of  the  ministry  of  health,  London,  re- 
yiorted  a fatality  rate  of  9.s.]  j>er  cent.  In  our 
own  country,  fatality  rates  from  50  per  cent  uj)- 
ward  have  not  been  unusual.  During  the  epidemic 
|>eri()d  in  Detroit,  for  the  years  1928  to  1931,  in- 
clusive, l,68t)  cases  were  reported  with  a fatality' 
rate  of  50.5  per  cent.  Of  that  numher,  1.047  were 
treated  in  the  Ilernian  Kiefer  Hospital,-  and  for 
the.se  the  fatality  rate  was  40.0  yier  cent.  .Among 

•From  the  Municipal  Contairious  Disea.se  Hospital.  Chicago 
Board  of  Health,  and  Cook  County  Contairious  Disease  Hospital. 

tl’resented  before  the  KiKhty-fiflh  Annual  Session.  Iowa  State 
Medical  Society,  Des  Moines.  April  29  and  30  and  May  1,  1930. 


the  patients  treated  in  the  other  hospitals  of  the 
city,  the  fatality  rate  was  66.9  per  cent,  and  for 
similar  patients  treated  in  their  homes,  the  rate  was 
71.4  per  cent.  Other  interesting  mortality  figures 
are  as  follows:  Missouri,  for  the  year  1929,  a 
rate  of  65.3  yier  cent;  in  California  for  the  .same 
year,  54.6  per  cent.  In  Chicago,  meningococcic 
meningitis  holds  a position  of  constantly  increas- 
ing imyxortance.  as  may  be  seen  by  the  accomy)an^•- 
ing  figures. 


Fig.  1.  Incidence  of  epidemic  meningitis  in  Chicago 
cases  per  100,000  population,  1916-1935. 

For  the  ten-year  yieriod  y>rior  to  1926,  there  were 
reported  in  this  city  1,127  cases,  or  an  average  of 
112  per  year.  During  that  time,  the  highest  fatal- 
ity rate  for  any  one  year  ( 1925)  was  72  y>er  cent. 
The  average  fatality  rate  for  the  yjeriod  was  50.6 
yier  cent.  In  the  past  ten  years  (1926-1935),  the 
total  number  of  reported  cases  in  Chicago  was 
2,901,  or  an  average  of  290.1  annually.  In  other 
words,  the  numher  of  cases  in  the  second  decade 
had  been  more  than  doubled.  The  actual  num- 
her of  cases  and  deaths  for  each  year  is  shown  in 
Table  I. 

The  highe.st  fatality  rate  for  any  one  year 
( 1926)  in  the  second  decade  was  65.9  yier  cent,  and 
the  average  rate  y^er  year  was  46.6  yier  cent.  'I'lie-se 
figures  for  Chicago  demonstrate  the  trend  toward 
increased  incidence  and  convey  some  idea  of  the 
average  fatality  rate.  Moreo\  er,  a somewhat  sim- 
ilar situation  exists  for  the  entire  country.  Not 
since  1929  have  there  been  so  mam’  cases  of  men- 
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TABLE  I 


cases  and  DEATHS  IN  CHICAGO  FROM  EPIDEMIC 


MENINGITIS,  1916-1935 

Fatality 

Year 

Cases 

Deaths 

Per  cent 

1916  

no 

46 

41.8 

1917  

335 

198 

69.1 

1918  

224 

101 

45.0 

1919  

108 

47 

43.6 

1920  

79 

37 

46.7 

1921  

79 

31 

39.2 

1922  

61 

29 

47.5 

1923  

55 

32 

58.1 

1924  

33 

19 

57.5 

1925  

43 

31 

72.0 

1926  

44 

29 

65.9 

1927  

193 

94 

48.7 

1928  

.364 

181 

49.7 

1929  

387 

216 

55.8 

1930  

263 

134 

50.9 

1931  

364 

198 

54.3 

1932  

227 

104 

45.8 

1933  

443 

173 

39.0 

1934  

262 

95 

36.2 

1935  

354 

130 

36.7 

Total 

4.028 

1.925 

47.8 

Fig.  2.  Fatality  per  100  cases  epidemic  meningitis. 
Chicago.  1916-1935. 


ingococcic  nieningiti.s  reported  in  the  United  States 
as  during  the  past  year  (1935).  The  number  of 
reported  cases  in  the  United  States  in  1934  was 
2,302,  whereas  for  the  year  of  1935,  the  total 
surged  forward  to  5,599.  In  connection  with  the 
reported  cases  of  the  past  year,  a matter  of  serious 
import  was  that  tlie  increased  number  could  not  be 
ascribed  to  one  or  a few  large  epidemics  within 
circumscribed  areas,  hut  to  the  wide  distribution 
of  the  disease. 

In  the  period  from  1912-1935,  inclusive,  we  have 
treated  approximately  2,500  patients  with  menin- 
gococcic  meningitis  in  the  Contagious  Disease  De- 
partment of  the  Cook  County  Hospital  and  exclu- 
sive of  1925,  when  there  were  but  five  patients 
and  no  deaths,  the  annual  fatality  rate  has  ranged 
from  35  per  cent  to  90.4  per  cent.  In  the  year 
with  the  very  low  fatality,  there  were  only  twenty 


cases.  Late  in  the  year  1933,  we  began  to  develop 
improved  methods  of  treatment  concerning  which 
I am  about  to  speak.  The  fatality  rate  for  that 
year  was  38.7  per  cent ; since  then  there  has  been 
a further  decline.  The  lowered  fatality  rate  at 
the  County  Hospital  undoubtedly  exerted  an  influ- 
ence in  the  reduction  to  39.0  per  cent  for  the  en- 
tire city. 


Fig.  3.  Expected  and  actual  fatality  per  100  cases  epidemic 
meningitis.  Chicago,  based  on  ten  year  moving  average,  1926-1935. 

Before  discussing  a method  of  treatment®  which 
we  inaugurated  in  the  Contagious  Disease  Depart- 
ment of  the  Cook  County  Hospital  and  which  we 
are  also  using  in  the  Municipal  Contagious  Hos- 
pital some  reference  should  be  made  to  the  age  of 
patients  who  are  stricken  with  this  disease.  Not- 
withstanding the  general  impression  that  meningo- 
coccic  meningitis  is  chiefly  an  infection  which  at- 
tacks infants  and  young  children,  a large  propor- 
tion of  our  Cook  County  cases  are  young  adults 
and  older  men  and  women. 

It  is  for  this  reason  that  our  statistics  which 
include  so  many  adults  in  whom,  because  of  their 
age,  the  mortality  rate  is  generally  very  high,  can 
rarely  be  compared  with  most  groups  of  reported 
cases  that  pertain  chiefly  to  children  among  whom 
the  fatality  rate  is  usually  much  lower.  This  is 
illustrated  in  Table  II,  where  it  may  be  noted  that 
for  161  cases  thirty  years  of  age  and  under,  the 
fatality  rate  was  17.3  per  cent,  and  for  118  cases 
twenty  years  of  age  and  less,  the  rate  was  15.2 
per  cent,  while  for  62  cases  ten  years  and  younger, 
the  rate  was  only  12.9  per  cent.  This  age  factor 
has  played  an  important  role  in  the  figures  of  the 
Municipal  Contagious  Disease  Hospital  which 
during  its  existence  has  treated  a total  of  480  pa- 
tients, most  of  whom  were  in  the  younger  age 
groups.  All  of  these  were  admitted  during  the 
years  1929  to  1935.  The  fatality  rate  for  this  en- 
tire number  was  27.7  per  cent,  a low  figure  by 
comparison  with  the  prevailing  fatality  rates  for 
epidemic  meningitis  in  those  years. 

From  the  day  that  Nolle  and  WassermantT*  first 
produced  an  antimeningococcus  serum  in  1906,  and 
when  lochmann’’  did  likewise  at  a later  time  in 
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the  same  year,  and  Flexner®  gave  it  his  approval 
and  selected  the  intraspinal  route  as  the  best  method 
for  its  administration,  practically  no  deviation  was 
made  in  regard  to  the  method  of  producing  a spe- 
cific serum,  until  Ferry’s'^  recent  achievement.  Of 
equal  or  possibly  even  greater  interest,  is  the  fact 
that  the  administration  of  serum  intraspinally  has 
been  regarded  as  a vital  necessity  notwithstanding 
i any  additional  routes  that  might  be  resorted  to. 
There  have  been  clinicians  who  have  advocated  the 
use  of  antimeningococcus  serum  both  intraspin- 
. ally  and  intracisternally.  Others  have  believed 
that  intraventricular  treatment  was  of  great  value 
in  the  case  of  infants.  Some,  too,  have  chosen 
both  intraspinal  and  intravenous  therapy.  When 
this  was  done  generally  but  small  amounts  of 
serum  were  given  intravenously,  and  this  serum 
was  injected  undiluted.  Always,  how^ever,  the  in- 
traspinal route  ha.s  stotxl  as  the  foundation  stone 


table  II 


Age 

Cases 

Deaths 

Fatality 
Per  cent 

Age 

Cases 

Deaths 

Fatality 
Per  cent 

Under  1 

4 

0 

0 

41-50 

12 

70  5 

1-10 

58 

8 

13.7 

51-60 

2 

2 

100,0 

11-20 

56  ‘ 

10 

17.8 

61-70 

1 

1 

100.0 

21-30 

43 

10 

23.2 

71-80 

1 

1 

100  0 

31-40 

18 

11 

61.1 

Unknown, 

1 

0 

0.0 

Total 

179 

39 

21.7 

Total 

22 

16 

72.7 

Grand  Total:  Cases  201  Deaths  55  Fatality  Per  cent  27.3 


for  the  serum  treatment  of  meningococcic  meningi- 
tis. Furthermore,  it  has  been  repeatedly  asserted 
that  the  value  of  antimeningococcus  serum  was  due 
to  its  antibacterial  action.  Rarely  has  anyone  ques- 
tioned this  opinion,  yet  from  time  to  time  doubt 
bas  been  expressed  concerning  the  efficiency  of 
antimeningococcus  serum  and  its  failure  has  often 
been  attributed  to  a lack  of  specificity  as  indicated 
by  its  inability  properly  to  agglutinate  meningo- 
cocci. It  now  seems  that  these  views  which  for 
the  most  part  are  still  adhered  to,  must  soon  be 
relegated  to  the  past. 

Ferry,®  in  1932,  demonstrated  that  the  meningo- 
coccus elaborates  a soluble  toxin.  He  also  devel- 
oped a meningococcus  antitoxin  by  immunizing 
horses  with  the  toxin  injected  subcutaneously. 
Following  these  accomplishments,  he  conducted  a 
series  of  animal  experiments  and  later  entrusted 
to  me  a supply  of  meningococcus  antitoxin,  in  or- 
fler  that  I might  determine  its  value  in  the  treat- 
ment of  meningococcic  infections  in  man.  This 
work  I have  been  conducting  since  November, 
1933,  and  the  results**  have  thoroughly  convinced 
me  of  the  worth  of  this  therapeutic  agent.  Some 


of  the  results  secured  with  the  use  of  Ferry’s  men- 
ingococcus antitoxin  are  shown  in  Table  II. 

Excellent  results  from  the  standpoint  of  recov- 
ery may  also  be  obtained  with  antimeningococcus 
serum  if  sufficient  quantities  are  introduced  intra- 
venously, but  it  is  my  belief  that  the  value  of  anti- 
meningococcus serum  should  not  be  based  on  bac- 
tericidal action.  Apparently  the  response  secured 
from  an  antimeningococcus  serum  is  due  not  to 
any  antibacterial  action  that  it  may  have,  but 
rather  to  whatever  amount  of  antitoxin  it  may  con- 
tain. Partly  for  this  reason  we  have  practically 
ignored  the  meningococci  per  se  in  the  treatment 
of  meningococcic  meningitis  and  concentrated  our 
attention  on  the  toxemia  resulting  from  the  infec- 
tion. This  attitude  is  not  different  from  that  com- 
monly assumed  in  the  treatment  of  diphtheria. 
Consequently,  when  meningococcus  antitoxin  is 
used,  we  may  virtually  dismiss  the  thought  of  liv- 
ing meningococci  from  our  mind  and  consider  only 
the  toxin  that  these  organisms  produce.  There- 
fore, we  are  not  so  greatly  concerned  about  the 
various  types  of  meningococci  that  may  be  respon- 
sible for  the  existing  infection  but  have  to  decide 
chiefly  how  much  of  Ferry’s  antitoxin  is  required 
for  the  treatment  of  a patient  and  by  what  route  it 
shall  be  administered. 

Although  patients  on  my  service  in  the  Con- 
tagious Disease  Department  of  the  Cook  County 
Hospital  have  received  antimeningococcus  serum 
intravenously  in  a desultory  fashion  since  the  year 
1918,^**  it  is  only  within  the  past  two  years  that 
our  intravenous  method  has  been  developed  to  its 
present  status.  On  the  basis  of  these  two  years’ 
experience,  I have  become  increasingly  convinced 
that  intraspinal  therapy  in  the  treatment  of  men- 
ingococcic meningitis  is  not  merely  unnecessary 
but  is  actually  harmful.  For  .some  months  past 
we  have  not  been  administering  either  antitoxin 
nr  antimeningococcus  serum  intrathecally.  In  this 
connection,  it  should  be  stated  that  the  injection  of 
large  doses  of  either  antitoxin  or  antimeningococ- 
cus serum  intravenously  has  ])roduced  very  favor- 
able results.  Since  January  of  this  year,  thirty 
cases  have  been  treated  in  this  manner  at  the  Mu- 
nicipal Contagious  Disease  Hospital  with  a fatal- 
ity rate  of  20.0  ]>er  cent.  At  the  Cook  County 
Contagious  Hospital  the  nuni])cr  so  treated  in  the 
same  period  has  been  fifty-two,  with  a fatality 
rate  of  19.2  j)er  cent.  Previously,  one  of  our  ob- 
servations had  been  that  the  smaller  the  amount 
of  intraspinal  antitoxin  or  serum  the  more  rapid 
was  the  ]>atient’s  stride  toward  recovery,  provided 
ample  (juantities  of  meningococcus  antitoxin  or 
antimeningococcus  scrum  were  given  intraven- 
ouslv.  The  severity  of  the  disease  ratlicr  than  the 
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age  of  the  patient  determines  the  dosage.  In  some 
instances,  a total  of  more  than  600  cubic  centi- 
meters of  antimeningococcus  serum  was  injected 
intravenously.  When  this  was  done,  the  initial 
dose  usually  consisted  of  150  cubic  centimeters 
of  serum  diluted  in  at  least  twice  its  volume  of  ten 
per  cent  glucose,  to  which  ten  to  fifteen  minims  of 
adrenalin  were  added.  Afore  serum  was  similarly 
injected  by  the  gravity  method  on  successive  days 
as  it  seemed  indicated.  We  have  given  as  much  as 
270  cubic  centimeters  of  antimeningococcus  serum 
intravenously  in  a single  dose.  When  menin- 
gococcus antitoxin  was  the  remedy  selected,  from 
50.000  to  100,000  units  were  given  hy  the  gravity 
method  intravenously,  in  a dilution  similar  to  that 
used  for  the  serum.  It  should  be  mentioned  that 
meningococcus  antitoxin  or  antimeningococcus 
serum  was  administered  to  alternate  patients  as 
admitted  to  the  hoS])ital  irrespective  of  their  con- 
dition. The  onlv  e.xception  to  this  rule  was  in 
those  ]iatients  who  had  received  serum  therapy 
prior  to  admission,  when  a corresponding  choice 
of  remedy  was  adhered  to.  In  many  instances 
only  one  injection  was  required.  Lumbar  punc- 
ture was  made  chieflv  for  confirming  diagnosis 
or  alleviating  synqitoms  of  intracranial  pressure. 
When  the  diagnosis  was  not  confirmed  by  blood 
culture,  it  was  established  in  every  case  by  either 
smear  or  culture  from  the  spinal  fluid. 

One  of  the  outstanding  advantages  of  intra- 
venous treatment  is  the  avoidance  of  o])isthotonos 
which  very  rarely  occurs.  Lumbar  punctures 
which  are  always  a trying  ordeal  to  the  patient 
and.  under  some  conditions  difficult  of  accompli.sh- 
ment.  are  few.  and  in  some  instances  even  totally 
unnecessary.  With  few  or  no  lumbar  punctures, 
we  encounter  no  difficulties  arising  from  blockage, 
nor  do  we  meet  with  such  injuries  to  the  interver- 
tebral disks  as  arc  reported  by  Pease.”  Compli- 
cations are  much  fewer  and  recoveries  are  not 
only  more  frecjnent  hut  also  much  more  rajiid. 
Because  of  this  latter  fact,  hosjiitalization  is  of  far 
shorter  duration  and.  therefore,  the  cost  to  the 
patient  or  hospital  is  mnch  less. 

Disadvantages  of  intravenous  treatment  might 
include  the  difficultv  which  is  sometimes  presented 
when  attempting  the  insertion  of  the  needle  in  an 
infant  or  young  child  whose  veins  are  very  small. 
This,  in  reality,  is  not  a .sufficient  obstacle  to  deter 
one  from  the  application  of  a method  which  is  fre- 
quently so  es.sential  in  the  preservation  of  life. 
ATnesection  is  always  justified,  and  sometimes 
absolutely  necessary.  Possibly  many  would  re- 
gard the  danger  of  anaphylactic  shock  as  the  chief 
objection  to  the  intravenous  method.  However, 
when  antitoxin  or  serum  is  properly  diluted  and 


adrenalin  is  added,  danger  of  shock  is  very  slight 
if  the  mixture  is  administered  slowly  by  the  grav- 
ity method  at  body  temperature.  In  fact,  it  seems 
to  me  that  there  is  no  more  likelihood  of  severe 
reactions  when  antitoxin  or  serum  is  diluted  and 
correctly  given  hy  the  intravenous  method  than 
when  given  undiluted  intraspinally. 

Those  who  have  had  no  exjierience  with  intra- 
venous-therapy in  meningococcic  infections  almost 
invariably  find  it  difficult  to  accept  this  method. 
For  them  it  is  hard  to  deviate  from  the  old  estab- 
lished procedure  of  intraspinal  injections.  Nev- 
ertheless, in  an  exjierience  of  twenty-five  years  in 
the  treatment  of  epidemic  meningitis  it  seems  to 
me  that  intravenous  therapy  is  a marked  improve- 
ment over  the  older  modes  of  management.  More- 
over, the  common  opinion  that  continual  lumbar 
jnmetures  are  beneficial  in  this  disease  and  lessen 
the  likelihood  of  hydrocephalus  has  been  regarded 
in  the  light  of  a fetish.  In  reality,  it  is  highly 
probable  that  frequent  removal  of  spinal  fluid  is 
more  likely  to  favor  the  occurrence  of  hydro- 
cejihalus  than  to  prevent  it.  The  resultant  action 
seems  not  altogether  diflferent  from  milking  a cow. 
Edema  of  the  brain  and  excess  of  cerebrospinal 
fluid  can  be  much  more  effectively  dealt  with  by 
the  injection  of  hypertonic  solutions  intravenously. 

SUMMARY 

.Attention  is  directed  to  high  fatality  rates  for 
epidemic  meningitis  during  recent  years ; Great 
Britain,  95.1  per  cent  in  1930:  some  of  our  states 
54.6  per  cent  and  65.3  per  cent  in  1929.  Figures 
are  cited  for  Chicago  during  jiast  twenty  years. 

Figures  and  tables  suggest  the  increasing  im- 
portance of  meningococcic  meningitis  in  Chicago 
as  elsewhere.  Age  as  a factor  is  stressed.  The  fa- 
tality rate  for  201  antitoxin-treated  patients  rang- 
ing in  age  from  less  than  twelve  months  to  eighty 
years,  w'as  27.3  per  cent.  For  62  of  the  patients 
who  were  ten  years  of  age  and  under,  the  rate  was 
only  12.9  per  cent. 

Emphasis  is  placed  on  the  value  of  intravenous 
therapy:  also  upon  the  necessity  for  massive  doses 
by  this  route.  The  intraspinal  method  of  treat- 
ment is  not  approved.  For  thirty  ]iatients  treated 
without  intraspinal  therajiy  at  the  Municipal  Con- 
tagious Disease  Hospital  since  January  1,  1936. 
the  fatality  rate  was  20.0  per  cent.  The  fatality 
rate  for  fifty-two  patients  similarly  treated  at  the 
Cook  County  Hospital  during  the  same  {>eriod, 
was  19.2  per  cent. 

REFERENCES 

1.  Annual  Report.  Chief  Medical  Officer,  Ministry  of  Health, 
London,  p.  13,  1933. 

2.  Gordon,  J.  E. : Herman  Kiefer  Hospital  Report,  p.  13, 

May,  1932. 

3.  Hoyne,  A.  L. : Meningococcic  meningitis : importance  of 
intravenous  therapy.  Illinois  Med.  Jour.,  Ixviii  ;307-311  (October) 
1935. 


VoL.  XXVI,  No.  10] 


Journal  of  Iowa  State  Medical  Society 


553 


4.  Kolle,  W.,  and  Wassermann,  A.:  Versuche  zur  Gewinnung 

und  Wertb^timmung  eines  Meningococcenserums.  Deutsche  med. 
Wchnschr.,  xxxii:609,  1906. 

6.  Jochmann,  G. : Versuche  zur  Serodiagnostik  und  Serothera- 
pie  epidemiflchen  Genickst  arre.  Deutsche  med.  Wchnschr.,  xxxii : 
788,  1906. 

6.  Flexner,  S.,  and  Jobling,  J.  W. : Serum  treatment  of  epi- 
demic cerebrospinal  meningitis.  Jour.  Exp.  Med.,  x:141,  1908; 
an  analysis  of  four  hundred  cases  of  epidemic  meningitis  treated 
with  the  antimeningitis  serum,  ibid.,  p.  690. 

7.  Ferry,  N.  S. : Meningococcus  antitoxin  ; I.  Prophylactic  and 
therapeutic  tests  on  guinea  pigs,  Jour.  Immunol.,  xxiii  :315  (Octo- 
ber) 1932 ; II.  Therapeutic  tests  on  monkeys,  ibid.,  p.  325  ; Menin- 
gococcus toxin  and  antitoxin : further  tests  on  monkeys,  ibid. 
xxvi:133  (February)  1934. 

8.  Ferry,  N.  S.,  Norton,  J.  F.,  and  Steele,  A.  H. : Studies  of 

the  properties  of  bouillon  filtrates  of  the  meningococcus : produc- 
tion of  a soluble  toxin.  Jour.  Immunol.,  xxi:293  (October)  1931. 

9.  Hoyne,  A.  L. : Meningococcic  meningitis,  a new  form  of 

therapy.  Jour.  Am,  Med.  Assn.,  civ:980-983  (March  23)  1935. 

10.  Hoyne,  A.  L.,  Arkin,  H.  S.,  and  Sherman,  M.  J. : Treatment 
of  a severe  case  of  epidemic  meningitis  by  combined  intravenous 
injections  of  antimeningococcus  serum.  Jour.  Am.  Med.  Assn., 
Ixxii  :22  (January  4)  1919. 

11.  Pease,  C.  N. : Injuries  to  the  vertebrae  and  intervertebral 

disks  following  lumbar  puncture.  Jour.  Dis.  Child,  xlix:849-860 
(April)  1935. 


MANDELIC  ACID  IN  THE  TREATMENT 
OF  BACILLURIA 

Its  Advantages  Over  the  Ketogenic  Diet 
Ben  G.  Budge,  M.D.,  Ames 

After  the  usual  disappointments  with  urinary 
tract  infections,  my  interest  was  renewed  by  Dr. 
Helmholz,^  the  pioneer  in  the  use  of  the  ketogenic 
diet  in  bacilluria.  My  first  case  was  worthy  of, 
and  was  welcomed  with  the  zeal  of  the  new  con- 
vert. The  history  briefly  is  as  follows : A little 
girl,  eight  years  of  age,  was  catheterized  when  she 
was  two  days  old,  and  had  sufifered  from  urinary 
disturbances  from  that  time.  She  was  cross,  fret- 
ful, and  undernourished.  Her  many  attacks  of 
frequent  and  painful  urination  with  high  tempera- 
ture would  continue  for  about  four  days.  These 
upsets  had  increased  in  frequency  until  she  was 
having  more  febrile  than  afebrile  days.  The  un- 
centrifuged urine  was  loaded  with  pus  and  colon 
bacilli.  With  considerable  difficulty  a ketogenic 
diet  was  arranged  according  to  the  outline  fur- 
nished by  the  Mayo  Clinic.-  She  was  put  on  this 
diet  for  four  periods  of  four  to  ten  days  each, 
with  rest  intervals.  There  have  been  no  more  at- 
tacks and  the  urine  has  remained  clear  for  more 
than  two  years.  Improvement  in  the  physical  con- 
dition and  behavior  has  been  remarkable.  Fol- 
lowing this  success,  about  thirty  cases  of  bacilluria 
treated  with  the  ketogenic  diet  between  July,  1934, 
and  July,  1935,  gave  very  satisfactory  results. 

While  ])rej)aring  a iiajier  on  “The  Ketogenic 
Diet  in  Bacilluria.”  my  attention  was  called  to  an 
article  by  Rosenheim  in  the  May  4,  1935,  Lancet, 
umler  the  title,  “Mandelic  Acid  in  1'reatment  of 
Urinary  Tract  Infections.”  Treatment  with  man- 
delic acid  as  described  by  Rosenheim  seemed  sim- 
ple indeed  when  conq)ared  with  the  difficulties  en- 
countered with  the  ketogenic  diet.  Mandeli  ' acid 
could  not  be  obtained.  Ikistmaii  listed  it  at  eight 


dollars  per  100  grams,  but  had  none  for  sale  and 
specifically  stated  that  their  product  was  not  to  be 
used  for  medicinal  purposes.  This  difficulty  was 
brought  to  an  end  when  Dr.  I.  B.  Johns  of  the 
Department  of  Chemistry  at  lowa  State  College 
volunteered  to  furnish  mandelic  acid,  which  he 
produced  in  his  own  laboratory  in  a pure  state  and 
at  a much  lower  cost. 

From  July  18,  1935,  to  September,  1936,  forty- 
six  cases  of  bacilluria  have  been  treated  with  man- 
delic acid  and  ammonium  chloride  with  such  satis- 
factory results  that  the  ketogenic  diet  has  been 
discontinued.  Of  the  fifty  cases  that  were  put  on 
mandelic  acid,  the  following  four  patients,  who 
were  treated  with  the  hope  of  allaying  distress 
rather  than  of  eradicating  infection,  are  not  in- 
cluded in  this  report ; An  aged  woman  with  a 
fractured  femur  had  a complete  prolapse  and  much 
residual  urine : a man,  seventy-six  years  of  age. 
with  an  obstructing  prostate  gland  and  eight  ounces 
of  residual  urine;  a man,  sixty-nine  years  of  age. 
had  sustained  a minor  stroke  and  was  passing 
gravel  at  the  time  the  treatment  was  begun ; a 
woman,  thirty-two  years  of  age,  complaining  of 
urinary  distress,  showed  motile  organisms  and 
some  pus.  These  organisms  were  many  times 
larger  than  B.coli.  Although  her  symptoms  dis- 
appeared and  the  large  motile  bacilli  decreased 
greatly  in  number,  they  were  not  entirely  absent 
at  the  time  she  discontinued  treatment. 

In  the  forty-six  cases  rei)orted,  varying  in  age 
from  two  to  seventy-six  years  and  treated  by  my 
associate.  Dr.  Joe  G.  Fellows,  and  myself,  there 
have  been  no  failures.*  There  has  been  one  known 
recurrence  in  a young  woman  who  discontinued 
treatment  against  instructions.  In  a man,  forty- 
three  years  of  age,  there  was  the  severe  compli- 
cation of  hemorrhage  with  acute  retention,  prob- 
ably from  the  false  passage  of  a sound  in  an 
attempt  to  dilate  a stricture;  however,  he  was 
relieved  of  symptoms.  These  fortv-six  ca.ses  in- 
clude twenty-one  married  women,  thirteen  unmar- 


ried  women,  six 

girls  under  twelve  years 

of  age. 

five  men  and  one  boy.  They 

appear  in 

Table  I 

grouped  according  to  age  and 
table  I 

sex. 

AGE 

MALE  FEMALE 

total 

1-5 

1 

1 

6-10 

1 

4 

5 

11-15 

1 

1 

16-20 

5 

5 

21-30 

1 

16 

17 

31-40 

6 

6 

41-50 

2 

3 

5 

51-65 

1 

2 

3 

66-80 

1 

2 

3 

Totals 

6 

40 

46 

• Cultural  methods  of  determininjr  u cure  were  not  availnhle. 
Patients  have  bet'n  considered  cured  when  symptoms  have  dis* 
appeared  and  when  repeated  examinations  of  the  urine  have  been 
nejfative. 
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It  seems  unusual  that  34.8  per  cent  are  women 
in  the  21  to  30  year  age  group.  Of  the  twenty-one 
married  women,  three  were  in  their  first  preg- 
nancies and  two  in  their  second.  In  all  cases  the 
treatment  as  outlined  by  Rosenheim  has  been  used. 
The  doses  of  maudelic  acid  and  ammonium  chlor- 
ide for  children  have  been  regulated  according  to 
size  and  age.  The  following  prescription  has 
been  found  convenient,  and  supplies  sufficient 
mandelic  acid  in  the  form  of  the  sodium  salt  for 
four  days’  treatment : 

Mandelic  Acid  Gm.  48 

Sodium  Bicarbonate  Gm.  25.6 

Lemon  To  flavor 

Water  q.s.  ad  500  cc. 

Directions:  1 oz.  four  times  ai  day. 

With  mandelic  acid,  as  with  the  ketogenic  diet, 
best  results  are  obtained  with  a highly  acid  urine.* 
It  has  not  been  found  necessary  to  prescribe  am- 
monium chloride  in  the  amount  given  by  Rosen- 
heim. One  gram  in  water  four  to  six  times  a day 
has  been  sufficient  to  keep  the  urine  at  a p®  of  5.2 
or  lower.  One  sample  powder  of  one  gram  of 
ammonium  chloride  with  60  grams  of  this  salt  in 
bulk  is  usually  prescribed.  According  to  the  p® 
of  the  urine,  the  patient  is  instructed  to  take  in 
water  four  to  six  times  in  the  twenty-four  hours, 
a portion  of  the  ammonium  chloride  equal  to  the 
sample  powder.  This  lessens  the  expense  of  the 
treatment.  Usually  three  to  four  doses  of  am- 
monium chloride  are  given  before  the  mandelic 
acid  is  started.  As  nearly  as  possible,  both  medi- 
cines are  to  be  taken  at  regular  intervals  through- 
out the  twenty-four  hours.  This  insures  a low  p^ 
at  all  times  during  the  treatment.  The  fluid  intake 
is  not  limited,  nor  the  diet  restricted.  After  two 
days’  treatment,  the  patient  returns  to  the  office. 
-Adult  females  are  usually  catheterized  and  the 
urine  from  small  girls  is  collected  in  a clean  vessel 
after  the  external  genitals  have  been  thoroughly 
cleansed.  Centrifuged  specimens  are  examined 
immediately  since  no  urine  is  deemed  fit  for  exam- 
ination that  has  stood  for  any  time  or  that  might 
possibly  have  been  contaminated. 

If,  at  the  end  of  four  days,  the  urine  is  free 
from  pus  and  colon  bacilli,  treatment  may  be  tem- 
porarily discontinued  but  the  urine  is  examined 
daily.  Not  infrequently,  no  more  treatment  will 
be  required.  Mistakes  have  been  made  by  con- 
sidering some  patients  cured  at  this  stage  (Cases 
20.  41  and  45).  Best  results  have  been  obtained 
when,  after  a rest  period  of  one  to  two  days  fol- 

* One  drop  of  0.04  per  cent  chlorphenol  red  is  added  to  20 
drops  of  the  urine.  If  the  color  remains  unchanged,  the  pH  value 
of  the  urine  is  5.2  or  less.  If  the  color  changes  to  a pink  or  red. 
the  pH  value  of  the  urine  is  greater  than  5.5  and  is  not  sufficiently 
acid.  The  LaMotte  Urine  pH  Outfit  is  convenient  in  determining 
the  pH  value  of  urine. 


lowing  the  first  four  days’  treatment,  the  man- 
delic acid  is  again  resumed  for  another  four  days’ 
course.  In  those  cases  showing  severe  symptoms 
or  a very  high  degree  of  infection,  treatment  has 
been  continued  for  eight  days  and  resumed  after 
short  rest  periods  even  though  the  urine  has  re- 
mained clear.  Some  cases  show  greater  resist- 
ance to  treatment  than  others  and  the  duration  of 
treatment  has  varied  from  four  to  thirty  days,  in- 
cluding rest  periods.  With  mandelic  acid  as  with 
the  ketogenic  diet,  a few  patients  will  show  hyaline 
casts.  These  soon  disappear  when  the  treatment 
is  stopped. 

Mandelic  acid  appears  as  a finely  granular, 
highly  soluble,  white  crystalline  substance,  with 
the  odor  of  vinegar  and  a taste  not  unlike  citric 
acid.  It  is  made  synthetically  from  sodium  cyan- 
ide, benzaldehyde,  sodium  bisulphite  and  hydro- 
chloric acid.^  It  is  well  tolerated  when  taken  as 
the  sodium  salt  and  only  one  patient  has  com- 
plained. Rosenheim  has  demonstrated  that  all 
mandelic  acid  taken  by  mouth  is  excreted  in  the 
urine. 

The  cases  presented  include  the  first  patient,  and 
one  recently  treated ; the  youngest  and  the  oldest ; 
one  in  acute  and  severe  pain  and  another  without 
urinary  tract  symptoms ; one  whose  symptoms 
were  of  but  a few  days’  duration  and  another  who 
had  had  urinary  tract  disturbance  for  twenty-five 
years. 

Case  No.  1.  Mrs.  N.  H.,  housewife,  twenty- 
three  years  of  age.  May  6,  1935,  pregnant  six 
weeks.  Reared  in  poverty,  she  was  a sickly  and 
undernourished  child,  and  states  that  she  had  her 
first  infection  of  the  bladder  or  kidneys  at  ten 
years  of  age.  After  ten  or  twelve  minor  attacks  in 
the  intervening  years,  there  was  another  severe 
one  about  May,  1934,  and  for  six  months  the  urine 
has  been  cloudy  and  of  a vile  odor.  Examination 
showed  a delicate  but  cooperative  patient  in  her 
first  pregnancy  with  putrid  urine,  cloudy  with  pus 
and  motile  bacteria.  Because  of  the  nausea  of 
pregnancy  and  our  inability  to  procure  mandelic 
acid,  treatment  was  not  begun  until  July  18,  when 
she  was  put  on  mandelic  acid  and  ammonium 
chloride  for  twelve  days  with  a one-day  rest  pe- 
riod. The  urine  became  clear  and  has  remained 
so  since  July  28,  1935.  On  January  24,  1936,  she 
was  in  the  office  with  her  month-old  babe ; at  this 
time  a catheterized  specimen  of  urine  was  clear, 
and  the  physical  condition  of  the  patient  was  ex- 
cellent. 

Case  No.  12 : Kenneth  V.,  a teacher,  twenty- 

five  years  of  age,  November  29,  1935.  Usually 
well  and  strong,  this  patient,  seventeen  days  before 
he  was  seen,  developed  pain  in  the  lower  mid-back 
with  frequent  and  burning  urination.  Acute  symp- 
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toms  continued  for  a few  days  but  there  was  no 
freedom  from  distress.  He  went  to  bed  Novem- 
ber 22,  had  a chill  but  was  able  to  work  on  the 
following  Monday,  Tuesday  and  Wednesday. 
When  seen  on  Thursday,  Thanksgiving  Day,  after 
an  automobile  trip  of  seventy  miles,  he  was  acutely 
ill  with  a temperature  of  102  degrees,  severe  back- 
ache, nausea,  frequent  and  very  painful  urina- 
tion. There  was  much  pus  and  many  motile  bacilli. 
Treatment  with  mandelic  acid  was  begun  and  on 
December  1,  this  patient  was  free  from  symptoms, 
but  the  urine  still  showed  some  pus  and  bacilli. 
He  was  given  five  courses  of  treatment  of  four 
days  each  and  on  January  23,  1936,  after  no  treat- 
ment for  fourteen  days,  the  urine  was  microscopi- 
cally clear. 

Case  No.  20:  Marjorie  S.,  two  years  of  age, 
January  27,  1936.  She  was  a very  active 
healthy  and  adorable  child,  having  had  no  acute 
illness.  For  a month,  she  had  been  fussy  dur- 
I ing  urination  which  had  been  much  more  fre- 
I quent.  .Vlso,  during  the  past  month  she  had  wet 
! the  bed  several  times  each  night — a new  experience 
, with  her.  She  gradually  became  more  cross  and 
I fretful  and  made  more  and  more  complaint  on 
' urination.  The  response  to  the  mandelic  acid 
was  not  prompt  but  by  February  6,  the  child 
, could  control  the  urine  through  the  day  and  it 
was  necessary  to  take  her  from  bed  but  once 
at  night.  The  urine  was  clear  and  treatment  was 
stopped.  On  February  18  the  child  had  a relapse, 
, but  by  February  22,  she  was  improved  to  the  ex- 
tent that  the  urine  was  clear,  but  the  bed  wetting 
persisted  to  a lesser  degree.  On  September  17 
the  urine  was  normal,  and  there  had  been  no  bed 
I wetting  since  March  1. 

Case  No.  21  : Elizabeth  B.,  school  girl,  twelve 
years  of  age,  who  had  had  measles,  whooping 
' cough,  chicken  pox  and  mild  scarlet  fever.  The 
tonsils  had  been  removed  when  she  was  eight  years 
of  age.  For  five  years  there  had  been  periods  of 
low  grade  fever  lasting  one  to  five  days,  with  pal- 
1 pallor,  headache,  and  exhaustion,  but  no  complaint 
of  urinary  distress.  The  onsets  occurred  rather 
abruptly  when  the  child  had  been  feeling  unusu- 
I ally  well.  Attacks  were  as  frequent  as  two  to 
I three  weeks.  Pus  and  motile  bacilli  were  always 
present  during  an  attack,  but  absent  during  the 
I intervals  between  attacks.  She  was  put  on  man- 
delic acid  February  1,  1936,  and  no  symptoms  or 
urinary  findings  have  been  present  for  seven 
months — the  longest  free  interval  for  five  years. 

Case  No.  41  : Mark  M.,  a civil  engineer,  forty- 
three  years  of  age.  The  patient  suffered  week-end 
attacks  of  migraine  until  thyroid  extract  was  ad- 
mini.stered  when  a basal  metabolic  rate  of  minus 
, 20  was  found  in  1934.  His  general  health  and 


physical  condition  w'ere  excellent.  On  June  6,  1936, 
he  became  suddenly  and  acutely  ill  with  fever,  ach- 
ing and  persistent  vomiting.  By  oversight,  the 
urine  was  not  at  first  examined.  The  wdiite  blood 
count  was  low  and  the  case  was  considered  an  in- 
fluenza. After  four  days,  the  backache  which  had 
subsided,  became  more  severe.  Fever  returned, 
and  at  this  time  there  was  frequency  and  burning 
on  urination.  The  illness  was  followed  by  a period 
of  protracted  exhaustion.  The  urinary  tract  in- 
fection has  stubbornly  yielded  to  mandelic  acid. 
A mistake  was  made  here  in  discontinuing  treat- 
ment after  four  days  when  the  urine  was  first 
clear. 

Case  No.  43 : D.  L.,  a worker  in  a farm  ma- 
chinery and  repair  shop,  forty-eight  years  of  age, 
when  first  seen  April  23,  1932.  An  appendectomy 
had  been  performed  in  1909;  and  he  had  typhoid 
fever  in  1911.  Both  legs  were  fractured  below  the 
knees  in  1919;  right  fracture  compound,  scar 
broke  down  and  discharged  about  every  six  months 
until  1930.  In  the  past  thirty  years  the  knees 
had  been  injured  by  kicks,  etc.,  six  times.  The 
right  knee  was  tender,  painful  and  swollen.  There 
was  pain  in  the  region  of  the  heart,  extending  into 
the  left  arm  after  heavy  meals  and  on  exertion. 
The  patient’s  weight  was  202  pounds ; blood  pres- 
sure 220/110;  and  he  had  infected  teeth  and  ton- 
sils. Motile  bacilli  and  pus  were  present  in  the 
urine.  The  patient  dated  his  urinary  disturbance 
to  191 1 following  typhoid  fever.  First  there  was 
backache  with  frequent  and  burning  urination  for 
one  to  three  days  coming  at  intervals  of  one  to 
three  weeks.  He  believed  there  was  a slight  fever, 
and  attributed  his  backache  to  strain  from  horse- 
shoeing. Prior  to  June  26,  1936,  many  so-called 
urinary  antiseptics  had  been  tried,  but  the  results 
were  nil.  On  June  26,  1936,  he  was  given  mandelic 
acid  and  ammonium  chloride.  On  July  1 the  urine 
was  clear  to  the  eye  and  showed  only  a few  pus 
cells  and  motile  bacilli.  On  September  20,  1936, 
after  seven  weeks  without  medication,  the  centri- 
fuged urine  was  negative.  The  patient  is  generallv 
feeling  well.  His  blood  pressure  is  172/110.  He 
does  not  rise  to  urinate  at  night,  whereas  formerly 
he  was  up  two  or  three  times.  His  anginal  pains 
have  almost  disappeared.  However,  all  the  im- 
provement cannot  be  attributed  to  mandelic  acid, 
as  his  di.seased  teeth  and  tonsils  were  removed 
in  1933. 

Case  No.  45 : A.  F.  R.,  a retired  salesman,  sev- 
enty-six years  of  age,  suffering  from  angina  pec- 
toris. Hemorrhoids,  which  he  had  had  for  thirty 
years,  were  successfully  treated  by  injection  in 
1934.  He  had  been  operated  iqion  for  biliary  tract 
infection  in  January,  19.36.  .\  very  stormv  and 

protracted  recovery  followed,  due  to  violent  wound 
infection,  and  acute  postoperative  retention  with 
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bladder  infection  following  catheterization.  He 
had  been  catheterizing  himself  until  July  31  when 
mandelic  acid  treatment  was  begun.  He  has  now 
discarded  the  catheter  and  rises  but  once  at  night. 
The  urine  is  entirely  negative. 


The  Advantages  of  Mandelic  Acid  over  the 
Kctogenic  Diet 

1.  Clark  and  Keltz  of  Oklahoma  City  have  given 
a simplified  ketogenic  diet  for  adults  that  can  be 
used  by  the  general  practitioner  with  excellent  re- 
sults.^’ T have  been  unable  to  find  such  diets  sim- 
plified or  standardized  for  children.  Ihe  special- 
ist can  order  for  his  juvenile  patient  a ketogenic 
diet  to  he  prepared  by  the  hospital  dietitian  and 
note  the  results  in  the  urine  reports  from  the  lab- 
oratory. For  the  general  practitioner,  the  task  is 
not  so  easy  and  each  case  must  be  given  personal 
and  painstaking  attention.  Presuming  that  he  can 
calculate  a suitable  diet,  he  will  offer  to  a sick 
child  a combination  of  nauseating  foods  to  be  pre- 
liared  and  administered  by  the  mother.  IMandelic 
acid  is  readily  taken  and  well  tolerated  by  children. 

2.  Success  with  the  ketogenic  diet  in  children 
can  rarely  be  attained  in  the  home.  It  is  not 
necessary  to  hospitalize  a child  to  admini.ster  man- 
delic acid. 

3.  The  standardized  ketogenic  diet  can  be  read- 
ily prepared  in  any  home  but  the  ]iatient  when 
away  must  depend  on  eggs  and  40  per  cent  cream. 
The  richest  whipping  cream  is  rarely  over  36  ]ier 
cent  butterfat  and  is  not  suitalile  for  the  ketogenic 
diet.  Alandelic  acid  can  he  carried  in  his  grip. 

4.  When  anv  rigid  diet  is  iirescribed.  minute 
details  must  be  explained  to  jirocure  the  patient’s 
coo])eration.  If  this  is  important  in  diabetes  and 
obesity,  it  is  much  more  important  with  the  keto- 
genic diet,  with  which  gum.  toothpaste  and  chew- 
ing tobacco  must  lie  forbidden.  Mandelic  acid 
requires  no  dietary  restrictions. 

5.  The  patient  who  is  placed  on  the  ketogenic 
diet  is  told  that  he  may  expect  to  become  sick  on 
the  second  day  and  often  it  is  necessary  to  stop  the 
diet  temporarily  because  of  persistent  nausea, 
rite  longer  mandelic  acid  is  taken,  the  better  it  is 
tolerated. 

6.  The  ketogenic  diet  is  contraindicated  in  dia- 
betes,  angina,  biliary  tract  disturbances  and  in 
elderly  people  with  arteriosclerosis.  Mandelic 
acid  can  be  used  in  these  conditions. 

7.  The  results  from  mandelic  acid  are  equal  in 
every  way  to  those  olitained  with  the  ketogenic 
diet. 
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INJECTION  TREATMENT  OF  HERNIA 

C.  Harlan  Johnston,  M.D.,  Des  Moines 

The  earliest  treatment  of  hernia  by  the  injec- 
tion method  was  done  by  Pancoast,  who  mentions 
it  in  his  work  on  Operative  Surgery  published  in 
1846,“  wherein  he  states  that  eleven  years  before 
that  date,  or  in  1835,  one  hundred  and  one  years 
ago,  he  had  employed  that  method.  His  technic 
was  the  injection  of  a stimulating  solution  directly 
into  the  sac  by  means  of  a minute  trochar  to  which 
he  later  adapted  a syringe.  The  solutions  men- 
tioned were  Lugol’s  solution  of  iodine,  and  the 
tincture  of  cantharides  in  quantity  from  one-half 
a dram  to  a dram.  The  mention  of  the  use  of  a 
truss,  which  is  considered  so  essential  today,  was 
omitted. 

The  next  mention  in  the  literature  was  that  of 
Bigelow,  professor  of  surgery  at  the  Massachu- 
setts Medical  College,  in  1850,^  wherein  a case 
was  described  of  a young  man  twenty-one  years 
of  age  w'ho  had  had  a left  inguinal  hernia  for 
three  \ears.  During  the  last  year  he  had  been 
wearing  a truss.  When  the  truss  was  removed  the 
hernia  descended  and  formed  a mass  the  size  of  a 
goose  egg.  The  amusing  thing  about  the  case  is 
the  lack  of  encouragement  given  the  patient  con- 
cerning the  chances  of  a cure.  He  was  told,  “That 
the  operation  was  not  dangerous ; that  it  probably 
would  not  cure  him,  though  it  might  alleviate  the 
inconvenience ; the  last  perhaps  greatly,  perhaps 
not  at  all.”  The  instrument  used  was  one  de- 
veloped liy  the  author  several  years  before  and 
consisted  of  a minute  silver  syringe  terminating 
in  a fine  tube.  This  fine  tube  was  in  reality  a fine 
trochar  and  with  it  he  made  the  puncture  and 
delivered  the  injection.  Tincture  of  iodine  in  the 
quantity  of  twenty-five  drops  was  the  solution 
injected.  It  was  placed  at  the  ring  (external  or 
internal  is  not  mentioned)  and  from  the  context 
of  the  pajier  one  must  conclude  that  only  one  in- 
jection was  so  made.  He  further  mentions  a case 
wherein  a slough  of  the  integuments  occurred  as 
a result  of  the  injection  of  ten  drops  of  the  same 
solution  in  a young  child. 

A significant  fact  is  found  in  that  Bigelow  had 
exactly  the  same  understanding  of  the  purpose 
and  mechanism  of  closing  the  break  as  we  under- 
stand it  today.  He  recognized  the  fact  that  one 
cannot  tell  exactly  whether  he  is  injecting  the  so- 
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lution  directly  into  the  sac  or  not  and  that  even 
if  the  solution  is  spilled  in  the  surrounding  tissues, 
the  important  feature  is  that  inflammation  must 
he  produced,  and  whether  it  results  from  contact 
or  pontiguity  of  tissue  is  of  no  great  importance. 
He  states  that  he  had  heard  of  no  fatal  results 
although  he  did  admit  that  jieritoneal  inflamma- 
tion was  occasionally  very  marked. 

Following  Pancoast  and  Bigelow  came  Heaton'* 
who  was  given  credit  for  the  most  extensive  work- 
on  injection  treatment  of  hernia  as  well  as  for  the 
most  patients.  The  ethics  he  used  gave  him  a 
black  name  and  heljied  to  throw  this  method  of 
treatment  into  disfavor  for  many  years.  An  idea 
of  his  unpopularity  is  shown  in  the  writings  of 
Manley^  who  in  189.3  said:  “One  of  the  most  no- 
torious and  remarkable  charlatans  that  ever  posed 
before  the  American  public,  was  Heaton,  of  Bos- 
ton, Massachusetts.  For  fifty  years  he  was  known 
far  and  near ; and  during  that  time  plied  his  craft 
with  such  large  measure  of  success  that  the  herni- 
ated, from  all  sections  of  the  United  States  and 
Canada,  of  all  castes  and  classes,  flocked  to  him 
for  succor  and  to  be  cured,  so  that  in  a short 
space  of  time  he  reaped  a large  fortune.  He 
claimed  that  hernia  of  every  description  was 
curable;  and  at  lea.st  convinced  the  people  that 
such  was  the  case.  Not  finding  the  West  a con- 
genial atmosphere  for  his  progress  he  emigrated 
to  Boston  : and  on  his  arrival  had  the  audacity  to 
invite  the  repre.sentatives  of  the  medical  profes- 
sion to  see  him  |>erform  his  operations.  They 
did  not  accept  his  invitation  and  he  at  once  became 
a martyr. 

“.So  deep-rooted  and  wides])read  with  the  faith, 
which  even  the  medical  profession  had  in  this 
strange  individual,  that  finally  the  American  Med- 
ical .-Xssociation  was  forced  to  take  action  . . . 
Hence  a committee  of  the  .American  Medical 
-\ssociation  was  apjiointed  to  wait  on  l^r.  Heaton, 
request  permission  to  see  his  operations  and  re- 
port their  observations  on  their  utility  and  value. 

“This  was  in  the  year  1851.  The  committee 
was  composed  of  Drs.  Geo.  Heywood,  J.  .Mason 
Warren,  and  .Samuel  Parkman.  Heaton  declined 
to  jxirmit  the  committee  to  witness  any  of  his 
operations,  or  give  them  his  secret  nostrum. 

“The  committee,  though  they  were  unahle  from 
any  inspection  made,  either  to  admit  nr  deny  the 
efficacy  of  any  of  Heaton’s  claims,  reported  at 
the  next  meeting,  ‘that  there  is  no  surgical  ojiera- 
tion  at  jiresent  known,  which  can  be  relied  on 
with  confidence,  to  produce  in  all  instances,  or 
even  a large  proiKirtion  of  cases,  a radical  cure 
of  reducible  hernia.’  * * * commenting  on  which, 
later.  Dr.  Heaton  sa\  s : ‘I  affirm  to  be  false  in 
loin'.” 


Ur.  Joseph  H.  Warren  of  Boston,  a follower 
and  close  pupil  of  Heaton’s,  describes  his 
(Heaton’s)  method  as  used  at  that  date.  1879, 
as  follows  “With  the  old  instrument  of  Ur. 
Heaton.  I injected  on  the  right  side  about  twenty 
minims  of  the  fluid  extract  of  quercus  alba,  which 
had  been  evaporated  to  the  consistency  of  glycer- 
ine, and  united  with  an  eighth  of  a grain  of  mor- 
phine; on  the  left  side  about  fifteen  drops  w^ere 
injected. 

“In  about  six  hours  after  the  injection  the  pa- 
tient began  to  grow  feverish  and  restless : pulse 
running  to  about  ninety,  temperature  to  about  one 
hundred.  This  condition  continued  for  about 
three  days,  when  it  began  gradually  to  subside. 
The  urine  was  passed  naturally,  and  a natural 
passage  of  the  bowels  took  place  on  the  sixth  day. 
There  was  some  swelling  and  redness  over  the 
hernial  ring,  extending  up  over  the  abdomen 
obliquely  to  the  crest  of  the  ilium.  Dr.  Emery 
attended  the  case,  I seeing  the  patient  occasion- 
ally. He  administered  one-eighth  of  a grain  of 
morphine  at  bedtime  to  secure  rest,  and  cold  wa- 
ter was  constantly  applied  over  the  seat  of  opera- 
tion by  means  of  a compress.  A rapid  and  suc- 
cessful recovery  took  place,  with  a perfect  cure 
of  the  ruptures,  and  on  the  twenty-third  day  of 
July  the  patient  came  to  my  office  when  a tem- 
porary truss  was  ordered.” 

In  further  discussion  of  the  injection  treatment. 
Dr  Warren  spends  much  time  on  the  tvjie  of 
needle  used.  He  greatly  ajqiroved  the  blunt 
“lirad-awl”  jxiinted  needle  of  Dr.  Heaton  but  im- 
proved upon  it  by  devising  a needle  also  blunt 
pointed  and  oval  in  cross  section.  Throughout 
its  length  it  was  twisted  on  itself  so  as  to  give 
a spiral  effect  and  thus  enter  the  tissues  easier, 
particularly  in  those  cases  demanding  more  than 
one  injection  wherein  scar  tissue  is  encountered 
in  the  sub.sequent  treatments.  This  needle  was 
also  pierced  by  ten  openings  on  its  sides  to  allow 
for  a more  even  distribution  of  the  solution  during 
the  injection.  At  the  attachment  to  the  syringe 
was  a swivel  joint  to  allow  for  turning  of  the 
spiral  when  piercing  the  ti.ssues. 

.Swelling  over  the  injected  areas  was  common 
and  often  reached  the  size  of  an  inverted  saucer 
and  assumed  a dark  maroon  color.  This  was  con- 
sidered lightly  and  treated  by  cold  water  appli- 
cations. Occasionally  it  resolved  into  an  abscess, 
but  usually  not.  b'ollowing  treatment  such  pa- 
tients remained  in  bed  until  this  swelling  had 
receded  and  then  were  allowed  to  ari.se  and  could 
go  about  their  work  wearing  a truss  or  support 
of  some  .sort,  having  meanwhile  been  cautioned 
against  coughing,  straining,  heavy  lifting,  and  cx- 
|)erimentiiig  to  see  if  they  could  cause  the  ruf)- 
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lure  to  reappear.  One  injection  was  considered  a 
permanent  cure  if  the  rupture  remained  closed 
for  a year  or  more.  If  it  reappeared  further  in- 
jections were  indicated. 

In  comparison  with  today’s  technic  one  can 
hardly  miss  noticing  the  large  volume  of  fluid 
injected.  Similar  tannic  acid  preparations  used 
today  are  injected  in  minim  doses  preceded  by  lo- 
cal anesthetic,  and  no  attempt  is  made  to  complete 
the  operation  in  only  one  injection.^  The  solu- 
tions used  b\-  the  above  men  were  Lugol’s  solution 
of  iodine,  tincture  of  cantharides,  tincture  of  io- 
dine, and  fluid  extract  of  quercus  alba.  All  of 
these  were  strong  solutions  and  the  only  attempt 
to  alleviate  pain  was  Heaton’s  use  of  morphine. 

McDonald®  in  1905  was  the  first  man  to 
stress  the  wearing  of  a truss.  He  claimed  cures 
in  90  per  cent  of  his  cases.  His  solution  was 
used  extensively  and  is  still  popular.  It  was  the 
solution  of  choice  by  Rratrud  and  McKinney  at 
Minnesota®®' before  they  developed  pro- 
liferol.  It  consisted  of  the  following  two  forms: 


McDonald’s  No.  1 

Lloyd’s  S]L  Tine.  Calendula ...  25  parts 

Alcohol  25  “ 

Phenol  50  “ 

McDonald’s  No.  2 

Lloyd’s  Sp.  Tine.  Thuja 25  parts 

Alcohol  25  “ 

Phenol  50  “ 


Between  1905  and  1925  there  were  no  publi- 
cations of  any  works  dealing  with  injection  of 
hernia,  although  it  was  during  this  period  that 
McDonald,  Mayer,  and  Pina  Mestre  were  doing 
that  work  extensively  and  huilding  up  the  successes 
which  later  were  to  cause  a rejuvenation  of  this 
method.  Pina  Mestre^^  claimed  some  8,000  cases 
during  twenty  years’  experience.  He  used  a solu- 
tion of  his  own  designing  in  which  the  active  prin- 
ciples were  tannic  acid  and  alcohol  according  to 
the  analysis  of  Neiderl  of  New  York  University.^* 

Halfl®  using  the  Pina  Mestre  solution  gave  us 
our  first  true  pathologic  investigation  of  the  in- 
jection of  irritating  solutions  by  experiments  on 
guinea  pigs,  dogs,  and  monkeys  at  New  York 
University  and  Bellevue  Hospital.  Histologic 
sections  showed  a proliferation  of  endothelial  and 
connective  tissue  cells  together  with  large  mono- 
nuclear phagocytes  and  foreign  body  giant  cells. 
Only  one  section  showed  any  trace  of  the  injected 
fluid.  To  quote  : “A  striking  feature  of  the  histo- 
logical sections  was  the  evident  efficacy  of  the 
injection  fluid  in  stimulating  regeneration  of 
striated  muscle.” 

Just  prior  to  this,  Ignatz  Mayer  of  De- 


troit^®- published  a series  of  articles 

recording  the  results  of  thirty  years’  experience 
and  giving  the  following  simple  formula : 


Mayer’s  Solution 

Zinc  Sulphate 1 dr. 

I’enol  Crystals 6 dr. 

Glycerine  C.  P 4 fl.  dr. 

Aqua  Cinnamoni 1 fl.  oz. 


Fl.  Ex.  Pinus  Canadensis  (dark). 5 fl.  dr. 
Sterilized  C.  P.  redistilled  water.  .2  fl.  oz. 

'I'his  formula  was  later  adopted  and  used  by 
such  men  as  Quillin,®®  Gray,®®  and  tried  for  a time 
by  Bratrud.®^^"'^^^ 

The  solutions  most  in  use  at  the  pre.sent  time 
are  tabulated  below : 

*Proliferol — containing  C.  P.  tannic  acid  and 
four  botanical  tinctures,  benz}d,  alcohol  and 
thymol. 

■Sylnasol  (formerly  sylasol) — a sodium  salt  of 
psyllium  seed. 

McDonald’s  Solutions — as  given  above. 

*Pina  Mestre — containing  alcohol,  98  per  cent, 
the  remaining  2 per  cent  being  composed  of 
Tr.  Krameria  25  per  cent,  Tr.  Katechu  16 
per  cent,  Tr.  Rosa  Canina  15  per  cent,  Tr. 
Rosa  Centi  folia  15  per  cent,  Tr.  Monesia  15 
per  cent,  and  Vaccinium  Myrtillus  14  per 
cent. 

Mayer’s  Solution — as  given  above. 

*Galtanol — with  the  active  principle  of  plant  gal- 
lic and  tannic  acids. 

Those  solutions  starred  require  an  injection  of 
local  anesthetic  preceding  their  use.  Dosages  vary 
with  each  solution  and  range  from  minims  to  cubic 
centimeters. 

TECHNIC 

The  earliest  technic  of  injections  began  by  in- 
vaginating  the  scrotum,  hooking  the  index  finger 
in  the  external  ring  and  then  following  along  its 
edge  with  a long  needle  and  thus  entering  the 
canal.  At  the  present  time  that  method  is  not 
used  to  any  great  extent  although  it  is  frequently 
recommended  for  beginners.  The  majority  of 
treatments  are  today  given  through  the  abdominal 
wall  transfixing  the  muscles  and  fascia  and  going 
directly  to  the  point  desired.  Invagination  of  the 
scrotum  is  used  as  a guide  to  follow  the  needle 
point  and  is  particularly  valuable  in  injecting  the 
external  ring  and  Hesselbach’s  triangle.  The 
trans-abdominal  method  is  used  by  Rice,®®  Bra- 
trud,'*^  Larson,'*®  Quillin,®®  Girard,®®  Fowler,'***”®*® 
Bigelman,**  and  Harris  and  White.®*  Most  men 
have  also  adopted  the  practice  of  directing  the 
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needle  caiidalward  when  starting  the  injection,  tak- 
ing advantage  of  the  peritoneal  deflection  at  the  pel- 
vic brim,  and  thus  lessening  the  liability  of  entering 
the  abdominal  cavity.  The  author,  in  addition 
uses  a blunt  three  inch  spinal  needle  as  an  escape 
from  entering  vessels  or  the  cord.  The  further 
advantage  in  the  blunt  needle  lies  in  its  telltale 
feel  as  one  drops  through  the  fascial  layers.  The 
disadvantage  comes  in  piercing  the  skin  initially 
at  which  the  patient  usually  voices  some  objection, 
and  in  later  injections  when  one  runs  into  difficulty 
if  he  attempts  to  transfix  scar  tissue.  The  latter  is 
overcome  by  making  the  deeper  injections  early 
in  the  course  of  treatment  following  later  with 
those  more  superficial. 

Bratrud  at  Minnesota  and  Harris  and  White 
in  San  Francisco®*  stress  the  placing  of  the  in- 
itial injection  at  the  external  ring  and  working  up 

I to  the  internal  ring  closing  below  and  pushing  the 

I I sac,  so  to  speak,  before  them.  Others  begin  treat- 
ment at  the  internal  ring  and  later  move  toward  the 

! external  ring,  saying  that  if  the  truss  holds  the 
• hernia  reduced  there  is  little  danger  of  causing  an 
incarceration  and  that  it  does  present  the  advan- 
tage of  showing  the  patient  early  that  the  treatment 
is  benefiting  him.  In  treating  private  patients  this 
is  a potent  factor  because  in  most  cases  after  the 
initial  injection  at  the  internal  ring  the  hernia  is 
never  seen  again,  and  to  patients  somewhat  skep- 
j tical  of  the  method  at  the  start,  this  is  something 
) they  can  grasp  hold  of  and  proudly  tell  their 
friends.  Time  alone,  how’ever,  will  tell  which  pro- 
cedure is  preferable.  Theoretically  the  external 
ring  should  be  attacked  first  but  in  practice  it 
seems  to  work  equally  well  either  way. 

Needles  of  all  lengths  have  been  advocated  for 
this  work.  The  author  prefers  to  use  one  needle 
for  all  cases  feeling  that  skill  is  better  developed 
in  that  way.  Because  a three  inch  needle  is  used, 

I naturally  does  not  mean  that  the  full  three  inches 
are  injected  in  each  case.  One  .soon  learns  the 
feel  of  the  tissues  through  which  he  is  passing 
and  the  longer  needle  gives  the  advantage  of 
■Starting  higher  on  the  abdominal  wall  directed 
caiidalward  with  less  likelihood  of  entering  the 
[leritoneum  while  still  reaching  the  point  desired. 
It  also  makes  it  possible  to  circumvent  or  go  be- 
neath any  blisters  or  hair  follicle  pustules  that 
may  occasionally  ari.se  beneath  the  truss.  The  in- 
tent of  the  treatment  is  to  irritate  the  fascia  or 
connective  tissue  primarily  and  not  the  muscle. 
Granted  that  the  muscle  layers  are  verj’  thin  in 
this  location,  nevertheless  the  attempt  is  made  to 
dejiusit  the  solution  just  before  piercing  or  just 
after  piercing  the  fascia  at  the  rings  and  surround- 
' ing  the  canal.  This  involves  careful  knowledge 
of  the  area,  and  careful  consideration  and  estima- 


tion of  the  thickness  of  the  wall  in  each  individual 
patient.  The  easiest  mistake  is  to  place  the  in- 
jections too  shallow  and  while  this  makes  a firm, 
more  palpable  scarring,  it  is  not  successful  as  is 
evidenced  in  the  case  cited  by  Rice^®  which  later 
came  to  operation  where  it  was  found  in  Dr. 
Rice’s  words : “At  the  internal  ring  the  fascia  and 
scar  tissue  extending  from  the  cord  was  spread 
out  fan-wise  to  become  continuous  with  the  inter- 
nal oblique  muscle,  thereby  keeping  the  internal 
ring  open  at  its  point  of  exit  from  the  peritoneal 
cavity.  It  was  clearly  evident  in  this  case  that  we 
had  gotten  no  results  because  the  injections  were 
placed  superficial  to  the  internal  oblique  muscle 
at  the  internal  ring  instead  of  deep  to  this  struc- 
ture where  the  hernial  sac  dips  down  to  become 
continuous  with  the  peritoneal  cavity.” 

McDonald  in  1905^  stressed  the  absolute  ne- 
cessity of  wearing  a truss  prior  to  treatment,  dur- 
ing the  treatment,  and  for  sometime  thereafter. 
This  admonition  still  holds.  Probably  eight  out 
of  ten  trusses  fitted  by  drug  stores  or  self  fitted 
after  the  mail  order  arrival,  do  not  hold.  Lack 
of  understanding  of  the  mechanics  of  hernia  is  the 
chief  cause.  Measurements  for  a truss  are  taken 
by  running  a tape  around  the  hips  one  and  one- 
half  inches  below  the  crest  of  the  ilium  and  bring- 
ing it  dowm  to  the  pubic  bone  in  front.  When 
fitted  is  must  be  comfortable  and  conform  to  the 
patient’s  body.  Any  amount  of  bending  and 
twisting  of  the  truss  may  be  necessary  before 
this  is  accomplished.  Many  is  the  patient  who 
will  A’oice  great  surprise  when  the  pad  is  placed 
“w\ay  up  high”  over  the  internal  ring  in  cases 
where  they  have  been  wearing  the  pad  over  the 
external  ring  and  even  riding  the  pubic  tubercle. 
Each  physician  treating  hernia  by  this  method 
should  either  fit  his  own  trusses  or  train  his 
neighborhood  druggist  or  supply  man  or  accom- 
pany his  patient  to  the  supply  depot  and  fit  him 
there  himself.  A proper  fitting  truss  is  the  most 
important  part  of  this  treatment  and  until  this 
point  is  mastered  one  should  go  no  further. 

Before  treatment  is  instituted  one  should  in- 
sist U])on  the  patient  wearing  the  truss  day  and 
night  for  at  least  one  week.  In  this  wav  vou 
assure  yourself  that  the  patient  can  comfortably 
wear  the  truss  and  what  is  more  important  you 
insure  against  treating  what  appears  to  be  a re- 
ducible hernia  while  in  reality  it  is  not.  It  hap- 
pens occasionally  that  there  is  omentum  in  the 
sac  and  that  it  seemingly  reduces,  but.  as  a matter 
of  fact,  it  is  adherent  at  the  neck  of  the  sac. 
Wearing  a truss  over  this  will  not  hold  the  hernia 
in  its  apparent  state  of  reduction.  It  will  invari- 
ably slip  out  and  the  fiatient  will  have  pain:  the 
physician  receives  the  warning  that  something  is 
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wrong  and  he  should  not  proceed  with  injections. 
In  my  estimation  the  wearing  of  the  truss  suc- 
cessfully is  the  greatest  aid  in  the  diagnosis  of 
reducibility. 

As  a convenience  in  recording  the  site  of  the 
injection  a rough  sketch  is  used  by  the  author 
to  show  diagramatically  where  each  injection  was 
placed.  This  is  naturally  only  appro.ximate  hut 
it  is  a handy  reference  when  one  is  ready  to  give 
subsequent  treatments.  Some  men  use  small 
squares  of  tape  or  tattooing  with  mercurochrome 
over  the  site  of  the  needle  puncture,  hut  this  pre- 
sents the  disadvantage  of  marking  only  where 
the  needle  enters  and  is  of  no  use  whatever,  when 
a three  inch  needle  is  used  on  a marked  slant. 


Drawing  from  the  experience  of  others  as  well 
as  my  own,  a set  of  instructions  has  been  drawn 
up  and  a mimeographed  copy  is  given  each  patient. 
1 allow  the  removal  of  the  truss  at  night  after 
the  fourth  injection.  Sponge  baths  are  advised 
hecau.se  most  patients  object  to  buying  an  addi- 
tional hard  rubber  truss  to  wear  during  a bath. 
'Phis  type  of  truss  is  not  successful  for  continu- 
ous wear.  Patients  are  also  warned  against  com- 
ing for  treatment  with  the  bowels  full  of  gas  be- 
cause of  the  possible  protrusion  of  viscera  at  the 
time  of  injection.  A copy  of  my  instructions  to 
patients  follows: 

1.  The  truss  should  be  worn  next  to  the  body, 
removed  in  bed  and  put  on  in  bed. 

2.  Patients  with  large  hernias,  or  fat  patients, 
or  those  with  large  abdomens  should  wear  their 
truss  night  and  day.  Others  may  remove  their 
truss  at  night  after  the  fourth  injection. 

3.  The  truss  should  be  worn  tight  enough  so 
that  the  pad  pressure  will  produce  a depression 
in  the  skin. 


4.  If  the  hernia  becomes  painful  or  if  you  are 
distressed  by  wearing  the  truss  report  for  exami- 
nation at  once. 

5.  The  hernia  must  be  held  back  at  all  times. 

6.  Bathing  should  be  done  by  sponge  baths  un- 
til such  period  when  the  truss  can  be  removed  for 
a tub  bath  or  shower. 

7.  Wash  the  skin  carefully  beneath  the  pad 
with  rubbing  alcohol  several  times  a day  and  be- 
fore retiring  and  on  arising.  Talcum  or  zinc 
stearate  powder  may  be  dusted  over  the  area.  Cot- 
ton may  be  used  beneath  the  truss  at  any  point 
if  it  is  uncomfortable. 

<S.  Do  not  come  for  treatment  with  the  bowels 
full  of  gas.  .\lways  move  the  bowels  several 
hours  before  appearing  for  treatment. 

9.  It  is  best  to  receive  treatment  on  an  empty 
stomach. 

10.  Avoid  taking  cold,  getting  the  grippe  or  flu 
or  any  affliction  that  will  cause  you  to  cough.  If 
you  do  contract  such  a disease  keep  your  truss  on 
all  the  time  day  and  night  and  do  not  take  it  off 
until  you  have  received  ]>ermission  from  your 
physician. 

11.  You  will  be  able  to  continue  your  regular 
occuj)ation,  but  if  you  do  any  heavy  lifting  see 
that  the  truss  is  in  proper  position. 

12.  The  number  of  injections  varies  from  six 
to  twelve  in  most  cases. 

13.  The  truss  should  be  worn  six  months  after 
the  last  injection. 

14.  At  the  end  of  this  period  return  for  a 
check-up. 

15.  It  is  also  advisable  that  you  report  for  ex- 
amination every  six  months  for  about  two  years. 

16.  If,  at  any  time,  a recurrence  develops  you 
should  return  at  once  for  examination  or  commu- 
nicate with  your  physician. 

The  solution  that  I have  employed  is  sylnasol, 
formerly  called  .sylasol.  The  dosage  has  never  ex- 
ceeded two  cubic  centimeters  although  I have  seen 
three  cubic  centimeters  given  with  no  untoward 
effects.  Injections  were  started  at  the  internal 
ring  in  all  cases  and  following  the  first  injection 
there  has  never  been  a reappearance  of  the  hernia  ' 
to  date  in  any  case.  In  addition,  there  has  been 
to  date  no  cord  swelling,  ab.scesses,  te.sticular  atro- 
jiliy,  hydrocele  of  the  cord,  incarcerations,  or 
bowel  perforations.  Pain  following  injection  has 
never  occurred  e.xce])t  in  three  instances  and  in 
each  of  the.se  it  was  subsequent  to  injection  at  the 
internal  ring  and  was  undoubtedly  due  to  spilling 
of  the  solution  into  the  abdominal  cavity.  One 
case  occurred  one  hour  after  the  injection,  was  not 
severe,  and  was  promptly  relieved  when  the  pa- 
tient laid  down  for  a short  time.  The  other  two 
instances  occurred  in  an  easily  excitable  patient 
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and  the  first  time  caused  severe  cramping  p>ain  in 
the  lower  abdomen,  profuse  diaphoresis,  and  pulse 
acceleration  relieved  only  by  morphine  sulphate 
one-fourth  grain,  and  hot  wet  towels.  All  symp- 
toms had  passed  away  within  an  hour.  The  second 
time  this  patient  was  so  affected  the  pain  came  on 
much  slower,  about  fifteen  minutes  after  the  in- 
jection, and  lasted  thirty  minutes,  never  reaching 
. the  intensity  or  severity  of  the  first  instance. 

Several  things  can  be  learned  from  this  expe- 
' rience.  First,  any  injection  of  local  anesthetic 
I to  mask  the  pain  of  other  types  of  solutions  would 
t be  wasted  if  the  solution  entered  the  abdominal 
I cavity  and  the  pain  w’ould  be  more  severe.  (No 
local  anesthetic  is  used  prior  to  sylnasol.)  Sec- 
ond, all  precautions  used  at  the  time  of  injection 
such  as  requesting  the  patient  to  tell  you  at  once 
if  he  feels  any  pain  radiating  up  over  the  abdo- 
men toward  the  umbilicus  would  be  too  earlv  in 
most  cases  because  such  pain  does  not  arise  at 
once  during  the  injection  but  appears  ten  to  fifteen 
minutes  later  and  after  the  solution  is  all  injected. 

Ruptured  patients  can  practically  all  take  treat- 
ment by  injections  if  their  hernia  is  reducible  and 
if  they  can  wear  a truss.  Some  of  these  patients 
I who  cannot  wear  a truss  without  discomfort  can 
j be  treated  intensively  by  absolute  bed  rest  and 
' daily  injections  for  a \veek  or  more,  but  one  must 
proceed  carefully  and  be  sure  he  is  not  dealing 
, with  a case  of  adherent  omentum  as  described 
above.  Patients  with  diabetic  or  cardiac  condi- 
tions can  be  treated  if  controlled.  Hemophilia, 
j active  venereal  disease,  ascites,  skin  infections, 

I and  irreducibility  are  definite  contraindications. 

Last  but  not  least  is  the  failure  to  wear  a truss 
I successfully  for  a definite  period. 

CONCLUSIONS 

1.  History  of  the  injection  method  shows  it  to 
; have  grown  gradually  with  improvement  and  now 

to  have  reached  a point  where  it  has  been  proved 
anatomically,  pharmaceutically  and  surgically 
I sound. 

2.  There  are  many  good  solutions  now  on  the 
market  and  out  of  the  experimental  stages. 

,3.  L’se  of  a blunt  needle  directed  caudalward 
• I po.ssesses  many  factors  of  safety. 

' 4.  Beginning  injections  at  the  internal  or  ex- 

I-  ternal  ring  is  optional,  as  evidenced  by  present 
I results. 

],  5.  Injections  mu.st  be  jjlaced  deep  enough  if 

i results  are  to  be  obtained. 

6.  Fascial  irritation,  not  muscle  irritation,  is 
I the  intent  of  the  treatment. 

I 7.  Wearing  the  truss  successfully  is  the  great- 
'■  est  aid  in  the  diagnosis  of  reilucibility. 


8.  Complications  are  practically  nil. 

9.  Injections  at  the  internal  ring  are  most 
likely  to  be  followed  by  painful  reactions. 

10.  Contraindications  other  than  irreducibility 
are  practically  nil. 


210.5  Cottage  Grove  Avenue. 
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REGIONAL  (DISTAL)  ILEITIS 
E.  W.  Mulsow,  M.D.,  Cedar  Rapids 

Attention  was  directed  to  this  condition  recently 
by  CrohiE,  and  his  associates.  Many  cases  have 
been  recorded  since  his  first  report,  hnt  only  a few 
cases  had  been  reported  previously.  The  disease 
appears  to  be  of  recent  recognition  and  is  important 
because  of  tbe  unknown  etiology  and  its  relation  to 
ajjpendicitis.  The  clinical  diagnosis  is  very  diffi- 
cult and  the  best  treatment  is  not  yet  well  known. 

Regional  ileitis  has  been  defined  as  a granu- 
lomatous inflammation  of  unknown  eitology, 
wbich  involves  the  di.stal  ileum  in  most  cases.  It 
appears  that  this  condition  was  first  described  by 
DalzieF  in  1913  as  chronic  interstitial  enteritis. 
Moschcowitz  and  Mdlensky^  in  1923  described  it 
as  a nons]>ecific  granuloma  of  the  intestines. 
Crohn  and  his  associates  reported  it  as  regional 
ileitis  in  1932,  ’which  is  the  most  common  name 
given  to  this  condition  at  ])re.sent.  Bockus  and 
Lee^  sugge.sted  that  it  was  a terminal  ileitis,  and 
Erb  and  h'armer’  described  tbe  condition  as  an 


562 


Journal  of  Iowa  State  Medical  Society 


October,  1936 


ileocolitis.  It  appears  that  distal  ileitis  would  be 
the  preferable  term,  especially  from  the  clinical 
]ioint  of  view.  The  distal  portion  of  the  ileum  is 
involved  in  most  cases,  but  the  cecum,  appendix 
or  other  parts  of  the  intestines  may  be  af¥ected  in 
some  cases.  The  diagnosis  and  treatment  are  not 
so  difficult  when  other  parts  of  the  bowel  are 
aflfected.  If  a specific  organism  is  found  to  be 
the  cause  of  this  condition  then  the  name  could 
be  an  ileitis  of  the  particular  causative  organism. 

ETIOLOGY 

The  essential  cause  is  unknown,  but  several  or- 
ganisms have  been  suggested  as  the  possible  cause. 
A colon  bacillus  cultured  by  Ross*^  from  the  in- 
testines of  his  patient  was  agglutinated  by  the 
patient’s  serum  in  a dilution  of  1 to  320.  Krb  and 
Farmer  obtained  a colon  bacillus  from  the  peri- 
toneal fluid  of  a fatal  case  which  was  agglutinated 
by  serum  from  two  cases.  In  one  of  these,  agglu- 
tination occurred  in  a dilution  of  I to  1280.  The 
serum  from  two  other  cases  and  controls  did  not 
agglutinate  the  bacillus.  An  anaerobic  streptococ- 
cus was  cultured  by  Mixter"  from  the  peritoneal 
fluid,  an  enlarged  lymiih  gland,  and  the  deep  sur- 
face of  an  intestinal  ulcer  in  a case  of  eight  weeks’ 
duration.  Binney*  also  found  streptococci  as  well 
as  other  organisms  in  his  cases.  A dysenterv 
bacillus  has  also  been  suggested  as  the  cause  of 
the  disease.  Felsen®  found  agglutinins  in  positive 
titers  for  the  dysentery  bacillus  in  fourteen  cases  of 
distal  ileitis.  He  considers  this  disease  a charac- 
teristic form  of  a chronic  dysentery'  infection.  A 
tuberculous  infection  has  been  ruled  out  in  many 
cases  by  cultures  and  guinea  pig  injections.  Evi- 
dence of  .syphilis  and  actinomycosis  have  been  ab- 
sent in  these  cases.  Nevertheless  it  appears  that 
many  of  these  ca.ses  have  previously  been  diagnosed 
as  tuberculous  or  one  of  the  above  mentioned 
infections.  Amebic  infe.station  has  not  been  ex- 
cluded in  many  cases. 

The  predisposing  causes  are  as  uncertain  as 
the  essential  cause.  It  has  been  found  to  occur 
most  frequently  in  young  adults,  but  may  occur 
in  children  as  young  as  five  years  of  age.  and 
others  over  sixty  years  of  age  have  been  reported 
to  have  had  it.  The  relation  of  appendicitis  to 
this  disease  is  not  understood,  but  many  of  the 
])atients  have  had  an  appendectomy  before  the 
true  condition  has  been  recognized.  The  diagnosis 
and  treatment  of  cases  of  chronic  appendicitis 
become  of  especial  importance  in  relation  to  this 
disease.  It  has  been  suggested  that  disease  of  the 
appendix  mav  easily  involve  the  distal  ileum  be- 
cause of  the  close  relation  of  the  blood  supply. 
Other  suggested  causes  are  an  anomaly  of  the  blood 
supply,  a neuromuscular  disturbance,  or  an  un- 


usual mobility  of  the  terminal  ileum.  These  mav 
impair  the  blood  supply  and  predis|X)se  to  a chronic 
or  even  an  acute  infection. 

PATHOLOGY 

There  are  acute  and  chronic  stages,  and  charac- 
teristic findings  are  not  well  understood  at  pres- 
ent. The  gross  findings  in  a few  early  cases  have 
been  reported  to  consist  of  a primary  ulcer  on  the 
mesenteric  side  of  the  di.stal  ileum.  The  process 
is  believed  to  extend  then  into  the  mesentery  and 
along  the  bowel  ujiward  for  several  inches.  The 
ileum  becomes  red  and  swollen,  the  mesenterv  is 
congested,  thickened  and  contains  many  large 
lymph  nodes  in  some  cases.  At  later  stages  the 
lumen  of  the  bowel  becomes  constricted  because 
of  the  scarring.  Perforations  or  fistulae  mav 
occur,  which  make  the  diagnosis  and  treatment 
difficult.  The  microscopic  sections  jiresent  changes 
similar  to  tho.se  of  the  chronic  infectious  granu- 
lomata.  The  important  laboratory  findings  consist 
of  a leukocyto.sis  from  10,000  to  15,000,  a mod- 
erate secondary  anemia,  and  small  amounts  of 
blood  in  the  stools  at  irregular  intervals.  The  x-rav 
findings  may  be  the  “string  sign”  or  filling  defect 
in  the  distal  ileum  and  the  dilatation  of  the  loops 
of  bowel  above  the  constriction.  . 

SYMPTOMS 

The  most  common  complaints  are  abdominal 
distress  and  an  intermittent  diarrhea  in  a few  of 
the  early  ca.ses.  There  is  a mild  irregular  fever 
and  a moderate  anemia  in  chronic  cases.  There 
may  also  be  loss  of  weight  and  asthenia.  The  early 
symptoms  may  be  identical  to  acute  appendicitis, 
but  the  later  symptoms  are  those  of  intestinal  ob- 
struction. Upon  examination,  a scar  of  a pre- 
vious appendectomy  is  found  in  nearly  half  of  the 
cases.  A slightly  tender  mass  or  evidence  of 
fistulae  may  be  found  in  the  lower  right  quadrant. 
.Signs  of  obstruction  may  also  be  obtained. 

DIAGNOSIS 

A correct  diagnosis  is  very  difficult  but  essential 
for  the  proper  treatment.  In  many  cases  the  diag- 
nosis has  been  made  only  after  an  exploratory 
operation  and  thorough  pathologic  study.  In  the 
early  cases  it  re.sembles  a gastro-enteritis  or  the 
so-called  “intestinal  flu,”  or  it  may  simulate  appen- 
dicitis. As  the  disease  progresses,  especially  in 
young  adults,  tuberculosis  is  often  suspected.  Tu- 
berculosis cannot  be  excluded  until  a complete 
pathologic  study  is  made  in  such  cases.  When 
large  lymph  glands  are  found  at  the  operation, 
Hodgkin’s  disease  or  lymphosarcoma  must  be  con- 
sidered. Those  presenting  fistulae  or  sinuses  are 
verv  much  like  actinomycosis  and  the  differential 
diagnosis  is  not  easily  made.  In  older  paitents  it 
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mav  resemble  syphilis  or  carcinoma  of  the  ileo- 
cecal region. 

TREATMENT 


At  present  the  treatment  is  individual  in  nature, 
and  must  be  guided  by  the  general  surgical  prin- 
ciples used  in  the  treatment  of  inflammations  and 
obstructions  of  the  intestines.  Simple  exploration 
has  apparently  cured  a few  patients  over  a short 
period  of  observation.  Simple  appendectomy  has 
also  apparently  cured  some  patients  although  many 
patients  have  had  an  appendectomy  before  the 
diagnosis  was  made.  Enterocolostomy  has  been 
used  with  success  in  a few  cases  where  removal 
seemed  impossible.  Drainage  of  abscess  pockets 
or  sinuses  has  given  temporary  relief.  Resection 
of  the  affected  part  has  given  the  best  results  in 
skilled  hands,  although  it  is  often  very  difircult 
because  of  the  many  adhesions  and  fistulae.  There 
is  also  considerable  danger  of  hemorrhage  because 
of  the  vascularitv  of  the  tissues.  The  danger  of 
infection  and  peritonitis  is  always  present  in  such 
extensive  operations,  and  has  given  a high  mor- 
tality rate  in  several  instances  where  the  operation 
was  delaved. 


PATHOLOOIC  SPECIMENS 


The  sjiecimen  in  Fig.  1.  was  removed  from  a 
i woman  forty-four  years  of  age,  who  had  first 
noticed  severe  abdominal  pain  and  distress  about 


1.  The  tumor  mass  sectione<l  into  two  nearly  equal  parts. 
At  B is  the  ileum  whose  lumen  is  larger  than  it  is  an  inch  further 
up  At  C is  the  cecum  with  a thickene<l  wall.  At  A,  D,  E and  F 
are  the  appendix,  lymph  nodes  blood  vessels,  and  diffuse  scar 
tissue  respectively. 


four  weeks  jireviously.  She  tried  laxatives  for 
what  was  thought  to  be  ‘‘intestinal  flu,”  but  the  pain 
gradually  increased  in  severity  and  she  went  to 
her  jihysician  after  a few  days.  He  tried  dietary 
I measures  with  no  better  success.  About  ten  days 
later  her  physician  noticed  a mass  in  the  lower 


right  quadrant  and  x-ray  examination  gave  evi- 
dence of  obstruction  in  the  region  of  the  ileocecal 
valve.  A few  days  later  at  St.  Luke’s  Hospital, 
the  roentgenologist  was  unable  to  get  barium  to 
pass  from  the  cecum  into  the  ileum.  It  was 
thought  that  there  was  a malignancy  in  the  region 
of  the  cecum,  and  an  exploratory  operation  and 
removal  if  possible  was  recommended.  The  mass 
which  consisted  of  the  cecum,  three  inches  of  the 
distal  ileum,  and  the  appendix  was  removed.  She 
made  an  uneventful  recovery  and  has  remained 
well  since  leaving  the  hospital.  The  microscopic 
sections  easily  ruled  out  a malignancy,  but  tuber- 
culosis was  not  so  easily  excluded.  There  was 


Fig.  2.  This  shows  the  distal  portion  of  the  ileum  at  B,  with 
a very  thick  wall  and  many  blood  vessels.  At  A is  a normal  ap- 
pearing appendix,  and  at  C is  the  cecum  with  very  little  in- 
volvement. 

extensive  connective  tissue  proliferation,  with 
many  round  cells  and  leukocytes  scattered  through 
the  sections.  The  foreign  bcxly  type  of  giant  cell 
was  not  found,  although  such  cells  are  often  found 
in  this  condition  by  others.  The  gross  and  mi- 
croscopic appearance  was  not  characteristic  of 
tuberculosis  and  the  diagnosis  of  regional  ileitis 
was  finally  made. 

The  specimen  in  Fig.  2,  was  removed  from  a 
girl  fifteen  years  of  age.  She  had  been  troubled 
with  gastro-intestinal  disturbances  for  nearly  a 
3^ear.  She  abso  had  a positive  tuberculin  reaction, 
but  the  lungs  were  negative  in  the  x-ray  examina- 
tions. It  was  thought  that  she  had  tuberculosis 
of  the  cecum  wdth  intestinal  obstruction,  and  ex- 
ploration and  ]K)Ssible  removal  was  advised.  The 
appendix  in  this  case  was  not  a|)parently  involved 
and  the  cecum  was  only  slightly  affected.  The  dis- 
tal jiortion  of  the  ileum  was  very  much  congested 
and  the  wall  was  thickened.  The  lumen  of  the 
ileum  was  constricted  and  the  microscopic  sections 
revealed  a diffuse  nonspecific  type  of  inflamma- 
tion. The  patient  has  gained  weight  and  feels 
better  than  she  has  for  over  a vear. 
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SUMMARY 

Regional  ileitis  appears  to  be  a rather  common 
disease  although  it  has  not  been  recognized  as  a 
disease  entity  until  recently.  Many  cases  no  doubt 
have  previously  been  attributed  to  tuberculosis  in 
younger  patients  or  carcinoma  in  older  people. 
'I'he  etiology  is  unknown  and  its  relation  to  ap- 
pendicitis requires  further  study.  The  morbid 
anatomy  has  no  specific  characteristics  and  the 
diagnosis  of  regional  ileitis  can  be  made  only  after 
excluding  such  diseases  as  tuberculosis,  actino- 
mycosis. .syi)hilis,  Hodgkin’s  disease,  lymphosar- 
coma or  carcinoma.  The  best  treatment  appears 
to  be  surgical  removal  of  the  affected  parts,  but 
this  is  a major  operation  and  carries  a rather  high 
mortality.  Specimens  are  presented  from  two 
cases.  The  clinical  diagnosis  was  carcinoma  in 
the  older  patient  and  tuberculosis  in  the  voting  girl. 
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THE  WOMAN  PHYSICIAN  IN  A 
CHANGING  WORLD* 

Florence  Brown  Sherbon,  M.D. 

University  of  Kansas 
Lawrence,  Kansas 

“A  handful  of  millions  of  years  ago”  a beam 
of  light  from  our  own  sun  star  impinged  upon  a 
speck  of  mud,  colloidal  mud,  in  the  warm  and 
shallow  edge  of  the  ancient,  receding  sea.  A 
curious  thing  then  happened  to  this  historic  bit 
of  slime — it  quivered,  it  thrilled  to  life!  A short 
while  ago  another  ray  from  this  same  sun  started 
in  motion  the  machinery  of  a gigantic  spectacle 
upon  the  shore  of  an  inland  sea.  This  s}>ectacle 
was  the  product  of  the  jelly-like  colloidal  brain 
and  the  puny  hand  of  a creature  whose  direct 
progenitor  was  this  previously  mentioned  bit  of 
sensitized  primordial  slime.  This  event  is  a sym- 
bol of  the  amazing  fact  that  the  brain  of  man  has 
been  able  to  harness  and  bring  under  an  increas- 
ing degree  of  control  the  source  of  its  own  origin 
and  energy. 

Before  descending  from  our  intellectual  flights 
to  a more  concrete  consideration  of  our  “chang- 

•Presented  before  the  Thirty-ninth  Annual  Session.  State  So- 
ciety of  Iowa  Medical  Women,  Des  Moines,  April  29,  1936. 


ing  w’orld”  and  the  role  of  the  woman  physician  » 
in  the  present  status  of  the  scheme  of  things,  let  y 
us  briefly  summarize  our  cosmic  story.  Korzybski  4 
says  man  is  the  time-binding  animal,  the  first  crea-  • 
ture  to  become  aware  of  jiast  and  future;  there-  j 
fore  he  is  able  to  leave  cumulative  records  of  his  k 
life,  a social  heritage  to  his  posterity.  Each  man 
leaves  a world  changed  in  some  degree  for  better  I 
or  for  worse  because  of  his  having  lived.  We  are  <| 
witnessing  and  sharing  in  a dramatic  spectacle,  i 
We  see  how  man  has  girdled,  and  harrowed,  and  ■ 
leveled  the  surface  of  the  earth,  often  to  his  own  i 
disaster,  as  seen  in  our  pre.sent  dust  and  floods.  | 
He  harnesses  the  rivers  and  streams  of  earth;  he 
spans  its  oceans  with  cable  and  ship  and  wings ; p 
he  forces  the  earth  to  bring  forth  food  and  man  is  ; 
fed  as  never  man  was  fed  before.  With  his  group 
brain  man  has  created  cities,  sky  scrapers,  news- 
papers, books,  apartment  houses.  Ford  cars,  frig- 
idaires,  factories  and  poison  gas.  He  has  also 
produced  morphine,  ether,  and  antitoxin,  the  x-ray  ' 
and  the  microscope. 

One  feature  of  this  boiling,  toiling,  tumultuous 
struggle  of  life  is  the  cruelty  involved  in  the  i 
chaining  of  the  spirit  to  its  jihysical  prison,  from 
which  it  ever  seeks  release.  ( )ne  of  the  insistent 
phases  in  the  evolution  of  life  from  the  earth  is 
the  ever  present  preying  of  life  upon  life.  So  must 
the  balance  of  power  be  maintained,  even  among 
weeds  and  amebas.  The  human  organism  with 
its  socially  sensitized  brain  is  now  engaged  in  try- 
ing to  regulate  this  primitive  force  and  this  is  an 
outstanding  item  in  the  present  “change.”  We  ■ 
begin  to  envision  a time  when  human  reproduc- 
tion and  human  survival  will  be  so  smoothly 
attuned  to  world-environment  that  all  may  live 
out  a normal  life-span ; a time  when  the  con- 
ditions of  health,  such  as  food,  air,  social  se- 
curity and  medical  care — will  be  the  inalien- 
able rights  of  all  alike.  In  short  w'e  encisitm  a 
time  when  the  peoples  of  the  earth  shall  be  one 
Iieople,  bound  together  by  solidarity  of  interest, 
and  exercising  a composite  intelligence.  Visionary? 
Yes,  but  let  us  keep  our  vision ; without  it  we  cer- 
tainly perish  ! The  vision  lights  the  way  before  ; * 
the  cruel  whip  of  necessity  drives  behind.  Star- 
vation and  pestilence  have  been  the  keenest  incen- 
tives to  scientific  and  practical  research.  Evolu- 
tionary progression,  nay,  survival  itself  seems  to 
be  in  a sense,  flight  from  pain.  Medical  science 
has  its  roots  in  the  very  basic  human  wish  to  escape  . 
from  pain.  Next  to  the  search  for  a God  who 
shall  protect  us  from  the  calamitous  forces  of 
Nature,  comes  the  search  for  a physician,  a siq>er- 
man,  to  relieve  our  suffering.  Ever  the  medicine 
man  has  Iain  hold  of  all  accumulated  human  wis- 
dom and  human  beliefs  and  tried  to  turn  them  to 
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the  relief  of  man.  Lacking  scientific  knowledge  he 
j first  borrowed  from  the  realm  of  supernaturalism 
[ and  of  theology ; he  experimented  empirically  with 
i the  herbs  of  the  earth,  and  with  the  slow  progres- 
I sion  of  human  knowledge,  he  has  in  his  modern 
I exponent,  the  physician,  applied  chemistry,  biol- 
I ogy,  physics,  and  lastly,  neurology  and  psychology 
( to  relief  of  human  ills.  Most  significant  of  all. 
within  the  memory  span  of  each  of  us  medicine  is 
becoming  a science  not  only  of  the  cause  and  cure 
of  disease,  but  the  science  of  positive  health,  based 
upon  a knowledge  of  optimal  function  and  optimal 
conditions  for  function — a science  of  preventive 
j medicine.  Actually  medicine  has  become  the  king 
I of  sciences.  No  other  profession  is  now  so  en- 
trenched in  the  entire  spread  of  human  knowdedge. 
No  other  human  calling  requires  such  firm  ground- 
ing in  integrated  biological,  physical,  chemical,  and 
psychologic  science ; such  long  and  arduous  prep- 
aration ; such  rigid  selection  as  to  quality  of  intel- 
ligence and  personality;  or  exacts  so  much  in  zeal. 
[ devotion,  and  concentration. 

j (liven  this  foundation  and  this  preparation,  the 
! spread  of  application  ever  widens  not  unlike  the 
I development  of  the  embryonic  heart  as  it  throws  its 
j;  vital  fluid  through  blood-tubes,  then  develops  ar- 
! teries,  then  capillaries  which  carry  nutrition  to 
every  cell,  only  to  double  back  to  the  source  of 
j power.  No  matter  w'hat  the  direction  of  selective 
I interest  the  medically  trained  per.son  has  the  prop- 
er and  eflfective  point  of  dejiarture  in  basic  science 
to  which  he  ever  must  return. 

Our  specific  interest,  this  evening,  is  the  role  of 
the  woman  physician  within  this  challenging  field 
I]  which  reflects  so  widely  the  dynamic  character  of 
I our  changing  world.  In  a group  such  as  this  we 
may  safely  start  from  the  premise  that  woman  is 
no  longer  seriously  inhibited,  limited  or  hampered 
jirofessionally  or  socially  by  the  fact  of  her  sex. 
.Such  remnants  as  still  persist  of  prejudice  and 
supenstition  are  fading  out.  .She  is  generally  con- 
ceded the  right  to  exercise  her  powers  and  plan  her 
life  in  any  manner  she  may  elect.  The  fact  re- 
mains, however,  that,  in  spite  of  ecpial  rights  with 
man,  she  is  not  man,  but  woman.  1 think  one  of 
the  richest  fruits  of  liberty  and  eiiuality  under  the 
law  is  the  discovery  that  woman  may,  by  virtue  of 
her  difference  from  man,  now  truly  supplement  and 
complete  man’s  social  and  scientific  w'ork,  rather 
than  duplicate  or  compete  with  it. 

The  social  emancipation  of  woman  together  with 
the  changes  in  the  social  order  have  jwecipitated 
the  home  and  career  dilemma.  The  mechanization 
of  the  home,  the  regulation  of  child-bearing,  the 
simplification  of  infant  care,  the  group  education 
of  the  toddler,  all  have  loosened  the  brmds  and 
lengthened  the  tether  of  domesticity.  Women  are 


rapidly  becoming  able  to  make  a success  of  the 
home  and  still  jx^rform  their  work  in  the  w'orld, 
a matter  wdiich  has  been  speeded  u]>  t>y  the  strin- 
gency of  the  past  six  years.  1 0 be  sure  these 
drastic  social  changes  are  doing  things  to  marriage. 
Perhaps  it  is  on  the  way  to  becoming  a servant  in- 
stead of  a master.  Lacking  statistics,  1 will  hazard 
the  opinion  that  the  modern  professional  woman 
achieves  domestic  happiness  and  success  (piite  as 
often  as  does  the  woman  whose  energies  are  com- 
pletely concentrated  on  her  domestic  situation, 
on  her  mechanized  home,  her  two  children  ( or  a 
wire-hair  terrier),  and  on  vapid,  inane  social  life. 
The  worst  feature  of  the  j)resent  situation  for  the 
young  woman  who  elects  medicine  as  a career  is 
the  almost  inevitable  delay  to  normal  marriage 
occasioned  by  the  long,  arduous  and  expensive 
years  of  preparation.  A man  student  can.  and 
often  does,  marry  a woman  who  contentedly  and 
enthusiastically  devotes  herself,  not  only  to  the 
problem  of  feeding  two  for  the  former  price  of 
one,  but  who  often  keeps  her  job  and  actually  helps 
to  pay  his  bills.  We  have  not  yet  arrived  at  a 
status  of  such  complete  equality  that  the  woman 
medical  student  wants  to  or  can  marry  a man  who 
will  be  content  to  subordinate  his  life  to  her  career. 
This  enforced  delay  in  the  normal  completion  of 
life  is  probably  one  factor,  it  may  even  be  a chief 
factor,  in  restraining  women  from  entering  medi- 
cine. Above  all  we  do  not  want  our  medical  women 
to  substitute  career  for  marriage  and  home;  this 
would  be  equivalent  to  establishing  a new'  and 
highly  antisocial  order  of  celibacy,  and  it  would 
be  a supreme  social  disaster.  Somehow  intellectual 
men  and  women  must  together  solve  this  problem 
of  vital  mutual  interest.  Each  must  be  free  to 
create  but  each  has  need  of  the  other,  and  life 
must  go  on.  The  situation  is  all  too  new  for  com- 
plete solution.  There  must  be  time  in  which,  shall 
w'e  say,  to  experiment  and  test  results. 

Granting  that  w'oman’s  creative  life  is  neces- 
sarily colored  by  her  femaleness,  and  that  it  should 
be  so  colored,  how  does  this  affect  her  role  in 
medicine?  Let  us  keep  ever  before  us  the  fact 
that  modern  medical  science  is  the  science  of  life 
and  of  living  itself,  broad  and  deep  and  high  as 
the  expanding  universe:  but  in  one  sense  an 
api)lied  science,  applied  to  cut  fingers  and  aching 
heads  and  running  noses,  and  also  to  the  urgent 
matter  of  optimal  living  and  |X)sitive  health.  What 
of  woman’s  intrinsically  feminine  qualities  may  be 
cajiitalized  in  the  practical  and  theoretical  applica- 
tion of  science  to  living? 

It  recpiires  more  daring  than  the  sjieaker  jxjs- 
sesses  to  hazard  an  analysis  of  ‘‘femaleness."  \\  e 
will  timidly  and  tentatively  mention  a few  charac- 
teristics only  and  that  in  the  full  consciousness  that 
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exceptions  are  supposed  to  prove  the  rule.  It 
is  commonly  said  that  woman  is  intuitive,  man 
the  reasoner.  It  is  probably  true  that  women 
are  prone  to  draw  quick  conclusions  from  what 
the  psychologists  now  call  subconscious  reasoning. 
There  is  age  old  sanction  for  this  since  woman 
has  ever  lived  by  her  wits  and  has  not  been  ex- 
pected to  reason.  This  was  partly  because  she 
had  to  bring  up  her  children  and  conduct  her 
home  through  combined  intuition  and  empiricism ; 
she  had  no  basis  of  established  factual  knowledge 
with  which  to  reason.  By  the  law  of  natural 
selection,  the  intuitive  ones  survived,  d'he  pro- 
pensity to  draw  quick  conclusions,  colored  by 
emotional  insight  is  an  unsafe  substitute  for  basic 
knowledge  and  orderly  method,  but  it  is  a tre- 
mendous help  to  both.  One  application  of  intui- 
tion is  vicariousness,  the  ability  to  put  one’s  self 
in  another’s  place  and  know  just  how  the  other 
feels.  Lacking  this  no  doctor,  no  matter  how 
erudite  and  highly  trained,  can  see  his  patient 
as  a whole,  can  penetrate  the  often  critical  in- 
terspaces of  personality.  No  one  lacking  consid- 
erable measure  of  this  trait  should  ever  attempt  to 
minister  to  those  in  physical  or  mental  distress. 

Granting,  for  the  purpose  of  our  thesis,  that 
woman  is  strongly  endowed  liy  nature  or  train- 
ing or  both,  with  intuition,  imagination,  and 
vicariousness,  it  would  seem  that  she  should  be 
particularly  useful  in  situations  involving  the  in- 
timate relation  of  the  individual  to  other  individ- 
uals and  to  environment,  such  as  general  bedside 
care  of  the  sick  in  their  homes ; all  phases  of 
psychiatric  work,  behavior  clinics,  and  medical 
social  work.  Because  of  her  time  honored  mater- 
nal and  domestic  function  we  should  expect  women 
to  claim  obstetrics  and  pediatrics  as  their  own. 
Curiously  enough  women  seem  to  be  fighting  shy 
of  both.  We  do  have  Rachelle  Yarros  and  others 
to  demonstrate  that  women  can  succeed  in  obstet- 
rics in  spite  of  the  physical  hardships  and  emo- 
tional strain  involved.  It  is  difficult  to  understand 
why  women  are  not  flocking  into  pediatrics.  I 
think  not  half  of  our  state  departments  of  child 
hygiene  are  filled  by  women.  Logically  women 
should  elect  to  care  for  women  and  children.  I 
feel  certain  this  will  come.  Because  of  their  do- 
mestic predilection  women  physicians  should  do 
well  in  institutional  administration,  and  they  do 
if  they  do  not  attempt  to  specialize  in  too  many 
unrelated  fields. 

Because  the  fingers  of  women  seem  made  for 
deftness,  and  her  brain  keyed  to  fine  coordinations 
she  should  do  well  in  surgery,  and  she  does  as 
far  as  the  mechanics  of  surgery  goes.  We  see 
brilliant  o}>erative  work  by  some  of  our  women 
surgeons.  In  general,  however,  major  surgery 


demands  a massive  concentration  of  vitality  and 
attention  with  a trained  inhibition,  a complex 
which  woman  shows  on  occasions  such  as  child- 
bearing and  emotional  crises,  but  which  she  does 
not  easily  produce  on  demand.  Women  are  doing 
well  in  laboratory  research,  x-ray,  radium,  etc., 
where  dexterity,  order,  and  exquisite  precision  are 
re<juired.  For  the  same  reasons  women  should  do 
particularly  well  with  eye,  ear,  nose  and  throat 
work.  Women  should  be  entering  the  fields  of 
immunology,  bacteriology,  endocrinology,  allergy, 
blood  chemistry,  nutrition ; and  we  do  have  an 
Alice  Hamilton,  a Florence  Sabin,  a Zella  Stewart 
and  others.  Perhaps  the  traditional  distaste  of 
women  for  chemistry  and  physics  has  here  some- 
thing of  a restraining  influence.  It  is  sometimes 
said  that  women  are  not  contributing  to  medical 
research  and  it  is  thereby  deduced  that  women 
lack  interest  and  capacity  for  original  work.  This 
does  not  necessarily  follow.  For  one  thing  I am 
not  certain  that  in  proj>ortion  to  the  numbers  of 
each  sex  graduated  from  medical  schools,  women 
are  so  far  behind.  Research,  like  other  human 
effort,  is  instigated  by  necessity — the  need  for 
something  not  yet  known.  When  women  have 
found  their  place  a little  more  securely  and  cer- 
tainly, they  too,  will  need  new  knowledge  and  will 
be  driven  into  search. 

The  big  immediate  field  for  the  medical  woman, 
however,  as  the  speaker  sees  it,  is  the  field  of 
positive  health  and  preventive  medicine ; the  ap- 
plication of  this  unified  science  of  which  we  have 
spoken,  to  the  intimate,  personal  living  of  every- 
day people.  Doing  this  ramifies  into  all  aspects 
of  public  health  administration,  into  clinical  and 
dispensary  work,  into  school  health  work,  into 
industrial  hygiene,  into  life  insurance  examina- 
tions, into  student  health  service  in  colleges,  into 
the  teaching  of  hygiene,  and  the  administration  of 
health  education  in  any  and  every  sort  of  group: 
into  every  aspect  of  social  security  involving 
health.  This  leads  us  to  wonder  if  we  are  now 
training  in  our  medical  schools  enough  women  to 
meet  the  demands  about  to  be  precipitated  by  the 
social  security  act?  The  expansion  of  the  infancy 
and  maternity  program  alone  will  open  a wide  field 
for  women  pediatricians,  behavior  specialists, 
feeding  specialists,  parent  education  specialists, 
and  so  on.  The  net  result  of  the  social  security 
program  should  be  to  draw  a flood  of  our  most 
able  3'oung  women  into  medicine.  It  will  draw 
only  superior  women  since,  fortunately,  the  pres- 
ent screening  process  in  the  medical  schools  is  so 
drastic  no  weakling  can  survive.  If  the  situation 
could  be  presented  to  young  women  generally  dur- 
ing the  period  of  vocational  decision,  sureh'  noth- 
ing could  have  more  challenge  and  more  appeal 


VoL.  XXVI,  No.  10] 


Journal  of  Iowa  State  Medical  Society 


567 


than  the  tremendously  basic  matter  of  placing  all 
science  at  the  service  of  human  living. 

It  is  going  to  be  interesting  to  see  what  hap- 
pens when  the  74,000  Russian  women  pediatri- 
cians now  in  training  by  the  state,  are  integrated 
into  the  population  of  Russia.  It  will  be  even 
more  exciting  to  see  how  our  own  fine,  emanci- 
pated young  women  rise  to  the  American  situa- 
tion out  of  their  own  initiative.  We  who  are  in 
the  field  should  be  prophets  crying  in  the  wilder- 
ness. The  young  women  about  us  should  know 
what  we  have  to  tell  them.  I wonder  if  we  are 
making  our  voices  heard?  I wonder  if  we  have 
the  true  vision  of  science ; a unified  science, 
touched  with  the  alchemy  of  imagination  and  sym- 
pathy and  made  to  serve  and  not  destroy.  Herein 
lies  the  secret  of  the  survival  of  the  human  race, 
for  science  can  destroy,  and  there  is  danger  right 
now  that  it  may  destroy  its  own  creators. 

The  diseases  of  war  and  crime  and  poverty  are 
one  with  physical  disease  and  all  must  be  attacked 
and  overcome  by  mass  action  of  the  whole  people. 
The  effective  technic  for  doing  this  and  raising 
j the  level  of  human  living  rests  in  the  hand  of  the 
I scientist,  but  notably  and  particularly,  in  the  hand 
' of  that  specialist  who  can  apply  all  the  sciences 
to  human  living — the  medical  scientist.  Indeed, 

1 the  social,  medical  and  educational  sciences  are 
t merging  into  one  superscience  of  human  living.  It 
was  said  long  ago,  “The  proper  study  of  mankind 
is  man.”  Since  Nature,  in  what  we  must  accept 
as  her  infinite  wisdom,  has  decreed  that  woman 
shall  bear  and  nourish  the  young  with  her  body, 
and  guide  their  early  training,  .she  has  a unique 
j place  in  the  scheme  of  things.  She,  of  all  man- 
I kind  needs  most  to  study  man ; needs  the  help  of 
! this  new  superscience  of  life  and  living.  Women 
in  medicine  must  see  their  magnificent  opportuni- 
j ties,  and  join  hands  with  women  in  elementary 
I education  and  women  in  nursing  and  in  children’s 
' social  work.  Together  they  have  it  in  their  power 
to  bear  a new  generation  from  the  womb  of  the 
mind,  as  well  as  the  body,  a generation  nourished 
from  the  inexhaustible  breast  of  scientific  knowl- 
edge, but  knowledge  transformed  for  its  specific 
yairpose  by  the  alchemy  of  the  female  mind,  as 
woman  must  ever  transform  the  elements  of  her 
body  for  the  nutriment  of  the  young  of  the  syiecies. 
j Woman  may  never  equal  c>r  excel  man  in  his  own 
I sj)ecific  fields,  it  is  entirely  unimyxirtant  that  she 
should  be  able  to  do  everything  he  does  as  well 
I as  be.  .She  is  wa.sting  her  time  and  makinv  a 
' foolish  gesture  even  in  trying  to  demonstrate  thi- 
sort  of  equality ; but  sbe  must  enter  this  rich  field 
' which  is  hers  from  the  foundations  of  the  world. 
! this  yilace  in  a changing  world  which  she  alone 
can  fill. 


A STUDY  OF  198  CASES  OF  FEMALE 
GENITAL  MALIGNANT  TUMORS 

John  H.  Randall,  i\f.D.,  Iowa  City 

Department  of  Obstetrics  and  Gynecology, 
State  University  of  Iowa 

In  order  to  evaluate  the  effectiveness  of  our 
methods  of  treatment  of  malignant  neoplastic 
tumors,  we  have  recently  studied  every  case  of 
female  genital  malignancy  admitted  to  the  Uni- 
versitv  Hospital  during  the  period  from  Tulv  1, 
1926,'to  July  1,  1930. 

Carcinoma  of  the  cervix:  There  were  123  cases 
of  carcinoma  of  the  cervix  which  was  the  most 
common  form  of  malignancy,  comprising  62.1  per 
cent  of  all  female  genital  malignancies  and  78.3 
per  cent  of  all  uterine  carcinomas.  Thirty-one  of 
the  123  patients  had  received  some  form  of  ther- 
apy for  the  cervical  lesion  prior  to  their  admis- 
sion to  the  University  Hospital,  while  92  individ- 
uals received  all  their  treatment  in  the  clinic.  The 
diagnosis  of  carcinoma  was  made  on  clinical  find- 
ings without  biopsy  in  twenty-one  patients,  twelve 
of  whom  had  received  some  treatment  before  ad- 
mission. In  most  instances,  the  local  and  easily 
accessible  tumor  tissue  had  disay)]ieared  and  it  was 
not  felt  justifiable  to  yierform  a major  operation 
to  obtain  material  for  histologic  study.  Nine  of 
the  patients  who  had  no  biopsy  were  treated  en- 
tirely in  the  clinic  and  the  full  responsibility  for 
not  obtaining  tissues  for  microscopic  study  is 
ours.  None  of  the  twenty-one  survived  for  five 
years ; hence,  they  are  not  included  among  the 
five-year  survivals  but  are  counted  as  cases  of 
carcinoma.  Ninety-three,  or  91  per  cent,  of  the 
cervical  cancers  were  of  the  epidermoid  type,  while 
nine  were  adenocarcinomas. 

All  cases  were  grouped  clinically  at  the  first  ex- 
amination according  to  the  Schmitz  classification, 
as  follows:  Group  I,  the  lesion  was  entirely  lim- 
ited to  the  cervix;  Group  IT,  the  growth  was 
doubtfully  localized  in  the  cervix  but  there  was 
no  y)alyiable  infiltration  of  the  yiarametrial  tissues : 
Group  HI,  there  was  definite  y)alpable  invasion  of 
the  parametria  with  some  restricted  mobility  of 
the  cervix ; and  Group  IV,  there  was  marked  in- 
filtration of  the  parametria  with  uterine  fixation, 
or  invasion  of  the  rectum  or  bladder,  or  evidence 
of  metastases. 


Schmitz 

Group 

No.  of  cases 

Five  year 
survival 

Per  cent 

I 

() 

6 

100.0 

II 

i:i 

7 

5.3.8 

III 

60 

!t 

15.0 

IV 

44 

0 

0.0 

The  nineteen  patients  in  Grotq)S  1 and  H (15.4 
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per  cent)  were  classified  as  “operable.”  (Schmitz* 
has  reported  a group  of  486  patients  admitted  to 
Mercy  Hospital,  Chicago,  up  to  January,  1927, 
with  an  operability  rate  of  approximately  20  per 
cent.)  Twenty-two  patients  with  proved  carcin- 
oma of  the  cervix  were  alive  and  free  from  recur- 
rence at  the  end  of  five  years.  It  is  interesting 
to  note  that  this  number  includes  100  per  cent 
of  Group  I,  53.8  per  cent  of  Group  II,  15  per  cent 
of  Group  III,  and  none  of  Group  IV  cases.  The 
uncorrected  five-year  survival  rate  was  17.8  per 
cent,  which  is  lower  than  reported  by  many  clinics. 
By  eliminating  those  patients  who  had  received 
treatment  elsewhere,  and  considering  only  those 
for  whom  we  had  full  therapeutic  resjxmsibility, 
the  five-year  survival  rate  was  23.9  per  cent,  a 
figure  which  compares  favorably  with  the  sur- 
vivals in  other  clinics.  In  any  series,  the  results 
of  therapy  depend  largely  upon  the  number  of 
early  cases  treated,  and  improvement  can  be  ex- 
pected only  when  more  patients  can  receive  ade- 
quate therapy  before  the  local  lesion  has  extended 
beyond  the  cervix. 

Treatment  varied  greatly,  but,  in  general,  it 
was  planned  to  give  approximately  4,000  milli- 
gram hours  of  radium  to  the  cervix  in  two  sep- 
arate applications,  and  to  follow  this  treatment 
with  four  courses  of  deep  x-ray  therapy.  In 
thirty-one  cases  where  there  was  a large  exophytic 
growth  extending  into  the  vagina,  the  actual  caut- 
ery was  employed  to  destroy  the  cervical  portio 
prior  to  irradiation. 


TREATMENT  OF  CARCINOMA  OF  THE  CERVIX 


Type  of  treatment 

No.  of 
cases 

Five-year 

survival 

Per  cent 

X-ray 

10 

0 

0.0 

Radium 

10 

1 

10.0 

Cautery  and  x-ray 

8 

1 

12.5 

Cautery,  radium,  x-ray 

23 

4 

17.4 

Radium  and  x-ray 

39 

14 

35.8 

Hysterectomy  and  x-ray 

2 

2 

100.0 

The  most  effective  treatment  was  a combination 
of  radium  and  x-ray.  Among  39  patients  treated 
by  this  method  35.8  per  cent  were  alive  and  free 
from  recurrence  at  the  end  of  five  years.  When 
the  portio  was  destroyed  with  cautery  before  irra- 
diation, the  five-year  salvage  was  only  17.4  per 
cent.  These  two  groups  are  sufficiently  large  to 
make  the  data  significant.  More  recently  the  use 
of  the  cautery  has  been  discontinued  and  the  local 
tumor  has  been  treated  with  x-ray  therapy  prior 
tb  the  radium  application.  This  method  largely 
eliminates  the  necrosis  and  sloughing  which  fol- 
low cauterization  and  make  the  application  of 
radium  more  difficult  and  dangerous,  and  less 

•Schmitz.  Henry : Obstetrics  and  Gynecology,  edited  by  C.  H 
Davis.  W.  F.  Prior  and  Company,  Hagerstown,  Maryland.  Vol. 
III.  Chapter  20,  page  106. 


effective.  The  other  groups  of  patients,  in  whom 
the  treatment  was  more  selective,  are  too  small  to 
give  an  accurate  indication  of  the  effectiveness  of 
the  treatment  employed.  Many  of  those  who  had 
radium  alone  did  not  return  for  x-ray  therapy, 
while  those  who  received  only  x-ray  therapy  us- 
ually had  more  advanced  lesions. 

Of  the  ninety-two  patients  treated  entirely  in 
the  clinic,  sixty-three  are  known  to  have  died 
during  the  first  five  years,  and  seven  patients 
could  not  be  traced.  Among  the  sixty-three  traced 
fatal  cases,  the  average  time  from  the  beginning 
of  treatment  until  death  was  14.4  months.  Fifty- 
two  per  cent  died  within  the  first  year,  and  30.2 
per  cent  within  the  second  year,  while  only  17.5 
per  cent  lived  longer  than  tw’o  years.  Forty  per 
cent  of  the  Group  II  cases,  44.1  per  cent  of  the 
Group  III  cases  and  80  per  cent  of  the  Group  IV 
cases  died  within  the  first  year.  It  is  evident  that 
those  patients,  who  do  not  respond  well  to  treat- 
ment, have  a rapid  recurrence  or  spread  and  die 
usually  within  the  first  two  years.  In  spite  of  the 
poor  end  results  in  the  advanced  cases  (Groups 
III  and  IV),  it  is  believed  that  practically  all 
patients  should  be  treated,  since  radiation  therapy 
frequently  serves  to  prolong  life  and  may  clear  up 
the  local  lesion,  thus  eliminating  the  offensive  and 
annoying  vaginal  discharge  and  bleeding.  One 
patient  in  Group  IV  lived  for  twenty  months  after 
treatment  was  started. 

Among  the  thirty-one  patients  treated  elsewhere 
before  admission,  seven  had  had  simple  abdominal 
total  hysterectomies,  and  five  vaginal  hysterec- 
tomies, while  eight  had  had  radium  applied  to  the 
cervix  and  two  had  received  some  x-ray  therapy 
in  addition  to  radium.  Moreover,  nine  patients 
had  been  treated  by  operations  totally  inadequate 
for  treatment  of  cervical  carcinoma.  For  example, 
one  woman  was  subjected  to  bilateral  salpingo- 
oophorectomy  and  two  others  to  supravaginal  am- 
putation of  the  uterus.  In  general,  it  may  be  said 
that  no  operation  excejit  the  Schauta  or  Wertheim 
enlarged  hysterectomy  in  which  the  entire  uterus, 
both  adnexa,  upper  vagina,  and  most  of  the  para- 
metria are  removed,  is  adequate  for  the  treatment 
of  carcinoma  of  the  cervix.  These  thirty-one  pa- 
tients all  received  additional  therapy  in  the  clinic 
except  one  absolutely  hopeless  case.  Sixteen  were 
given  deep  roentgen  therapy,  ten  a combination  of 
radium  and  x-ray,  and  four  radium,  while  one  had 
only  symptomatic  treatment.  None  of  this  group 
survived  five  years. 

In  three  patients,  the  cancer  occurred  in  a cervi- 
cal stump,  an  incidence  of  2.4  per  cent.  In  each 
instance,  more  than  five  years  had  elapsed  between 
the  subtotal  hysterectomy  and  the  appearance  of 
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the  malignancy.  The  maximum  incidence  was  be- 
tween forty  and  forty-nine  years  of  age,  and  the 
average  age  was  46.7  years.  The  youngest  patient 
was  twenty-four  and  the  oldest  seventy-three  years 
of  age.  Cancer  of  the  cervix  is  mainly  a disease  of 
the  menopause  and  of  the  few  years  preceding  and 
following.  The  average  number  of  pregnancies 
was  4.8  and  the  average  number  of  full-term  de- 
liveries 4.2.  Only  4 per  cent  had  never  been 
pregnant.  Uterine  myomata  were  associated  with 
cerv’ical  cancer  in  seven  patients,  an  incidence  of 
5.6  per  cent.  In  each  instance,  the  myomatous 
uterus  was  so  large  that  there  could  be  no  doubt 
of  the  diagnosis.  Small  irregularities  and  slight 
enlargements  of  the  uterus  were  not  considered, 
since  they  are  so  frequently  seen  in  patients  of  the 
cancer  age. 

In  ninety-four  cases,  the  first  symptom  was 
bleeding  and  in  twenty  cases  leukorrhea.  Four 
first  complained  of  pain,  one  of  backache,  two  of 
uninary  incontinence,  and  two  of  prolapse.  Ab- 
normal bleeding,  particularly  metrorrhagia,  should 
lead  to  a suspicion  of  cervical  malignacy  and  in- 
variably demands  thorough  investigation.  Any 
unusual  leukorrhea,  especially  if  the  discharge  is 
watery  and  foul,  should  be  studied  even  though 
there  are  many  benign  lesions  which  can  be  re- 
sponsible. 

Carcinoma  of  the  body  of  the  uterus:  Thirty- 
four  cases  of  corpus  carcinoma  were  admitted  dur- 
ing the  years  under  consideration.  The  ratio  of 
corpus  to  collum  carcinoma  was  1 to  3.6,  which 
is  approximately  the  incidence  reported  from  other 
clinics.  Thirty-one  of  these  tumors  were  gland- 
ular carcinomas  (adenocarcinomas).  Biopsies 
were  not  obtained  from  three  patients,  in  whom 
the  findings  and  history  strongly  suggested  car- 
cinoma of  the  bcKly.  None  of  the  three  survived 
for  five  years ; hence,  they  are  not  included  in  the 
five-year  survivals  but  are  counted  as  cases  of 
corpus  carcinoma.  At  the  end  of  five  years,  ten 
patients  with  corpus  carcinoma  were  alive  and 
well  and  free  from  recurrence,  a five-year  survival 
rate  of  29.4  per  cent.  Excluding  the  five  patients, 
who  were  originally  treated  elsewhere  and  none 
of  whom  survived  five  years,  the  survival  rate  is 
34.4  per  cent. 

In  general,  the  treatment  was  selective  and  sev- 
eral methods  were  employed.  The  preferred  treat- 
ment was  total  abdominal  hysterectomy  with  bilat- 
eral salpingo-oophorectomy  combined  with  irra- 
diation therapy.  Fourteen  patients  were  treated 
after  this  plan  and  seven  (50  per  cent)  survived 
for  five  years  without  recurrence.  Five  received 
irradiation  therapy  before  operation,  and  nine 


postoperatively.  In  addition,  four  patients  were 
treated  by  total  hysterectomy  with  removal  of  the 
adnexa,  one  by  supravaginal  amputation  plus  irra- 
diation therapy,  six  by  x-ray  and  radium,  two  by 
x-ray  therapy  alone,  and  one  by  radium  alone. 
Irradiation  therapy,  when  used  alone,  was  em- 
ployed only  on  patients  who  were  obviously  poor 
operative  risks  or  were  completely  inoperable. 
One  patient  was  so  far  advanced  that  only  sympto- 
matic treatment  was  advisable.  Among  the  five 
patients  who  had  been  treated  before  admission, 
two  had  had  x-ray,  one  radium,  one  simple  total 
hysterectomy  and  one  supravaginal  amputation. 
Four  were  given  further  irradiation  therapy  but 
one  received  only  palliation.  None  survived  a five- 
year  period. 

Corpus  carcinoma  occurred  most  frequently  in 
the  group  of  fifty  to  fifty-nine  years  of  age,  and 
the  average  age  was  52.8  years.  The  youngest 
patient  was  twenty-eight  and  the  oldest  seventy- 
four  years  of  age.  There  were  five  patients  under 
the  age  of  forty  years.  Carcinoma  of  the  body  in 
contrast  to  carcinoma  of  the  cervix  is  most  com- 
mon following  the  menopause  and  may  be  re- 
garded as  a disease  of  old  age.  The  average  num- 
ber of  pregnancies  was  2.1,  and  the  average  num- 
ber of  full-term  deliveries  was  1.5.  Twelve  pa- 
tients, or  35.3  per  cent,  had  never  been  pregnant. 
In  thirty-one  patients,  the  chief  early  symptom 
was  vaginal  bleeding,  w’hile  three  complained  only 
of  leukorrhea.  Uterine  bleeding  following  the 
menopause  is  very  suggestive  of  corpus  carcinoma. 
In  seven  patients  (20.6  per  cent)  body  cancer  was 
associated  with  myomata. 

Sarcoma:  Three  patients  had  sarcoma  of  the 
uterus ; in  two  the  malignancy  arose  from  the 
endometrium  and  in  the  third  there  was  sarcoma- 
tous degeneration  of  a leiomyoma.  One  case  of 
mucosal  cell  sarcoma  is  extremely  interesting. 
This  patient  was  curetted  on  the  twenty-first  post- 
partum day  for  bleeding  and  sarcoma  was  diag- 
nosed by  several  pathologists.  Total  hysterectomy 
with  removal  of  both  adnexa  was  performed  and 
followed  by  two  courses  of  deep  x-ray  therapy. 
This  patient  was  alive  and  well  and  free  from  re- 
currence five  years  later.  The  sarcoma  originat- 
ing in  a large  intramural  fibroid  nodule  was  diag- 
nosed after  the  uterus  had  been  removed  by  supra- 
vaginal amputation.  Postoperative  irradiation 
therapy  was  given.  This  patient  has  survived  for 
five  years  without  evidence  of  recurrence.  The 
third  case  was  diagnosed  by  curettage  done  for 
po.stmenojjausal  bleeding.  This  patient  was  treated 
with  x-ray  and  radium  and  lived  only  four  months. 

Chorioitepithelioma:  This  condition  occurred 

in  two  patients:  in  one  it  followed  an  incomplete 
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abortion,  and  in  the  other  the  expulsion  of  a liyda- 
tid  mole.  Both  patients  were  treated  by  hyster- 
ectomy. In  each  case  the  tumor  was  entirely  lo- 
calized to  a small  area  in  the  fundus  of  the  uterus. 
Both  patients  survived  five  years  free  from  re- 
currence. 


Oi'arian  carcinoma : Fourteen,  or  7.1  ]>er  cent, 
of  the  tumors  in  the  series  were  ovarian  in  origin. 
The  patients  ranged  from  nineteen  to  sixty-nine 
years  in  age,  the  average  being  forty-seven  years. 
The  average  numher  of  pregnancies  was  five.  Only 
two  were  nulliparous.  The  most  common  symp- 
toms were  abdominal  pain  and  tumor.  In  eight 
])atients,  carcinoma  was  diagnosed  microscopi- 
cally, w'hile  in  six  no  histologic  examination  was 
made.  Three  of  the  latter  were  operated  upon  else- 
where and  came  for  deep  x-ray  therajiy,  and  the 
others,  who  came  originally  to  the  clinic,  were  not 
subjected  to  operation,  and  consequently  no  tis- 
sue was  available.  The  treatment  varied  consider- 
ably. In  two  patients  unilateral  oophorectomy  was 
followed  by  x-ray  therapy,  while  two  others  were 
treated  by  unilateral  oophorectomy  without  irra- 
diation therajiy.  At  laparotomy  two  patients  pre- 
.sented  inoperable  tumors,  and  only  tissue  for  ex- 
amination was  removed.  Two  patients  had  sub- 
total hysterectomies  with  bilateral  salpingo- 
oophorectomies.  and  one  of  these  had  subsequent 
x-radiation.  Three  individuals  who  had  been  op- 
erated upon  elsewhere  received  only  x-ray  therapy, 
(bne  inoperable  case  was  treated  entirely  b\-  x-ray 
therapy,  and  two  others  were  given  only  sympto- 
matic treatment.  Three  of  these  patients  w'ere 
alive  and  free  from  recurrence  after  five  years,  but 
onlv  one  may  be  considered  a five-year  survival 
(7.1  per  cent),  since  the  other  two  did  not  have 
microscopic  diagnoses. 

Carcinouici  of  flic  vulva:  Twelve  patients  with 

carcinoma  of  the  vulva  were  seen  during  the  pe- 
riod. The  average  age  was  57.4  years,  with  ex- 
tremes of  thirty-eight  and  seventy-eight  years  of 
age.  All  were  parous  women,  the  average  numher 
of  jiregnancies  being  three.  Seven  of  the  twelve 
patients  noted  itching  as  the  first  symptom,  and 
it  was  felt  that  the  malignancy  had  developed  in  a 
pre-existing  leukoplakia.  Five  patients  complained 
chieflv  of  ulcerating  tumors  and  had  no  history  or 
findings  suggesting  an  etiologic  relation.ship  to 
leukoplakia.  Microscopic  .study  was  possible  in 
ten  cases,  but  no  biop.sy  was  obtained  in  two  pa- 
tients who  had  been  treated  prior  to  their  admis- 
sion to  our  clinic.  In  two,  the  epithelial  cells  had 
no  tendency  to  produce  pearls,  while  in  eight  there 
was  con.siderable  keratinization  and  pearl  forma- 
tion. Two  patients  were  treated  with  x-ray  ther- 
apy alone,  four  with  local  excision  with  an  endo- 


therm  knife  plus  x-ray  therapy,  one  by  radical 
vulvectomy,  one  by  simple  vulvectomy  followed 
by  x-ray,  and  one  hopeless  case  was  treated  synij)- 
tomatically.  Of  the  three  patients  who  had  had 
local  tumor  excisions  before  admission,  two  were 
treated  with  x-ray  therapy  and  one  with  intra- 
venous colloidal  lead.  No  patient  with  vulvar  car- 
cinoma was  alive  and  well  at  the  end  of  five  years. 
This  limited  experience  in  treating  carcinoma  of 
the  vulva  has  led  to  discontinuance  of  local  ex- 
cision of  the  tumor  followed  by  x-ray  therapy 
to  the  regional  glands.  Radical  vulvectomy  witli 
bilateral  gland  dissection  is  now  the  treatment 
of  choice. 

Carcinoma  of  the  vagina:  There  were  four 

cases  of  primary  carcinoma  of  the  vagina,  an  in- 
cidence of  two  i>er  cent,  which  is  slightly  higher 
than  most  clinics  report.  In  three  patients  the 
tumor  was  an  epidermoid  carcinoma,  while  in  the 
fourth  patient  no  biopsy  was  obtained.  Two  pa- 
tients had  received  irradiation  before  admission 
and  were  given  further  irradiation  therapy.  Of 
the  two  patients  treated  entirely  in  the  clinic,  one 
received  x-ray  therajiy  and  the  other  only  symp- 
tomatic treatment.  None  survived  even  a two- 
year  period  following  institution  of  treatment. 

Carcinonm  of  the  tube:  Carcinoma  of  the 

fallopian  tube  was  the  rarest  of  all  genital  malig- 
nancies, only  one  case  being  recorded  in  the  series. 
This  patient  was  treated  by  supravaginal  ampu- 
tation of  the  uterus  combined  with  bilateral  sal- 
pingo-oophorectomy.  Two  courses  of  deep  x-ray 
therapy  were  given  jiostoperatively.  The  patient 
lived  thirteen  months. 

Undifferentiated  pelvic  carcinoma:  There  were 
five  cases  of  such  extensive  pelvic  malignancy  that 
it  was  impossible  to  ascertain  the  location  of  the 
jirimary  tumor,  although  it  was  felt  that  it  was 
not  uterine  in  origin.  All  the  lesions  were  far 
advanced  and  were  considered  hopeless.  Four 
received  symptomatic  treatment  and  the  fifth  some 
irradiation  therajiy.  All  five  patients  died  within 
a few  months. 

If  the  results  of  the  treatment  of  cancer  are 
to  be  improved  much  in  the  future,  it  will  be  neces- 
sary to  make  an  early  diagnosis  and  institute  ther- 
apy as  soon  thereafter  as  possible.  Cancers  which 
are  purely  localized  in  their  growth  can  usually 
be  cured,  but  when  they  have  spread  to  contiguous 
structures  there  is  less  hope  for  favorable  end  re- 
sults. Treatment  should  also  be  adequate  so  that 
all  cancer  tissue  is  either  entirely  removed  or  de- 
stroyed. Inadequate  operations  and  insufficient 
irradiation  lead  eventually  to  recurrences  and  a 
rapid  spread  of  the  cancerous  process. 
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THE  USE  UE  TRICHLORACETIC  ACID  T( ) 
OBLITERATE  BLEEDING  POINTS 
UPON  THE  NASAL  SEPTUM 
Frank  Graham  Murphy,  Ai.I).,  Mason  City 

To  eradicate  permanently  a bleeding  point  upon 
the  nasal  septum  with  trichloracetic  acid  is  an  easy 
matter  when  the  correct  technic  is  used.  Its  safety, 
ef¥ectiveness  and  easy  application  should,  on  the 
basis  of  clinical  evidence  covering  a period  of 
thirty-five  years,  justify  a claim  for  its  more  uni- 
versal use.  in  applying  it  the  operator  need  not  be 
afraid  of  destroying  the  submucous  tissues  nor 
of  doing  injury  to  the  nasal  sejitum.  He  must 
remind  himself  that  trichloracetic  acid  does  not 
readily  attack  normal  tissues  but  will  obliterate 
loosely  protected  capillaries  which  are  resixinsible 
for  the  majority  of  nasal  hemorrhages  not  result- 
ing from  traumatism  or  oiieration. 

Every  physician  has  among  his  patients  those 
who  at  times  complain  of  having  nosebleed,  d'he 
attacks  may  be  mild  or  .severe  and  may  (X'cur  at 
varied  intervals.  Regardless  of  the  fact  that 
epistaxis  may  originate  from  a varied  etiology, 
the  immediate  concern  of  the  jihysician  is  so  to 
manage  the  treatment  that  the  hemorrhage  is 
quickly  stopped,  that  it  shall  not  recur,  and  that 
no  damage  shall  have  been  done  to  the  underlying 
tissues.  If,  becau.se  of  inexperience  with  this 
remetly,  a recurrence  of  the  ejiistaxis  does  take 
place  no  harm  wall  have  been  done  and  the  operator 
is  at  liberty  to  be  more  thorough  in  his  next  at- 
tempt. 

I'hese  patients  usually  call  at  the  physician's 
office  and  inform  him  that  they  have  nosebleed  at 
times.  Practically  every  physician  has  a head- 
mirror.  a na.sal  speculum  and  a frosted  electric 
light  globe  by  which  to  insfiect  the  anterior  nasal 
chamber.  These  hemorrhages,  as  a rule,  always 
occur  upon  the  cartilaginous  jiortion  of  the  nasal 
se])tum  and  usually  on  its  concave  .side.  The 
bleeding  point  is  usually  from  a half  inch  to  an 
inch  within  and  can  readily  be  seen  by  the  exam- 
iner. Why  these  broken  cajiillaries  should  be 
nearlv  always  found  on  the  concave  side  where 
thev  would  seem  to  be  most  jirotected  is  a matter 
of  sjieculation.  Usually  a small  1)1o<k1  clof  may  be 
seen  around  the  s|K)t  where  the  last  bleeding  took 
place.  cotton  tij)])ed  jirobe  holding  five  or  si.x 
drops  of  1-lfXX)  adrenalin  is  allowed  to  touch  the 
tissues  around  the  clot  which  becomes  softened 
by  the  adrenalin  .solution.  Then  with  a fresh  swab 
saturated  with  adrenalin  the  clot  may  be  slowly 
but  gently  worked  away  without  doing  violence  to 
the  ex|x»sed  capillaries.  The  adrenalin  will  then 
more  efifectively  come  in  contact  with  the  former 
bleeding  surface  and  no  further  hemorrhage  is 
usuallv  encountered. 


If  oozing  .should  start  again  pressure  upon  the 
bleeding  point  by  the  adrenalin  saturated  cotton- 
tipjied  probe  will  stop  it  if  continued  for  a few 
moments.  i'he  pnx'edure  must  not  be  hurried. 
The  five  per  cent  cocaine  solution  should  then  be 
apjilied  upon,  and  tor  a half  inch  or  more  around, 
the  location  of  the  exposed  capillaries.  This 
procedure  should  be  repeated  several  times  at 
intervals  of  a few  moments  and  alternating  with 
the  adrenalin  solution.  When  no  more  hemorrhage 
is  likely  to  occur  and  the  cocaine  anesthesia  is  evi- 
dent, the  parts  should  be  gently  dried  with  medium 
sized  cotton  swabs  before  the  trichloracetic  acid  is 
applied.  The  acid  solution  is  applied  from  the  end 
of  the  probe  containing  a small  jiledget  of  cotton 
wound  tightly  so  as  to  contain  no  superfluous  acid 
solution.  The  other  end  of  the  probe  should  have 
wound  around  it  a more  generous  amount  of  cot- 
ton which  is  used  to  wipe  the  surface  as  dry  as 
l)Ossible  before  reversing  the  ends  of  the  probe 
to  ajqily  the  acid  remedy.  After  the  jiarts  have 
been  prepared  and  the  application  of  the  acid  solu- 
tion has  begun  the  operator’s  success  will  depend 
much  uixjn  his  knowledge  that  the  white  coagu- 
lated mucus  covering  the  surface  is  not  sufficient 
to  dehydrate  the  underlying  offending  capillaries. 
At  the  point  where  the  hemorrhage  took  place  a 
noticeable  dark  spot  may  be  ob.served  tbrough  tbe 
white  coagulated  mucus.  Several  applications  of 
the  acid  must  be  made  at  this  point  accompanied 
by  a little  pressure  to  make  sure  that  the  capillaries 
are  dehydrated  sufficiently  deej)  to  remain  closed. 
In  about  six  days  the  dehydrated  superficial  caji- 
illaries  along  with  the  coagulated  mucus  and  sur- 
face epithelial  cells  will  loosen  and  be  blown  out. 
In  a few  weeks  the  surface  will  appear  normal  and 
no  evidence  of  the  past  treatment  wall  lie  aj)parent. 

Occasionally  a physician  is  called  upon  to  treat 
an  ejiistaxis  that  has  existed  for  a considerable 
duration  of  time  and  about  which  there  may  be 
considerable  an.xiety.  If  this  jiatient  is  at  his  own 
residence  the  physician  should  have  with  him  an 
extension  cord,  although  a kerosene  lamj)  will  do 
if  the  residence  is  not  wired  for  electric  lights.  The 
Operator  prefers  to  have  the  jiatient  in  the  upright 
position  but  if  he  is  lying  on  his  side  the  bleeding 
nostril  should  be  farthest  from  the  pillow.  When 
the  physician’s  equijiment  is  in  order  about  him 
the  blood  clots  are  removed  with  a towel  or  cotton. 
The  inside  of  the  bleeding  nostril  is  then  wijied 
out  with  the  cotton  on  the  probe  until  the  oozing 
cajiillaries  are  .seen.  Then  the  other  end  of  the 
probe  containing  cotton  saturated  with  the  adrena- 
lin solution  is  quickly  pres.sed  against  the  bleeding 
point.  This  ])rocess  is  continued  until  the  bleeding 
has  entirely  ceased  when  the  cocaine  solution  may 
be  added  and  followed  in  a few  moments  with  the 
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trichloracetic  acid  apiilication  as  described  above. 
To  relieve  epistaxis  efifectively  and  permanently 
with  the  least  jRissihle  disturbance  to  the  underly- 
ing tissues  and  with  little  discomfort  to  the  pa- 
tient, this  remedy  and  the  method  of  handling:  it 
seems  to  he  ideal. 

EXCEPH.\L()GR.\PHY  IN  CHILDREN 
Charlotte  Fisk,  M.D.,  Iowa  City* 

From  the  Department  of  Pediatrics,  College  of 
Medicine,  State  University  of  Iowa 

Every  physician  and  especially  the  pediatrician 
is  frequently  asked  to  state  the  prognosis  in  cases 
of  epilepsy,  mental  retardation,  convulsions  and 
cerebral  birth  injuries.  Routine  study  of  such  cases 
should  include  a detailed  history,  complete  physical 
examination,  urinalysis,  blood  count,  blood  and 
cerebrospinal  fluid  Wassermann  tests,  lumbar 
puncture  and  skull  plates.  The  results  of  these 
investigations  are  often  of  negative  value  and  the 
physician  is  unable  to  offer  the  definite  prognosis 
which  is  of  paramount  interest  to  the  parents.  In 
such  cases  the  additional  procedure  of  an  en- 
cephalogram may  give  positive  evidence  of  an  or- 
ganic brain  lesion  and  in  the  more  exceptional  case 
indicate  a lesion  which  may  be  benefited  by  surgical 
treatment.  It  is  felt  that  the  majority  of  parents 
prefer  definite  knowledge  concerning  the  condi- 
tion of  their  children  to  the  false  hoj^es  raised  by 
incomplete  examinations. 

Before  encephalography  is  performed  the  pa- 
tient is  given  a conqilete  neurologic  examination 
including  a lumbar  puncture.  .Signs  of  increased 
intracranial  jn'essure  nr  of  a brain  tumor  are  con- 
sidered absolute  contraindications  to  encephalo- 
graphv.  Presumptive  evidence  is  furnished  by 

* The  author  is  now  associated  with  the  Bureau  of  Child  Wel- 
fare. Wisconsin  State  Board  of  Health.  Madison.  Wisconsin. 


symptoms  of  frequent  headaches,  projectile  vom- 
iting, blurred  vision,  localized  convulsions  and  the 
finding  of  increased  spinal  fluid  pressure,  choked 
discs,  Macewen’s  cracked  pot  sound,  bulging  an- 
terior fontanel  and  hydrocephalus.  If  there  are 
no  suggestive  s^niptoms  or  physical  findings  of  a 
brain  tumor  the  patient  is  prepared  for  encephal- 
ography by  sedatives.  Repeated  doses  of  pheno- 
barbital  or  anesthesia  with  avertin  given  rectally, 
80  to  100  milligrams  of  avertin  per  kilogram  of 
body  weight,  have  been  recommended. 

'I'he  technic  of  encephalography  as  performed 
in  this  clinic  is  a relatively  simple  procedure.  F'ol- 
lowing  the  preparation  with  sedatives  the  child  is 
held  in  an  upright  jiosition  and  a spinal  needle  is 
then  inserted  between  tbe  fourth  and  fifth  lumbar 
vertebrae  into  the  spinal  canal.  Approximately 
ten  cubic  centimeters  of  spinal  fluid  are  allowed  to 
drain  from  the  canal  before  five  cubic  centimeters 
of  air  are  injected  into  the  canal  by  means  of  a 
sterile  syringe.  The  withdrawal  of  five  cubic 
centimeters  of  spinal  fluid  with  replacement  by 
five  cubic  centimeters  of  air  is  repeated  alter- 
nately until  the  spinal  fluid  escapes  from  the  needle 
in  slow  drops.  During  this  procedure  of  air 
injection  the  head  may  be  rotated  gently  from  side 
tO'  side  to  insure  equal  distribution  of  the  air  in 
the  ventricles  and  subarachnoid  spaces.  The  vol- 
ume of  air  injected  will  vary  from  twenty  to 
two  hundred  cubic  centimeters  and  no  definite 
amount  of  air  necessary  for  a successful  en- 
cephalogram can  be  set  arbitrarily.  Roentgeno- 
grams are  taken  within  one  hour  after  the  air  in- 
jection and  lateral,  anterior-posterior,  posterio- 
anterior  views  are  obtained. 

Piercy^  recommends  a special  apparatus  for  the 
simultaneous  displacement  of  spinal  fluid  and  in- 
jection of  air  for  encephalography.  By  this  closed 


Fig.  1.  R.  S.  Both  the  lateral  and  third  Fig.  2.  A.  S.  Lateral  and  anteroposterior  encephalograms 

ventricles  are  filled  with  air.  There  is  a showing  dilatation  of  the  lateral  and  third  ventricl^,  but  no  dis- 

marked  increase  in  air  over  the  right  placement  or  filling  defects.  There  is  no  subarachnoid  air  present, 

frontal  and  posterior  parietal  areas.  Im-  Impression : hydrocephalus, 

pression  : porencephalia. 
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Fig.  3.  M.  G.  Lateral,  anteroposterior  and  posteroanterior  encephalograms  showing  dilatation  of  the  lateral  and  third  ventricles. 
The  left  lateral  ventricle  is  larger  than  the  right  and  flares  out  in  its  posterior  portion  to  include  the  left  parietal-occipital  region. 
Impression  : porencephalia,  posttraumatic. 


.system  method  the  intracranial  pressure  is  main- 
tained fairly  constant  throughout  the  entire  pro- 
cedure. Liberson-  has  performed  210  encephalo- 
graphies with  a closed  system  method  with  no 
untoward  results  and  with  less  violent  postinjec- 
tion reactions. 

Reactions  to  encephalography  may  occur  either 
immediately  or  witliin  a latent  period  of  twenty- 
four  to  seventy-two  hours.  The  symptoms  of  head- 
ache, dizziness,  nau.sea,  vomiting,  persjiiration  and 
slow  pulse  during  the  pnxiedure  are  commonly  en- 
countered and  are  not  to  be  feared.  However, 
with  any  evidence  of  circulatory  embarrassment 
tlie  air  injection  should  be  stopped.  Latent  reac- 
tions include  headache,  fever,  leukocytosis  and 
meningismus  with  a moderate  lymphocytosis  in 
the  spinal  fluid.  The.se  reactions  may  be  alarm- 
ing but  are  seldom  dangerous  to  the  life  of  the 
patient.  Crothers^  reports  one  fatal  case  in  a 
series  of  200  encephalographies.  However,  sud- 
den death  from  lumbar  puncture  in  cases  of  brain 
tumor  with  increa.sed  intracranial  tension,  whether 
the  tumor  lies  in  the  cerebellar  fossa  or  elsewhere, 
is  not  uncommon. 

It  is  the  ]x>licy  of  the  Department  of  Pediatrics 
of  the  University  Hospitals  to  perform  an  en- 
cephalography on  all  jiatients  if  there  is  any  ques- 
tion of  an  organic  brain  lesion  that  is  not  suggestive 
of  a brain  tumor.  During  the  period  from  July. 
1935,  to  May,  1936,  inclusive,  in  a series  of  thirty- 
seven  encephalographies,  pathologic  findings  have 
been  demonstrated  in  seventeen,  or  in  49  per  cent 
of  the  patients.  Crothers'"’  found  positive  evidence 
of  a pathologic  lesion  in  50  per  cent  of  two  hun- 
dred successive  encephalographies.  The  follow- 
ing illustrative  case  summaries  are  cited. 

R.  .S.,  a ten  months’  old  infant  was  brought  to 
the  clinic  because  of  retarded  development  and 


periodic  fever.  There  was  a history  of  birth  in- 
jury with  the  onset  of  convulsive  seizures  at  five 
months  of  age.  The  routine  examination  revealed 
a fairly  well  nourished  white  male  of  ten  months 
who  was  unable  to  hold  his  head  up  or  to  sit  un- 
supported. There  were  no  other  positive  physical 
findings  and  the  skull  plates  did  not  show  any 
abnormalities.  However,  the  encephalogram  gave 
evidence  of  a marked  degree  of  porencephalia. 

A.  S.,  a fifteen  months’  old  infant  developed 
blindness  subsequent  to  meningococcic  meningitis 
six  months  earlier.  The  child  apparently  could  not 
distinguish  light  or  darkness,  yet  examination  of 
the  eyes,  including  the  fundus,  revealed  no  abnor- 
malities. The  skull  plates  were  normal  but  the 
ventricles  were  dilated  and  subarachnoid  air  was 
absent  on  the  encephalogram.  It  is  felt  that  the 
blindness  was  caused  by  pressure  damage  of  the 
occipital  lolies. 

M.  G.,  a nine  year  old  girl  had  develojied  fre- 
([uent  convulsive  seizures  during  the  past  five 
months.  There  was  a history  of  a difficult  birth 
but  the  child  develoj>ed  normally  without  any 
signs  of  central  nervous  system  involvement  until 
the  present  illness.  The  jihysical  findings  were 
negative  except  for  a right  homonymous  heman- 
iopsia.  The  encephalogram  showed  a dilated  third 
ventricle  and  left  lateral  ventricle  with  the  pos- 
terior horn  connecting  with  the  jiarietal-occipital 
region.  A large  cystic  area  on  the  left  side  of  the 
brain  was  aspirated  and  excised  following  which 
the  patient  made  a slow  but  uneventful  recovery. 

SUMMARY 

1.  Lncephalograpby  is  a iirocedure  recom- 
mended for  all  patients  with  a hi.story  or  .sym|)toms 
suggestive  of  an  organic  brain  lesion  other  than 
a brain  tumor. 
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2.  In  a series  of  thirty-seven  encephalographies, 
pathologic  findings  were  demonstrated  in  seven- 
teen patients ; an  incidence  of  47  per  cent. 

3.  Immediate  and  latent  reactions  to  encephal- 
ography have  been  encountered  but  all  the  reac- 
tions were  temporary  and  not  associated  with  any 
permanent  effects. 

4.  In  one  patient  the  pathologic  findings  dem- 
onstrated by  the  encephalogram  furnished  the  basis 
for  surgical  procedures  which  were  followed  by 
beneficial  effects. 
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LY M PHOGR AN ULOM A I NGUI N ALE 
Lewis  J.  Dimsdale,  M.D.,  Sioux  City 

Although  described  in  European  literature  in 
the  early  nineteenth  century,  only  during  the  past 
decade  has  the  attention  of  many  American  work- 
ers been  directed  toward  lymphogranuloma  ingui- 
nale. Even  more  recently  has  the  general  prac- 
titioner become  aware  of  its  existence.  I have  un- 
der my  care  one  such  case  and  know  of  one  other 
case  in  Sioux  City.  Neither  of  these  cases  was  cor- 
rectly diagnosed  until  after  many  errors  had  been 
made. 

The  case  I saw,  is  I believe,  typical  in  most 
respects  of  lymphogranuloma  inguinale.  The  pa- 
tient, a female,  forty  years  of  age,  was  seen  at 
the  clinic  complaining  of  severe  constipation,  fecal 
discharge  from  the  vagina  and  general  debility. 
She  stated  that  she  had  seen  numerous  physicians 
who  varyingly  diagnosed  her  condition  as  rectal 
malignancy,  luetic  proctitis  and  gonorrheal  proc- 
titis. She  had  a rectal  biopsy  in  1932  at  which 
time  Hodgkin’s  disease  was  suspected  but  not 
established.  After  careful  questioning,  the  patient 
recalled  that  she  had  a small  ulcer  on  the  left  labia 
in  1918  which  soon  disappeared  and  was  not  given 
a second  thought.  Soon  thereafter  she  noted  a 
gradual  enlargement  in  the  inguinal  region  which 
caused  some  discomfort  but  not  of  such  severity 
as  to  require  medical  attention.  In  1929  there 
appeared  a creamy  discharge  from  the  rectum 
which  a little  later  became  serosanguineous  and 
was  followed  by  a similar  discharge  from  the 
vagina.  Not  until  1930  did  constipation  become 
pronounced  and  since  that  time  has  increased  grad- 
ually but  constantly.  On  examination  the  entire 
pelvic  floor  was  firm  and  indurated.  A thick  fecal 
discharge  was  exuding  from  numerous  recto- 
vaginal fistulae.  Rectal  examination  revealed  a 


stenosis  of  such  severity  that  even  the  tip  of  the 
small  finger  could  not  be  inserted.  The  Frei  test 
was  positive. 

The  reason  that  this  case,  and  others  like  it, 
are  not  more  frequently  recognized  is  that  the 
existence  of  this  condition  is  not  widely  known. 
As  the  first  step  in  the  control  of  any  such  disease 
depends  entirely  upon  the  recognition  of  its  more 
common  features  by  the  general  practitioner,  a 
brief  resume  of  its  clinical  picture  is  here  at- 
tempted. Lymphogranuloma  inguinale  is  a spe- 
cific venereal  disea.se  caused  by  a filtrahle  virus. 
Although  commonly  believed  to  be  found  only  in 
the  South,  case  reports  from  other  parts  of  the 
country  are  becoming  more  frequent  in  the  litera- 
ture. The  infection  is  characterized  by  a subacute 
or  chronic  inflammation  of  the  inguinal  or  [jelvic 
lymph  glands,  usually  resulting  in  suppuration, 
abscess  formation  and  chronic  fistulation,  with  a 
tendency  toward  healing  by  retractile  scarring  and 
fibrosis. 

The  onset  of  the  disease  is  insidious.  The  pri- 
mary lesion  is  frequently  overlooked  because  of  its 
painless  transient  duration  and  small  size,  often 
being  no  larger  than  a pin-head.  The  local  sore 
is  usually  confined  to  the  genitalia  but  is  rarely 
seen  on  extragenital  sites.  It  may  manifest  itself 
in  one  of  four  ways ; ulcerative,  nodular,  papular, 
or  lymphogranulomatous  urethritis.  It  generally 
appears  in  three  to  twenty-one  days  after  inocula- 
tion, disappears  in  five  to  ten  days,  and  gives 
rise  to  no  subjective  symptoms  during  its  exist- 
ence. The  secondary  stage  usually  appears  in  ten 
to  thirty  days  after  exposure  and  is  characterized 
by  a chronic  inflammatory  involvement  of  the 
lymph  glands  in  the  fields  draining  the  primary 
lesion.  As  the  lymph  drainage  from  the  genitalia 
differs  in  the  male  and  female,  the  clinical  pic- 
tures likewise  are  altered.  In  the  male  the  drain- 
age is  almost  entirely  directed  into  the  inguinal 
lymph  glands  and  then  into  the  deep  ileac  nodes. 
In  the  female,  these  glands  drain  only  from  the 
vulva  whereas  the  vagina  and  cervix  feed  into 
the  perirectal  and  retrovaginal  lymph  glands. 

Several  days  prior  to  the  lymphadenitis,  the 
patient  suffers  from  variable  constitutional  com- 
plaints, such  as  headache,  anorexia,  backache,  and 
generalized  malaise.  Soon  thereafter  there  is  an 
inflammatory  involvement  of  the  lymph  nodes. 
The  nodes  become  hard,  swollen  and  tender.  The 
tenderness  becomes  more  pronounced  as  the  swell- 
ing increases.  The  disease  progresses  slowly,  ex- 
tending from  gland  to  gland,  finally  producing  a 
peri-adenitis.  As  this  develops,  the  surrounding 
tissues  become  fixed  and  attached.  The  blood 
picture  at  this  time  shows  a moderate  leukocytosis 
of  ten  to  twelve  thousand  with  a definite  increase 
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in  moiionucleocytes  and  eosinophiles.  Eventually 
softening  of  the  glandular  masses  occurs  and  this 
is  followed  by  the  appearance  of  one  or  more 
fistulae  which  become  inter-communicable,  the 
interlacing  channels  giving  the  affected  area  a 
honeycombed  appearance.  Thick  creamy  pus 
usually  exudes  for  some  time  and  this  occasion- 
ally becomes  serosanguineous.  As  the  lymph 
nodes  are  involved,  lymphatic  thrombosis  occurs 
causing  an  elephantiasis  of  the  drained  areas — 
genito-anorectal  region.  I'he  process  is  essentially 
chronic  with  remittances  of  severe  symptoms  the 
rule.  The  third  stage  is  characterized  by  lesions 
in  non-lymphatic  tissues  which  are  directly  asso- 
ciated w'ith  the  destruction  of  the  lymphatic  glands 
and  vessels.  The  duration  of  this  period  is  variable. 
Healing  when  it  does  occur,  takes  place  by  fibrosis 
and  scar  retractions. 

The  picture  seen  clinically,  depending  upon  the 
stage  of  its  advancement,  may  therefore  be  one  of 
a number.  As  stated  before,  the  primary  lesion  is 
frequently  overlooked.  Later,  the  complaint  may 
be  a tender  Vegional  gland  enlargement,  or  still 
later,  an  elephantiasis  of  the  genitals.  More  fre- 
quently the  findings  are  those  of  a rectovaginal 
fistula,  a fecal  fistula,  ischio  or  perirectal  abscess 
and  periproctitis  with  a slowly  advancing  rectal 
stricture  and  stenosis.  The  patients  rarely  live 
beyond  the  age  of  fifty.  The  continued  suppura- 
tion undermines  the  health  and  frequently  leads  to 
nephritis,  amyloidosis,  or  severe  anemia.  Also,  the 
marked  constipation  produces  a devitalizing  tox- 
emia of  the  associated  chronic  intestinal  obstruc- 
tion. 'I'he  application  of  the  Frei  test  in  suspected 
cases  will  materially  aid  in  the  recognition  of  this 
condition.  This  test  discovered  in  1925  by  Frei 
is  a specific  diagnostic  intradermal  procedure 
which  becomes  positive  in  ten  to  twenty-one  days 
following  the  appearance  of  the  adenitis. 

In  the  differential  diagno.ses.  the  following  con- 
ditions should  be  considered. 

1.  Chancroidal  bulio.  The  process  tends  to  be 
more  acute,  more  painful,  suppurates  earlier  and 
produces  as  a rule  but  one  large  fistula.  Ducrey’s 
bacilli  are  found  in  scrapings  from  the  lesion. 

2.  Luetic  adenitis.  The  glands  are  hard,  dis- 
crete and  have  no  tendency  to  suppurate.  A dark- 
field  examination  and  blofxl  Wassermann  test  fur- 
ther aids  the  establishment  of  the  causative  eti- 
ology. 

?.  'I'uberculosis. 

L Hodgkin’s  disease. 

5.  Malignant  conditions. 

6.  Simple  pyogenic  infections. 

7.  Fungous  infections. 

Xus.  .5.  4,  5,  6 and  7 can  be  ruled  out  by  careful 
bacterif>l()gic  and  pathologic  studies. 


8.  Granuloma  inguinale  can  be  differentiated 
by  the  presence  of  Donovan  bodies  and  also  by  the 
fact  that  the  lymph  nodes  are  not  involved.  A 
good  rule  to  follow  is  to  do  a Frei  test  on  all  cases 
of  rectal  strictures  and  of  inguinal  adenopathy, 
unless  they  are  obviously  caused  by  some  other 
agent. 

'I'he  treatment,  as  in  other  little  understood  con- 
ditions, has  been  diverse  and  unsatisfactory. 
Potassium  iodide  internally,  emetin  intramuscu- 
larly, as  well  as  the  local  application  of  salts  of 
iron,  copper,  arsenic,  and  mercury,  have  been  tried. 
Intravenous  injections  of  compound  solutions  of 
iodine,  or  intramuscular  injections  of  antimony  and 
potassium  tartrate  (Faudin)  have  been  tried  but 
with  little  encouragement.  X-ray  and  radium 
therapy  have  likewise  failed.  Removal  of  the 
involved  tissues  has  relieved  some  patients  but 
does  not  give  uniformly  satisfactory  results.  At 
present  only  palliative  and  supportive  treatment 
can  be  given.  In  cases  of  anorectal  stenosis,  at- 
tempts at  dilatation  have  proved  futile.  Here,  a 
left  inguinal  colostomy  is  the  best  solution.  This 
relieves  the  obstruction,  immediately  improves  the 
general  condition  of  the  patient,  and  aids  the  local 
lesion  as  the  secondary  colonic  infection  is  with- 
drawn. Efforts  to  build  up  the  patient’s  immunity 
to  the  virus  by  repeated  injections  of  sjiecific  anti- 
gen are  still  inconclusive.  Attempts  to  develop  an 
attenuated  form  of  the  virus  are  being  made  but 
have  not  advanced  beyond  the  experimental  stage. 
This  approach,  however,  clearly  offers  the  most 
hopeful  possibilities  yet  to  be  suggested  in  regard 
to  prophylaxis  or  even  treatment. 

43.3  Frances  Building. 


THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCES 


CIRRHOSIS  OF  THE  LIVER 
WITH  JAUNDICE 
Walter  Cary,  M.D.,  Dubu(|ue 

'fhe  differential  diagnosis  of  jaundice  in  adults 
presents  an  interesting  clinical  jiroblem  because 
there  are  so  many  possible  causes.  It  is  well  recog- 
nized that  persistent,  painless  jaundice  in  an  adult 
is  frequently  due  to  primary  or  metastatic  malig- 
nancy. Indeed,  this  is  so  well  known  that  there 
is  a tendency  to  be  .satisfied  with  a diagnosis  of 
malignancy  where  actually  some  one  of  several 
other  possible  factors  is  the  cause  of  the  obstruc- 
tion to  the  passage  of  bile.  The  case  to  be  pre- 
sented is  of  intere.st  becau.se  it  illustrates  this  A-ery 
fact. 
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CASE  report 

Chief  complaint:  The  patient,  a white  woman, 
thirty-seven  years  of  age,  was  admitted  to  the 
Finley  Hospital,  October  9,  1934,  with  a com- 
plaint of  “nausea,  vomiting,  jaundice  and  weak- 
ness.” 

Family  history:  Her  husband  was  blind  and 

she  had  one  daughter  with  congenital  glaucoma. 

Past  history:  The  patient  had  been  blind  since 
childhood  with  glaucoma.  She  also  had  a mild, 
inflammatory  rheumatism  early  in  life  and  one 
year  before  her  admission  there  was  a recurrence 
lasting  a few  weeks.  She  had  had  numerous  at- 
tacks of  abdominal  pain,  many  of  which  were  ac- 
companied by  nausea  and  vomiting.  Her  last  at- 
tack was  six  months  before  admission  and  after 
two  weeks  of  nausea,  vomiting  and  localized  pain 
in  the  right  lower  abdominal  quadrant,  she  con- 
sulted a surgeon  who  made  a diagnosis  of  chronic, 
recurrent  appendicitis  and  removed  the  appendix. 
Following  the  operation  she  coughed  a great  deal 
and  raised  thick,  greenish,  mucoid  material.  Two 
weeks  later  numerous  rales  were  heard  in  both 
lungs  and  signs  of  'fluid  developed  in  the  right 
chest.  Three  weeks  after  the  operation  the  right 
chest  was  aspirated  and  320  culiic  centimeters  of 
straw-colored  fluid  were  withdrawn.  The  fluid 
appeared  to  be  a transudate.  A guinea  pig  was 
inoculated  but  gave  no  evidence  of  tuberculosis 
after  six  weeks.  The  patient  continued  to  run 
a septic  temperature  varying  between  normal  and 
102  degrees.  Two  other  aspirations  were  done 
during  a period  of  three  weeks  and  700  cubic  centi- 
meters of  sterile  fluid  were  removed.  X-ray  exami- 
nations showed  a thickened  pleura  but  no  evi- 
dence of  active  tuberculosis.  The  patient  was  dis- 
charged from  the  hospital  after  eight  weeks  with 
a diagnosis  of  cured,  chronic,  recurrent  appen- 
dicitis and  pulmonary  tuberculosis  which  was 
never  proved. 

Present  illness:  After  the  patient  returned 

home  she  had  a persistent  cough  and  another  mild 
attack  of  inflammatory  rheumatism.  Two  months 
later  she  complained  of  loss  of  appetite,  a bad 
taste  in  her  mouth  and  a little  nausea.  When 
seen  at  this  time  she  was  distinctly  jaundiced. 
Because  of  her  blindness  and  that  of  the  other 
members  of  her  family,  it  was  not  known  when 
the  jaundice  developed.  An  alkali  by  mouth  and 
daily  saline  catharsis  was  given  without  relief. 
Soon  after  she  left  town  and  had  no  medical  ad- 
vice until  her  return  about  three  week  before  en- 
tering the  hospital.  The  jaundice,  which  had  been 
a light  yellow,  was  now  very  dark.  She  was  nau- 
seated, weak  and  very  ill.  The  cough  persisted 
and  she  raised  what  looked  like  thick  pus.  The 


sputum  was  negative  for  tubercle  bacilli.  There 
was  slight  tenderness  in  the  gallbladder  region. 
The  temperature  continued  to  remain  normal. 
In  spite  of  her  illness  she  did  her  housework  even 
though  she  was  told  to  remain  in  bed.  One  week 
before  coming  to  the  hospital  her  condition  be- 
came distinctly  worse.  She  was  advised  to  enter 
the  hospital  because  the  jaundice  increased  and 
headaches  and  nausea  became  more  severe. 

Physical  examhiation:  On  admission,  the  tem- 
perature was  98.2  degrees,  the  pulse  100,  and  the 
respirations  20  per  minute.  The  patient  was  a well 


Pi&.  1.  Photograph  of  the  liver. 


developed  and  nourished  white  woman  with  a deep 
olive  green  jaundice.  She  was  seriously  ill  and 
semicomatose.  There  was  no  cervical  rigidity. 
The  lymphatic  glands  were  not  enlarged  and  no 
glands  were  palpable  at  the  base  of  the  neck.  The 
tongue  had  a dirty  coating.  The  lungs  posteriorly 
showed  diminished  resonance  at  the  right  base 
but  without  the  flatness  one  would  expect  with 
fluid.  Breath  sounds  were  absent  in  the  back. 
The  heart  was  not  enlarged  to  percussion.  The 
sounds  were  rough  and  had  a peculiar  “scratchy” 
sound  but  there  were  no  typical  murmurs.  The 
abdomen  was  somewhat  distended  and  a small 
fluid  wave  was  present.  The  liver  was  just  pal- 
pable under  the  costal  border.  The  gallbladder 
could  not  be  felt  and  was  not  tender.  The  spleen 
was  not  palpable  and  was  not  enlarged  to  per- 
cussion. The  patient  was  unable  to  cooperate 
by  breathing  to  force  the  spleen  down.  There 
was  a large,  ventral  hernia  extending  the  entire 
length  of  the  appendectomy  scar,  apparently  the 
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result  of  her  persistent  cough  following  the  opera- 
tion. The  white  blood  count  was  9,600. 

With  the  progressive,  afebrile  jaundice  of  two 
months’  duration,  in  a patient  thirty-seven  years 
of  age,  not  accompanied  by  pain,  and  with  con- 
siderable loss  of  weight,  the  most  likely  diagnosis 
was  cancer  of  the  head  of  the  pancreas.  As  no 
palpable  masses  nor  any  other  evidences  of  a 
tumor  could  be  found,  an  x-ray  examination  was 
ordered  in  an  effort  to  find  evidence  of  metastases 
in  the  thorax.  The  report  showed  marked  thick- 
ening of  the  pleura  over  the  right  lung  with  an 
elevation  of  the  right  diaphragm  and  some  en- 
largement of  the  heart.  No  evidence  of  pulmon- 
ary metasta.ses  was  found.  The  patient  died  after 
two  days  in  the  hospital  with  marked  pulmonary 
edema. 

Clinical  diagnosis:  Probable  carcinoma  of  the 

head  of  the  pancreas  with  jaundice. 

Autopsy  abstract:  The  body  was  that  of  a well 
developed  and  nourished  white  woman  with  a 
moderately  inten.se  jaundice.  There  was  a hernia 
of  the  appendectomy  scar.  The  abdomen  con- 
tained 2,000  cubic  centimeters  of  deep  amber, 
clear  fluid.  The  left  chest  contained  150  cubic 
centimeters  and  the  pericardial  sac,  eighty  cubic 


Fijf.  2.  Cr6ss  section  of  the  liver. 


centimeters  of  similar  fluid.  The  heart  was  di- 
lated and  w’eighed  425  grams.  On  dissection  the 
foramen  ovale  was  widely  open  and  the  mitral 
cusps  were  thickened  and  retracted.  Over  their 
upper  surfaces  there  were  minute  vegetations. 
The  mitral  endocarditis  explained  the  several  at- 


tacks of  inflammatory  rheumatism  and  probably 
the  sejitic  temperature  which  followed  the  ap- 
pendectomy. It  is  likely  that  the  cough  was  due 
to  stasis  of  the  lungs.  The  latter  showed  acute 
congestion,  edema  and  an  occasional  minute  hem- 
orrhage. There  were  a few  fibrous  adhesions 
over  the  pleura  of  the  left  lung,  but  the  right 
pleural  cavity  was  almost  obliterated  by  edematous 
adhesions.  No  evidence  of  tuberculosis  was 
found  in  either  lung.  The  most  important  find- 
ing was  in  the  liver.  It  was  attached  to  the  dia- 
phragm by  edematous  adhesions  which  were  easily 
broken  up.  It  was  shrunken  in  size  and  exter- 
nally, was  coarsely  nodular,  especially  in  the  lower 
half  and  over  the  dome  (Fig.  1.)  On  section  it  cut 
with  markedly  increased  resistance.  1'he  cut  sur- 


Fig.  3.  Microscopic  section  of  the  liver. 


face  showed  numerous,  small,  discrete  nodules  of 
liver  separated  by  coarse  bands  of  connective  tis- 
sue (Fig.  2).  The  change  was  most  marked  to- 
ward the  periphery  of  the  organ  and  the  central 
portion  was  only  moderately  involved.  The  cut 
surface  was  greenish  brown  due  to  the  staining 
with  bile.  The  gallbladder  was  distended  with 
viscid  bile  but  the  bile  ducts  were  patent.  On  mi- 
croscopic examination  the  liver  showed  marked 
destruction  of  the  normal  architecture  due  to  a 
great  increase  of  granulation  and  fibrous  tissues 
and  to  an  infiltration  with  enormous  numbers  of 
round  cells  and  a few  polymorphonuclear  leuko- 
cytes (Fig.  3).  In  many  areas  there  was  marked 
regeneration  of  the  liver  cells  and  of  the  epithe- 
lium of  the  bile  ducts.  There  was  also  a moderate 
thickening  of  the  capsule  of  the  sjileen. 

Anatomic  diagnosis — Primary:  1.  Chronic  and 
subacute  mitral  endocarditis;  ])atent  foramen 
ovale ; cardiac  dilatation  and  hypertrophy ; acute 
congestion  and  edema  of  each  lung;  pleural  effu- 
sion. 2.  Chronic  and  subacute  dififuse  hepatitis 
with  cirrhosis:  jaundice  and  ascites.  Subsidiary : 
Operative  scar  (appendectomy)  with  hernia:  hi- 
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lateral  fibroiis  pleurisy  ; chronic  perisplenitis  and 
perihepatitis. 

COM  ME  NT 

A review  of  this  case  indicates  that  there  was 
a diffuse  degenerative  process  involving  the  liver 
])arenchvnia  followed  by  regeneration  and  an  at- 
tempt at  repair.  Undoubtedly  some  toxic  agent 
affected  the  liver  cells  hut  its  nature  is  iu  doubt. 
There  was  no  history  which  would  implicate  alco- 
hol or  other  drugs  that  are  known  to  be  toxic  for 
the  liver  cells.  As  the  patient  had  recurrent  at- 
tacks of  inflammatory  rheumatism  with  endocardi- 
tis. it  is  quite  possible  that  the  liver  damage  was 
due  to  bacterial  toxins.  The  case  may  be  the  end 
result  of  an  unrecognized  subacute,  yellow  atrophy 
and  is  an  example  of  one  stage  of  atrophic  cirrho- 
sis of  the  liver  (Laennec’s  or  ixirtal  cirrhosis,  “hob- 
nail” liver).  While  possible,  jaundice  is  unusual 
in  jwrtal  cirrhosis  and  as  there  was  no  obstruction 
to  the  extrahepatic  bile  ducts  it  was  probably  due 
to  constriction  of  the  intrahepatic  ducts.  The 
ascites  was  primarily  the  result  of  interference 
with  the  portal  circulation  and  .secondarily  to  the 
failing  heart. 

'I'he  differential  diagnosis  was  difficult  because 
of  the  vagueness  of  the  symptoms,  the  absence  of 
physical  findings  and  the  jaundice.  Jaundice  is 
very  rare  in  the  common  type  of  cirrhosis  of  the 
liver  though  usual  in  biliary  cirrhosis  (Hanot’s 
disease).  In  the  latter  the  liver  and  spleen  are 
enlarged.  At  no  time  could  evidence  of  enlarge- 
ment of  either  organ  be  demonstrated  in  this  case. 
Furthermore,  ascites  is  rare  in  biliary  cirrhosis.  In 
the  absence  of  definite  findings,  malignancy  orig- 
inating in  some  organ  where  there  would  be  few 
symptoms  seemed  the  most  probable  diagnosis. 
The  organ  that  answers  this  description  most  fre- 
quently is  the  pancreas.  Possibly  the  error  in  diag- 
nosis might  have  been  avoided  if  the  patient  had 
been  under  constant  observation. 


CLINICAL  NOTES  FROM  THE 
COLLEGE  OF  MEDICINE 


PULMONARY  EMBOLISM 
Henry  J.  Niebal^er,  M.D.,  Iowa  City 
Department  of  Surgery 

Perhaps  the  most  discouraging  and  dishearten- 
ing incident  following  present  day  surgical  opera- 
tions is  the  occurrence  of  a pulmonary  embolus, 
commonly  apjiearing  in  a young  patient  who  is 
well  on  the  road  to  recovery.  In  no  other  mode 
of  death  is  exitus  quite  so  dramatic  as  in  massive 


pulmonary  embolic  accident.  Because  it  is  so 
sudden  and  so  dramatic,  its  picture  is  common- 
jilace  and  the  surgeon  is  constantly  on  the  watch 
for  it  to  occur.  This  very  alertness  on  the  part 
of  the  surgeon  may  lead  to  erroneous  diagnoses 
in  sudden  death  from  other  causes. 

Thrombosis  followed  by  embolism  may  occur 
in  individuals  of  any  age,  but  is  not  common  in 
the  first  and  second  decades.  The  incidence  rises 
ra])idly  in  the  third  decade  of  life  and  reaches 
a maximum  about  the  age  of  fifty.  Embolism 
occurring  after  this  age  is  frequently  associated 
with  ])re-existing  cardiovascular  disease,  which 
itself  is  a decided  predisposing  factor.  Recentlv 
it  has  been  generally  believed  that  the  incidence  of 
thrombosis  and  embolism  has  risen  since  the 
W'orld  War.  It  is  true  that  the  incidence  of  fatal 
pidmonary  embolism  has  been  on  the  increase  in 
the  surgical  clinics  of  central  Eurojie,  but  there  has 
been  no  such  increased  incidence  in  North  Amer- 
ica during  the  .same  jieriod  of  time,  and  actually 
Rosenthal  has  reported  a slight  decrease. 

The  pathogenesis  and  the  pathologic  principles 
involved  in  the  formation  of  a thrombus  are 
simple.  Experimentally,  venous  stasis  and  injury 
to  the  endothelial  lining  of  the  vessel  will  not  alone 
bring  about  thrombosis.  Given  these  factors,  how- 
ever, existing  concurrently  with  certain  alterations 
in  the  chemistry  of  the  blood,  and  the  prerequi- 
sites are  fulfilled.  Although  there  has  been  debate 
about  the  chemical  changes  in  the  blood,  it  has 
been  established  definitely  that  there  is  an  increase 
in  the  blood  protein  from  absorption  at  the  site  of 
trauma.  There  is  also  an  increase  in  the  calcium, 
carbon  dioxide,  fibrinogen  and  globulin  content  of 
the  blood.  All  of  these  elements  are  concerned 
with  the  physiologic  coagulation  of  blood  and  it  is 
readily  seen  that  an  undue  increase  in  their  quan- 
tity may  cause  thrombosis.  A collection  of  blood 
platelets  occurs  at  the  denuded  area  in  the  vessel 
and  a gray  transculent  nodule  known  as  the  head 
forms.  Platelets  are  deposited  on  this  nodule  in 
lines  transverse  to  the  long  axis  of  the  vessel.  The 
formed  elements  of  the  blood  .stream  adhere  to  the 
lines  and  together  with  fibrin,  which  soon  makes 
its  appearance,  form  meshes  in  which  are  impris- 
oned many  red  blood  cells.  When  the  clot  has 
become  large  enough  to  obstruct  the  lumen  of  the 
vessel,  blood  collects  both  distally  and  proximally 
to  the  head.  Stasis  and  stagnation  occur  to  the 
point  of  inflow  of  the  next  vascular  branch,  and 
coagulation  follows.  Approximately  50  per  cent 
of  all  emboli  have  their  origin  from  thrombosis  in 
the  femoral  vein.  Wlw  is  this  vein  so  frequently 
the  site  of  thrombophlebitis  ? Besides  the  element 
of  venous  stasis  and  the  changes  in  blood  chem- 
istry, there  are  some  important  anatomic  relation- 
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ships  which  logically  seem  to  play  a minor  role  in 
the  picture.  Both  femoral  veins  pass  under 
Poupart’s  ligament  and  the  left  common  iliac  vein 
is  crossed  by  the  right  common  iliac  artery.  Also 
in  many  hospitals  it  is  the  custom  following  lap- 
' arotomy  to  use  tight  abdominal  binders  which  may 
compress  the  femoral  vessels  in  the  inguinal 
' region.  Fowler’s  position,  by  means  of  the  Gatch 
i breakable  bed,  clearly  adds  to  the  venous  stasis  in 
the  pelvic  channels.  Following  most  abdominal 
surgical  operations  there  is  usually  hypotension, 
j and  depressed  respiratory  activity  decreases  the 
“sucking  action’’  of  the  thorax  in  returning  blood 
to  the  right  auricle. 

The  most  frequently  occurring  symptoms  of  the 
twenty-three  cases  reviewed  in  the  records  of  this 
institution  were  pallor  and  cyanosis,  rapid  imper- 
ceptible pulse,  evidence  of  shock  and  loss  of  con- 
sciousness. Stress  should  be  placed  on  engorge- 
ment of  the  vessels  of  the  neck,  as  this  is  an  im- 
' portant  symptom  and  serves  to  differentiate  the 
' condition.  The  symptomatology  depends  on  the 
amount  of  obstruction  produced  by  the  embolus  in 
the  individual  patient.  With  complete  obstruction 
i to  the  pulmonary  artery  death  is  sudden  but  not 
immediate.  The  lungs  are  emptied  of  any  blood 
; which  might  remain  there  and  cerebral  anemia 
I follows.  Respiratory  paralysis  is  reflected  by  a 
: few  terminal  gasps  before  cessation  of  respiration. 

Dilatation  of  the  right  side  of  the  heart  occurs  due 
1 to  back  pressure  from  the  lungs.  With  incomplete 
obstruction  the  circulation  is  carried  on  under  a 
mechanical  di.sadvantage.  Death  is  either  respira- 
tory from  prolonged  anoxemia  of  the  medullary 
I centers,  or  cardiac  due  to  over-work  on  the  part 
of  the  right  side  of  the  heart.  The  blood  becomes 
piled  up  in  the  pulmonary  circuit,  resulting  in  an 
I anemia  on  the  systemic  side.  In  this  manner  the 
: general  picture  of  shock  and  internal  hemorrhage 
is  classically  simulated. 

I Coronary  occlusion  presents  the  most  confusing 
I condition  included  in  the  differential  diagnosis. 
The  important  differentiating  features  are  the  his- 
tory, and  the  somewhat  classical  lines  of  radiation 
characteristic  of  coronary  pain.  Pulmonary  occlu- 
sion pain  is  more  oppressive  and  is  de.scribed  as 
intrathoracic  suffocation.  The  resulting  cyanosis 
' is  extreme  and  its  degree  is  not  approached  in 
coronary  occlusion  where  the  color  is  more  ashen. 

, The  symptoms  of  shock  are  common  to  both,  but 
they  appear  more  readily  and  more  rapidly  in  pul- 
monary embolus.  F'inally,  it  is  engorgement  of 
the  veins  of  the  neck  which  is  perhaps  the  most 
dependable  sign  of  pulmonary  embolus.  Of  lesser 
importance  in  the  differential  diagnosis  are  post- 
i operative  pulmonary  massive  collai)se  and  pneu- 


mothorax. The  symptoms  of  these  conditions  may 
closely  simulate  those  of  pulmonary  embolus,  but 
their  characteristic  physical  signs  and  the  x-ray 
findings  usually  serve  well  to  elucidate  them. 

The  treatment  for  pulmonary  embolism  is  pri- 
marily prophylactic.  After  the  accident  has  occur- 
red treatment  may  be  either  operative  or  conserva- 
tive. Opening  of  the  pulmonary  artery  for  the 
purpose  of  removing  a recent  embolus  was  pro- 
posed by  Trendelenberg  in  1908,  but  it  was  not 
until  1924  that  the  operation  was  performed  suc- 
cessfully for  the  first  time  by  the  German,  Kirsch- 
ner  of  Konigsburg.  Since  then  thirty  cases  of 
attempted  pulmonary  arteriotomy  have  appeared 
in  the  literature.  Thirteen  of  the  thirtv  have  been 
immediately  successful,  but  to  the  i)resent  date  not 
a single  successful  case  has  been  reported  from 
North  America.  Obviously,  speed,  a highly  trained 
personnel  and  excellent  organization,  factors 
which  obtain  only  in  medical  centers,  are  essential 
for  the  successful  performance  of  the  operation. 

Conservative  treatment,  of  course,  is  of  little 
avail  as  the  course  of  the  patient  is  determined  by 
the  amount  of  pulmonary  obstruction  and  shock 
after  the  accident  has  occurred.  It  is  generally 
felt  that  if  the  patient  does  not  die  from  shock- 
following  the  accident,  he  will  probably  recover. 
Therefore,  it  is  of  great  importance  that  every 
means  of  prophylaxis  at  the  surgeon’s  command 
be  employed  in  order  to  put  the  patient  in  the 
best  possible  condition  for  operation.  Anemias 
should  be  corrected,  all  cardiac  patients  should  be 
well  compensated,  and  every  attempt  should  be 
made  to  reduce  obesity  in  patients  chosen  for  elec- 
tive surgery.  Simple  tricks  of  operative  technic 
such  as  removing  all  dilated  veins  and  thrombi, 
especially  in  a twisted  ovarian  cyst,  serve  to  reduce 
the  incidence  of  this  accident.  Efforts  should  be 
made  to  control  postoperative  retching  and  vomit- 
ing. Motion  of  the  arms  and  legs  and  frequent 
change  of  position  tend  to  stimulate  the  circula- 
tion and  prevent  stasis.  Walters  suggests  that  two 
grains  of  thyroid  extract  be  given  three  times  a 
day,  as  soon  postoperatively  as  it  can  be  tolerated 
by  the  patient,  in  order  to  combat  depressed  metab- 
olism and  the  slowing  of  the  circulation  commonly 
observed  after  major  abdominal  procedures.  After 
thrombophlebitis  has  ocurred.  Brown  and  Ban- 
croft have  given  five  to  ten  cubic  centimeters  of 
10  per  cent  sodium  thiosulphate,  believing  that  in 
a low  grade  phlebitis  without  marked  febrile  re- 
action considerable  improvement  results.  Experi- 
mentally, sodium  thiosulphate  has  been  shown  to 
be  non-toxic  and  to  decrease  the  prothrombin  in 
the  blood  stream.  Termier,  in  1922,  revised  the 
leech  treatment  for  phlebitis.  The  beneficial  effect 
is  supposedly  due  to  hirudin,  which  is  .secreted  in 
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tlie  pharynx  and  esophagus  of  the  encyclostonie 
and  inhibits  coagulation  of  mammalian  blood. 

Between  July  1,  1929,  and  July  1,  1935,  pul- 
monary embolus  occurred  at  the  University  Hos- 
pitals in  thirty-four  patients,  twenty-three  of 
whom  were  surgical  cases.  One  of  these  emboli 
did  not  occur  postoperatively,  but  followed  a 
thrombophlebitis  in  a patient  being  prepared  for 
operation.  Seventeen,  or  73  per  cent,  of  the  em- 
bolic accidents  took  place  in  male,  and  six,  or  27 
per  cent,  in  female  patients.  None  of  the  emboli 
occurred  in  patients  under  thirty  years  of  age. 
Emboli  occurred  in  five  patients  in  the  fourth  de- 
cade, two  in  the  fifth,  five  in  the  sixth,  three  in 
the  seventh,  seven  in  the  eighth,  and  one  in  the 
ninth  decades  of  life.  Patients  in  the  last  three 
decades  who  suffered  embolic  accident  had  under- 
gone surgical  attack  upon  the  genito-urinary  sys- 
tem and  were  suflfering  from  a previous  cardio- 
vascular disease.  These  patients  died  on  the  first 
and  second  postoperative  days  and  in  each  in- 
stance in  which  the  patient  was  submitted  to  post- 
mortem examination,  the  source  of  the  embolus 
was  found  in  the  heart.  Embolic  accident  occurred 
with  considerable  regularity,  excepting  the  in- 
stances mentioned,  from  and  including  the  fifth  to 
the  twelfth  postoperative  day.  Its  day-by-day  in- 
cidence within  this  period  did  not  seem  to  follow 
any  significant  pattern.  Emboli  also  occurred  in 
two  patients,  one  each  on  the  eighteenth  and 
twentieth  postoperative  days.  The  annual  inci- 
dence also  did  not  vary  significantly  with  the  years, 
1929  to  1935,  except  that  no  embolic  accident 
happened  on  the  surgical  services  in  1931.  The 
seasonal  incidence  indicates  a fairly  high  percent- 
age of  embolic  accidents  in  March,  June  and  July, 
but  an  extremely  low  percentage  in  May.  Little 
significance  may  be  attached  to  this  finding  because 
of  the  small  number  of  cases  in  our  series.  How- 
ever, one  might  hazard  a guess  that  the  present 
data  indicate  a slightly  greater  chance  of  embolic 
accident  occurring  in  the  spring  and  early  summer. 

'I'he  type  of  surgical  operation  which  preceded 
formation  of  an  embolus  varied  widely  and,  in  the 
present  series,  there  did  not  seem  to  be  any  one 
type  of  operation,  or  of  anatomic  location  more 
predisposing  than  another. 

Twenty-one  of  the  twenty-three  patients  died,  a 
mortality  rate  of  91.1  per  cent.  The  two  patients 
who  recovered  from  the  accident  developed  multi- 
ple .small  lung  emboli.  One  of  these  patients,  after 
recovering  from  the  immediate  effects  of  the 
initial  accident,  subsequently  developed  gangrene 
of  the  lung  and  died. 

Pulmonary  embolectomy,  the  only  operation  of 
the  kind  ever  attempted  at  the  University  Hos- 
pitals, was  performed  in  one  instance  but  the 


patient  died.  This  was  a fifty  year  old  male  whose 
left  hip  was  explored  because  he  was  thought  to 
have  a chondrosarcoma  of  the  left  femur,  but  a 
chronic  granulomatous  lesion  was  found.  Post- 
operatively, he  ran  a septic  course  and  developed 
an  embolus  on  the  tenth  day.  Immediate  explora- 
tion of  the  chest  with  minimal  surgical  preparation 
was  performed.  The  pulmonary  artery  was  opened 
through  an  incision  in  the  pericardial  sac,  the 
embolus  removed  and  the  artery  closed  after  hav- 
ing been  open  but  forty  seconds.  The  patient’s 
heart  beat  weakly  a few  times  and  then  stopped, 
and  all  attempts  to  start  it,  including  massage  and 
intracardiac  adrenalin,  were  of  no  avail. 


MAYO  FOUNDATION  PROGRAMS 

A special  program  of  lectures  and  demonstrations 
in  medicine  and  surgery  will  be  held  under  the  direc- 
tion of  The  Mayo  Foundation,  Rochester,  Minnesota, 
fi’om  November  9 to  13,  inclusive.  Mornings  will  be 
devoted  to  surgical  and  medical  clinics.  In  the  after- 
noons and  evenings  symposiums  will  be  conducted  on 
neurology,  gynecology,  diseases  of  the  ear,  nose  and 
throat,  laboratoi’y  procedures,  emergency  treatment, 
pediatrics,  and  renal  diseases.  In  addition  a clinico- 
pathologic  conference  will  be  held.  While  this  pro- 
gram is  arranged  primarily  for  the  Fellows  of  the 
Foundation,  visiting  physicians  are  invited  to  attend. 


POSITIONS  FOR  DOCTORS  WITH  THE 
CIVILIAN  CONSERVATION  CORPS 
ACTIVITY 

At  the  present  time  there  are  a number  of  posi- 
tions available  with  the  Civilian  Conservation  Corps 
activity  in  the  Seventh  Corps  Area  for  young  men  of 
the  medical  profession.  Doctors  having  appoint- 
ments in  the  Medical  Corps  Reserve  of  the  Army  and 
Navy  may  be  ordered  to  duty  under  their  commis- 
sions. Those  who  are  not  members  of  the  Reseiwe 
Corps  may  be  given  appointments  or  they  can  be  em- 
ployed on  a contract  basis. 

These  positions  oifer  the  young  physician  an  oppor- 
tunity to  get  started  in  his  profession  and  after  a 
short  time  to  begin  his  own  private  practice.  Such 
training  will  give  the  medical  profession  a better  in- 
sight on  the  manner  of  evacuating  and  caring  for  the 
sick  and  injured  in  a national  emergency. 

Those  interested  in  obtaining  positions  as  medical 
officers  with  the  Civilian  Conservation  Corps  may 
communicate  with  the  C.  C.  C.  Surgeon,  Headquarters 
Seventh  Corps  Area,  Federal  Building,  Omaha,  Ne- 
braska, or  to  the  District  Surgeon,  Headquarters 
Iowa  District,  Fort  Des  Moines,  Iowa. 
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PUBLIC  HEALTH  AND  THE  GENERAL 
PRACTITIONER 

The  extension  of  public  health  service  made 
possible  through  the  provisions  of  the  Social  Se- 
curity Act  has  again  brought  into  the  foreground 
the  relation  of  the  jiublic  health  officer  and  the  med- 
ical practitioner.  Concern  is  frequently  expressed 
in  medical  society  discussions  that  the  function  and 
duties  of  public  health  officials  will  be  extended  to 
, include  curative  medicine. 

At  the  Conference  of  State  and  Provincial 
Health  Officers  of  North  America  held  in  Wash- 
ington, D.  C.,  in  June,  1935,  a resolution  was 
: ado])ted  that  the  operation  of  Titles  V and  VI  of 
^ the  Social  Security  Act  which  were  concerned 
with  public  health  services  be  carried  out  in  coop- 
• eration  with  the  medical  and  dental  professions 
I and  in  no  way  encroach  upon  the  field  of  curative 
medicine.  One  of  the  special  provisions  of  the  Act 
‘ is  the  establishment  of  training  centers  for  public 
I health  personnel,  ensuring  for  the  future  that  only 
I physicians  properly  qualified  in  public  health  work 
will  be  appointed  as  health  officers.  There  can  be 
j no  conflict  between  the  health  officer  and  the  prac- 
I titioner;  the  duties  of  the  former  are  concerned 
with  maintaining  and  protecting  the  community 
, health,  while  the  health  of  the  individual  will  al- 
I ways  be  the  responsibility  of  the  practicing  physi- 
■ cian. 

In  being  able  to  bring  the  benefits  of  modern 
I medical  knowledge  in  the  control  of  preventable 
' diseases  particularly  to  the  rural  communities,  it  is 
hoped  inevitably  to  jiromote  a public  sentiment  and 
higher  regard  for  the  properly  qualified  physician 
I in  his  efforts  to  maintain  the  health  of  the  indi- 
vidual. To  the  medical  practitioner  it  will  mean 
jan  enlargement  of  his  field  of  service,  and  tend  to 
(augment  the  reward  for  his  labors  rather  than  to 
detract  therefrom. 

W.  L.  R. 


CONVALESCENT  POLIOMYELITIS  SERUM 
I The  State  Department  of  Health  has  a limited 
imount  of  convalescent  poliomyelitis  .serum,  avail- 
ible  for  distribution  to  physicians  in  any  part  of 
^ I he  state  who  may  recognize  and  report  a case  of 


preparalytic  poliomyelitis.  On  Friday,  Septem- 
ber 1 1 , at  Waterloo,  and  a week  later  at  Sioux 
City,  blood  was  obtained  from  persons  who  in 
past  years  have  recovered  from  an  attack  of  polio- 
myelitis. At  Waterloo,  thirteen  donors  contrib- 
uted a half  pint  of  blood;  at  Sioux  City  a similar 
amount,  and  in  a few  in.stances  a pint  of  blood  was 
taken  from  twenty-eight  eligible  volunteers.  Don- 
ors were  paid  at  the  rate  of  five  dollars  for  eight 
ounces  of  blood.  All  of  those  volunteering  for  this 
service  showed  some  form  of  residual  paralysis. 

This  work,  sponsored  by  the  State  Department 
of  Health,  in  cooperation  with  county  medical  so- 
cieties and  attending  physicians,  met  with  gratify- 
ing response.  At  Waterloo,  donors  called  at  the 
office  of  the  Visiting  N^ursing  Association.  Two 
former  patients  drove  forty  and  fifty  miles  respec- 
tively (from  Garwin  and  a farm  near  Tama)  to 
do  their  bit.  Additional  remuneration  was  allowed 
to  cover  mileage  expense.  The  work  in  Sioux  City 
was  carried  out  in  the  offices  of  the  Woodbury 
County  Health  Unit  at  the  City  Hall,  under  the 
direction  of  W.  S.  Petty,  M.D.,  and  with  the  assist- 
ance of  A.  H.  Lazere,  M.D.,  and  visiting  and  pub- 
lic health  nurses.  One  donor  drove  from  South 
Dakota,  one  from  northeastern  Nebraska,  and  a 
dozen  more  from  various  towns  and  counties  in 
northwestern  Iowa. 

There  is  an  undue  prevalence  of  poliomyelitis  in 
Iowa  at  this  time.  To  date  (September  29), 
twenty-two  cases  of  the  disease  have  been  reported, 
whereas  the  expected  number  based  on  the  average 
for  the  past  nine  years,  was  sixteen  cases.  Coun- 
ties reporting  cases  in  September  were : Adair, 
one  ; Clinton,  three ; Dallas,  one  ; Decatur,  one  : 
Dubuque,  one  ; Jackson,  one  ; Kossuth,  two  : Poca- 
hontas, one ; Polk,  seven  ; Scott,  three  ; aiid  I'ama, 
one. 

Convalescent  poliomyelitis  serum  has  i)robable 
value  when  given  in  adequate  amount,  during  the 
preparalytic  stage  of  the  disea.se.  Physicians  de- 
siring to  use  serum  may  obtain  the  same  by  tele- 
phoning the  State  Department  of  Health  in  Des 
Moines  as  follows:  8:00  A.  M.  to  5:00  P.  M., 
telephone  4-91 1 1,  hJxtcnsion  137  ; after  5 :00  P.  M.. 
telephone  7-1417. 
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TRACHOMA 

Is  trachoma  endemic  in  Iowa  and  how  prei  alent 
is  the  condition  in  this  area? 

Trachoma  Endemic  Here 

That  trachoma  is  endemic  in  this  state  is  indi- 
cated by  the  fact  that  ophthalmologists  long  in 
practice  in  Iowa,  treated  not  a few  cases  of  this 
eye  disease  in  decades  past.  Furthermore,  rec- 
ords of  cases  reported  to  the  State  Department  of 
Health  indicate  that  some  of  the  afflicted  persons 
have  always  resided  within  the  boundaries  of  the 
state. 

Frequency  of  Occurrence 

Since  very  few  trachoma  cases  have  been  offi- 
cially reported  as  such  in  low'a.  no  reliable  state- 
ment can  be  made  at  this  time  regarding  frequency 
of  occurrence  of  trachoma  in  children  or  older  age 
groups  of  the  population.  Recently  ten  cases  of 
trachoma,  representing  five  different  families  and 
five  widely  separated  counties  in  Iowa,  were  re- 
ported to  the  State  Department  of  Health  from 
the  Department  of  Ophthalmology,  College  of 
Medicine,  and  the  University  Department  of 
Health  at  Iowa  City.  Counties  in  which  the 
trachoma  patients  resided  prior  to  admission  to 
the  hospital,  are  Buena  \bsta.  Cedar,  Jasper,  Polk 
and  Scott.  Physicians  of  the  department  of 
ophthalmology  at  the  University  are  of  the  opinion 
that  the  occurrence  or  incidence  of  trachoma  in 
Iowa  is  on  the  increase.  A special  study  of  tra- 
choma is  being  undertaken  at  this  time  at  the  Uni- 
versity hospitals. 

Clinical  Note 

(fne  of  the  patients  recently  reported  as  having 
trachoma,  complained  of  painful  eyes  about  two 
months  before  admission  to  the  hospital.  Eyes 
were  inflamed,  sensitive  to  light  and  there  was 
watery  discharge.  Physical  examination  revealed 
])tosis  and  photophobia,  wdth  lacrimination.  The 
ui)])er  conjunctivae  in  particular,  showed  granules 
or  follicles,  marked  congestion  and  some  purulent 
di.scharge.  Although  the  sclerae  were  clear,  the 
cornea  in  both  eyes  showed  second  degree  pannus. 
Pupils  were  equal  and  normal  in  outline.  Inclu- 
sion bodies  were  found  in  .scrapings  from  the  con- 
junctiva. 

Better  Reporting  Needed 

Trachoma  is  one  of  the  list  of  reportable  dis- 
eases and  is  regarded  as  of  infectious  and  com- 
municable disease  nature.  It  is  desirable  that  re- 
porting of  trachoma  be  more  complete,  not  only  as 
an  aid  in  preventing  the  spread  of  infection,  but 
that  statistical  records  of  reported  cases  may  rep- 
resent a more  accurate  index  of  actual  disease 
prevalence. 


RESULTS  OF  TICK  SURVEY 
In  the  August  number  of  tbe  Journal,  page  482, 
mention  was  made  of  a tick  survey  which  was  car- 
ried out  in  Iowa  during  the  latter  part  of  June 
and  first  half  of  July.  The  study,  made  possible 
by  funds  derived  from  tbe  Social  Security  Act, 
through  the  United  States  Public  Health  Service, 
was  sponsored  by  the  State  Department  of  Health, 
in  collaboration  with  Carl  J.  Drake,  State  Ento- 
mologist, Iowa  State  College,  and  R.  R.  Parker, 
Ph.D.,  Special  Expert,  United  States  Public 
Health  Service,  Rocky  Mountain  Sjxitted  Fever 
Laboratory  at  Hamilton,  Montana.  Ticks  were 
collected  by  Mr.  Dean  EckholY,  graduate  student 
in  entomology,  in  thirty-five  counties  located  in 
northeastern,  eastern,  southeastern,  central  and 
southwestern  sections  of  the  state.  The  counties 
concerned  include  all  from  which  one  or  more 
cases  of  Rocky  Mountain  spotted  fever  have  been 


localities  included  in  tick  survey— 1936 


reported  since  the  summer  of  1933.  At  intervals 
of  several  days,  during  the  course  of  the  survey, 
ticks  were  shipped  from  Iowa  to  the  spotted  fever 
laboratory  in  Montana. 

A report  has  been  received  from  Dr.  Parker, 
detailing  results  of  study  of  the  ticks  which  were 
received  from  Iowa.  Of  a total  of  approximately 
800  ticks  shipped  to  Montana,  359  were  alive  on 
arrival.  These  ticks,  representing  thirty-one  dif- 
ferent localities  in  this  state,  were  identified  and 
tested  for  evidence  of  harboring  the  spotted  fever 
virus  or  other  infection.  Dr.  Parker’s  report 
shows  that,  without  exception,  the  ticks  belonged 
to  the  species  Dermacentor  variabilis,  or  the  com- 
mon dog  tick.  “The  ‘drag’  ticks,”  quoting  from 
Dr.  Parker’s  report,  “were  tested  by  feeding  on  a 
guinea  pig  for  several  days ; then  the  [engorged] 
ticks  were  removed  and  injected  into  one  or  more 
other  guinea  pigs.  Where  the  ticks  came  from 
some  host  animal,  [and  were  already  engorged], 

(Continued  on  page  694) 
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THE  INHERITABILITY  OF  DISEASE 

No  doubt  familial  characteristics  have  been 
noted  throughout  the  ages.  No  attempt  at  a sat- 
isfactory explanation  of  the  phenomenon  was  of- 
fered until  1865  when  the  Austrian  doctor  and 
monk,  Johann  Gregor  Mendel,  published  his 
thesis  entitled  “Research  upon  Hybridization.” 
Unfortunately  for  the  scientific  world  this  re- 
search received  little  notice  until  about  1900  when 
parallel  studies  in  biologic  research  drew  attention 
to  Mendel’s  original  observations  in  plant  breed- 
ing, particularly  those  of  the  pea.  Through  these 
and  later  studies  the  basic  principles  of  Mendel, 
first,  that  of  segregation;  and  second,  that  of 
dominance,  as  inheritable  characters  became  fullv 
estahli.shed. 

Within  the  past  decade  the  painstaking  oh- 
•servations  of  Dr.  Maude  Sly  of  Chicago  directed 
the  attention  of  the  medical  world  to  the  inherit- 
ability  of  cancer,  and  the  irrefutable  evidence’ 
which  she  presented  on  cancer  followed  closely  if 
not  jierfectly  the  Mendelian  law.  More  recentlv 
Dr.  R.  C.  MacDowell  of  the  Carnegie  In.stitution 
of  Washington  has  announced  researches  in 
leukemia,  which  seemed  not  only  to  prove  the 
inheritability  of  this  disease  hut  also  to  support 
the  viewpoint  that  inheritance  in  this  case  also 
follows  the  Mendelian  principles.  Frequentlv 
referred  to  as  a malignancy  of  the  blood,  leukemia 
is  shown  by  the.se  studies  to  parallel  entirely  the 
hybridization  pattern  of  cancer.  Neither  Dr.  Sig- 
nor Dr.  MacDowell  presumes  that  inheritance  is 
the  only  factor  involved  in  the  production  of 
these  di.seases.  In  those  animals  obtained  by  mat- 
ing tumorous  and  non-tumorous  strains  the  hy- 
brids exhibit  tendencies  toward  tumor  forma- 
tion exactly  as  predicted  by  the  Mendelian  law. 
However,  these  observers  recognized  condition- 
ing factors  in  the  environment  of  the  animal  which 
may  favor  or  retard  the  development  of  the 
malady,  .\mply  exiilained  by  Dr.  MacDowell. 
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“Putting  all  this  together,  we  find  evidence  that 
wiM  growth  does  not  depend  merely  upon  a change 
in  the  cells  but  also  upon  the  relation  of  this 
change  to  the  growth  controlling  forces  of  the 
particular  individual.  Heredity  sets  limits;  en- 
vironment decides  the  exact  position  within  these 
limits.” 

While  the  etiology  of  cancer  and  leukemia  can- 
not lie  said  to  be  established  by  these  researches, 
their  imjiortance  in  the  study  of  these  problems 
cannot  be  overestimated.  Tbe.se  observations  not 
only  establish  interesting  academic  facts  but  may 
point  the  way  in  the  preventive  treatment  of  those 
individuals  whose  ancestry  predicates  suscepti- 
bility. With  a knowledge  of  the  factor  which 
determines  susceptibility,  the  search  for  the  ex- 
citing or  determining  factor  will  doubtless  be 
simplified. 


COMMERCIAL  MEDICAL  DIRECTORY 

In  the  last  issue  of  the  Journal  we  directed 
attention  to  the  new  medical  directory  edited  and 
published  by  the  American  Medical  Association. 
We  called  attention  at  that  time  to  the  listing  of 
physicians  indicating  their  declared  specialties. 
We  stated  that  this  listing  was  necessarily  an 
arbitrary  one,  since  sufficient  standards  have  not 
been  established  in  many  of  the  specialties  to  de- 
termine with  accuracy  when  a physician  possesses 
sufficient  qualifications  to  justify  his  declaration 
as  a specialist.  Even  with  these  restrictions,  the 
medical  directory  of  the  American  Medical  Asso- 
ciation is  far  superior  to  other  medical  directories 
which  have  been  published,  and  it  is  easily  the 
most  trustworthy  and  reliable. 

Certainly  its  superiority  over  those  compiled 
and  published  by  commercial  interests  cannot  be 
(juestioned.  However,  the  fact  remains  that  un- 
informed physicians  often  rely  on  these  com- 
mercial directories  for  references  where  the  wel- 
fare and  even  the  life  of  a patient  may  be  at  stake. 
For  the  most  jiart,  these  commercial  directories 
cannot  justify  their  claim  of  public  .service,  in- 
asmuch as  the  promoters  of  these  commercial 
schemes  pos.sess  little  or  no  background  for 
judging  a physician’s  qualifications  and.  even  if 
they  did  have  this  background,  they  would  .still 
be  hampered  by  the  commercial  asjiects  of  their 
.scheme.  The  fact  is  however,  that  these  directorv 
listings  are  frequently  based  upon  the  payment 
of  a fee  rather  than  on  professional  (jualifications. 
Sometimes  this  fee  is  collected  in  the  guise  of  a 
subscription  to  or  the  payment  for  a directory, 
but  the  contributing  physician  is  not  deceived  by 
this  sulitlety  and  fully  realizes  that  he  is  directly 
and  definitely  paying  for  his  listing.  In  most  in- 
stances, if  this  fee  is  not  paid,  the  jihysician  whose 
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name  is  suggested  is  summarily  omitted  from 
the  publication.  It  is,  therefore,  obvious  that  an 
unqualified  physician  ma_v,  by  proper  payment,  be 
listed  in  these  volumes  thereby  misleading  the 
public  and  even  his  own  colleagues  (in  distant 
parts)  concerning  his  actual  preparation. 

In  some  instances  these  directories  are  distrib- 
uted onl}’  to  those  physicians  who  subscribe  or 
in  some  other  fashion  pay  for  their  listing.  In 
other  instances  a generous  free  list  is  maintained 
by  the  publisher,  particularly  of  insurance  com- 
]ianies  or  large  corporations  who  may  need  the 
services  of  such  physicians  for  disability  com- 
pen.sations  or  consultation  cases.  In  either  event, 
the  jniblisher  of  the  commercial  directory  is 
patently  more  concerned  in  paid  listings  or  sub- 
scriptions than  he  is  in  distribution.  Most  life 
insurance  companies  have  found  that  often  the 
physician  “subscribing”  to  such  a directory  may 
have  no  particular  qualification  for  special  work 
other  than  his  willingness  to  serve  and  his  desire 
to  collect  a fee.  Through  costly  experiences  these 
companies  appreciate  that  a wise  selection  cannot 
be  made  through  these  commercial  lists  and  for 
that  reason  entirely  ignore  them,  employing  in- 
dependent avenues  of  investigation  to  determine 
the  acceptability  of  physicians  for  these  services. 
Smaller  companies  whose  facilities  of  investiga- 
tion are  limited,  and  particularly  accident  insur- 
ance companies,  may  place  greater  confidence  in 
such  lists,  assuming  that  they  represent  a true 
guide  to  specialism.  Obviously,  such  confidence, 
if  misplaced,  may  lead  to  costly  experiences  and 
untold  suffering. 

Recognizing  the  undesirable  character  of  com- 
mercial directories  of  specialties,  particularly  in 
the  insurance  field,  the  Arkansas  Medical  Society 
jiassed  a resolution  condemning  the  practice  of 
physicians  in  listing  their  names  in  these  direc- 
tories and  pointing  out  the  unethical  character  of 
this  procedure.  They  carried  their  resolution  to 
the  House  of  Delegates  at  the  last  annual  session 
of  the  American  Medical  Association,  where,  after 
study  by  the  Judicial  Council,  the  resolution  was 
adopted  by  that  body.  In  favorably  referring 
this  resolution  to  the  House  of  Delegates,  the 
Judicial  Council  made  this  very  significant  obser- 
vation. “The  Judicial  Council  is  of  the  opinion 
that  most,  if  not  all,  of  the  directories  described 
in  the  resolution  condemning  as  unethical  the  list- 
ing of  physicians  by  specialty  in  directories  pub- 
lished by  commercial  concerns  ....  are  but 
subtle  ways  of  avoiding  the  pronouncement  of  the 
principles  of  medical  ethics  concerning  solicita- 
tion of  patients  under  the  guise  of  buying  a di- 
rectory when  the  real  intent  is  the  purchase  of  the 
publication  of  the  buyer’s  name  in  the  directory 
for  the  purpose  of  obtaining  patients.” 


With  the  creation  of  special  official  boards  de-  | 
signed  to  place  specialism  before  the  American 
public  on  a basis  of  qualifications  rather  than 
declaration  and  with  the  publication  of  a new 
official  medical  directory  by  the  American  Medical  ■* 
Association  every  two  years,  it  seems  entirely 
timely  to  call  the  attention  of  the  physicians  of 
this  state  to  this  resolution  adopted  by  the  Na- 
tional Association  and  to  urge  physicians  +o  sup- 
port the  spirit  of  this  resolution  by  strictly  avoid- 
ing this  undignified  and  unethical  method  in  se- 
curing patients.  Just  as  soon  as  qualifying  boards 
are  established  and  in  operation,  the  medical  di- 
rectory of  the  American  Medical  Association  wdll 
designate  qualified  and  certified  specialists  and 
thus  maintain  their  preeminence  in  this  field. 


HARRISON  NARCOTIC  LAW 

It  would  seem  appropriate  and  advisable  at  this 
time  to  call  the  attention  of  the  members  of  the 
medical  profession  in  Iowa  to  the  provisions  of  the 
Harrison  Narcotic  Law.  There  has  been  some 
misunderstanding  concerning  the  type  of  patients 
to  whom  narcotics  can  legally  be  administered. 

We  shall  quote  in  full  the  section  of  the  law  which 
defines  the  limit  to  which  physicians  can  go  in 
this  respect. 

“.Article  85.  Purpose  of  issue.  A prescription, 
in  order  to  be  effective  in  legalizing  the  possession  > 
of  unstamped  narcotic  drugs  and  eliminating  the  i 
necessity  for  use  of  order  forms,  must  be  issued  i- 
for  legitimate  medical  purposes.  An  order  pur-  i 
porting  to  be  a prescription  issued  to  an  addict  or  i 

habitual  user  of  narcotics,  not  in  the  course  of  i 

professional  treatment  but  for  the  purpose  of  pro-  i 
viding  the  user  with  narcotics  sufficient  to  keep  f 
him  comfortable  by  maintaining  his  customary  j 
use,  is  not  a prescription  within  the  meaning  and  | 
intent  of  the  act ; and  the  person  filling  and  receiv-  ♦ 
ing  drugs  under  such  an  order,  as  well  as  the  per-  i 
son  issuing  it,  may  be  regarded  as  guilty  of  viola-  l 
tion  of  the  law. 

“Exceptions.  Exceptions  to  this  rule  may  be  >' 
properly  recognized  (1)  in  the  treatment  of  in-  i 
curable  disease,  such  as  cancer,  advanced  tubercu- 
losis, and  other  diseases  well  recognized  as  com- 
ing within  this  class,  where  the  physician  directly 
in  charge  of  a bona  fide  patient  suffering  from 
such  disease  prescribes  for  such  patient,  in  the 
course  of  his  professional  practice  and  strictly  for 
legitimate  medical  purposes,  and  in  so  prescribing 
endorses  upon  the  prescription  that  the  drug  is 
dispensed  in  the  treatment  of  an  incurable  disease; 
or  if  he  prefers  he  may  endorse  upon  the  prescrip- 
tion ‘Exception  (1),  article  85.’  (2):  A physi- 

cian may  prescribe  for  an  aged  and  infirm  addict, 
whose  collapse  would  result  from  the  withdrawal 
of  the  drug,  provided  he  endorses  upon  the  pre-  , 
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scription  that  the  patient  is  aged  and  infirm,  giv- 
ing age;  or  if  he  prefers  he  may  endorse  upon  the 
prescription  ‘Exception  (2),  article  85.’” 

Prescribing  or  dispensing  narcotic  drugs  to 
transient  or  unknown  patients  is  always  dangerous 
unless  preceded  by  a very  thorough  and  complete 
physical  examination.  The  physician  may  then  be 
sure  that  the  patient  is  actually  suffering  from 
an  incurable  disease  and  may  thus  legitimately  pre- 
scribe or  dispense  the  needed  drug.  Such  an  ex- 
amination would  also  reveal  the  drug  addict  who 
seeks  the  drug  merely  to  maintain  his  habit.  An- 
other matter  which  should  be  given  the  physician’s 
most  careful  attention  is  the  manner  of  writing 
prescriptions,  or.  if  he  dispenses  his  own  drugs, 
the  records  which  he  keeps  of  such  dispensing. 
The  prescription  must  bear  the  diagnosis  of  the 
condition  for  which  the  drug  is  being  prescribed. 
For  example,  the  physician  who  prescribes  a nar- 
cotic drug  and  writes  on  the  prescription  blank 
“for  jiain,”  is  considered  guilty  of  violating  the 
narcotic  law.  The  prescription  must  carry  the 
diagnosis,  that  is,  “for  treatment  of  cancer,”  “for 
treatment  of  advanced  tuberculosis.”  etc.,  or  “Ex- 
ception (1),  article  85,”  “Exception  (2),  article 
85.”  as  explained  in  the  preceding  paragraphs. 
The  physician  who  dispenses  drugs  must  keep  an 
accurate  record  of  all  amounts  dispensed,  to  whom 
dispensed,  the  patient’s  address,  the  quantity  and 
type  of  the  drug,  the  date  on  which  it  was  dis- 
pensed and  the  diagnosis  of  the  patient’s  condition 
for  which  the  drug  was  given. 

Each  practitioner  in  the  state  would  do  well  to 
familiarize  himself  with  the  provisions  of  the  Har- 
rison Narcotic  Law.  since  “ignorance  of  the  law” 
has  never  been  accepted  as  a legitimate  reason  for 
failing  to  comply  with  the  provisions  of  any  stat- 
ute. It  is  essential  for  each  physician  to  protect 
him.self  against  violating  this  important  law. 


.\NNUAL  CLINIC,  COLLEGE  OF  MEDICINE 
STATE  UNIVERSITY  OF  IOWA 
NOVEMBER  12-14,  19.36 


Thursday,  November  Twelfth 


Medical  Amphitheater,  .3rd  Floor  East 
University  Hospital 


Dr.  E.  M.  MacEwen,  presiding: 

9:00  A.  M.  Syphilis,  Dr.  P.  C.  .Jeans 
10:00  A.  M.  Ophthalmology  in  the  General  Practice 
of  Medicine,  Dr.  C.  S.  O’Brien 
11:00  A.  M.  Pneumonia,  Dr.  Ernest  E.  Irons,  Clini- 
cal Professor  of  Medicine,  Rush  Med- 
ical College 


Dr.  F.  M.  Smith,  presiding 
1:30  P.  M.  Arthritis,  Dr.  Ernest  E.  Irons 
2:30  P.  M.  Epitheliomas  of  the  Skin:  Diagnosis 

and  Treatment,  Dr.  Ruben  Nomland 


3:30  P.  M.  Genito-urinary  Diseases,  Dr.  N.  G.  Al- 
cock 

4:30-5:00  P.  M.  Case  reports 


Friday,  November  Thirteenth 
Medical  Amphitheater 

9:00  A.  M.  Symposium — Peptic  Ulcer,  Dr.  F.  M. 
Smith 

11:00  A.  M.  Peritonitis:  A Consideration  of  Some 
of  Its  Problems,  Dr.  Vernon  C. 
David,  Clinical  Professor  of  Surgery, 
Rush  Medical  College 


Dr.  E.  D.  Plass,  presiding 
1:30  P.  M.  Carcinoma  of  the  Large  Bowel,  Dr. 
Vernon  C.  David 

2:30  P.  M.  Obstetrics,  Dr.  E.  D.  Plass 
3:30  P.  M.  The  Lesser  Degrees  of  Mania  and  Mel- 
ancholia, Dr.  A.  H.  Woods 
Neurasthenia,  Dr.  William  Malamud 

4:30-5:00  P.  M.  Case  reports 
In  addition  to  the  continuous  session  in  the  medi- 
cal amphitheater  the  following  demonstrations  or 
clinics  will  be  given  on  Friday,  beginning  at  3:30 
P.  M.,  Children’s  Hospital,  Dr.  A.  Steindler:  Low 
back  pain,  arthritis,  osteomyelitis  of  the  spine, 
fracture  deformity  of  the  upper  extremity,  subdel- 
toid bursitis,  treatment  of  infantile  paralysis.  Uni- 
versity Hospital,  Department  of  Radiolog-y,  Dr.  H. 
D.  Kerr:  fractures,  pulmonary  tuberculosis.  Uni- 
versity Hospital,  surgical  amphitheater,  special  diag- 
nostic measures  in  neurosurgery,  Dr.  O.  R.  Hyndman. 

7:30  P.  M. 

Smoker,  Fine  Arts  Building 


Saturday,  November  Fourteenth 
Medical  Amphitheater 
Dr.  C.  Van  Epps,  presiding 
9:00  A.  M.  The  Diagnosis  and  Treatment  of  Com- 
pression Paraplegia,  Dr.  A.  Steindler 
10:00  A.  M.  Otolaryngology,  Dr.  D.  M.  Lierle 
11:00  A.  M.  Neurology,  Dr.  C.  Van  Epps 

Football  game — Pui’due  vs.  Iowa 
Iowa  Stadium — 2:00  P.  M. 


Visitors  will  be  welcomed  in  any  department.  The 
information  desk  will  undertake  to  locate  members 
of  the  staff  on  request.  Lunches  may  be  secured  at 
moderate  prices  at  the  Hospital  Cafeteria.  Tickets 
for  the  lowa-Purdue  football  game  may  be  secured 
from  Charles  S.  Galiher,  Field  House,  Iowa  City, 
Iowa.  The  Annual  Clinic  is  offered  by  the  College 
of  Medicine,  State  University  of  Iowa,  and  the  com- 
mittee on  arrangements  consists  of  Drs.  P.  C.  Jeans, 
Chainnan;  J.  A.  Greene,  H.  D.  Kerr,  H.  P.  Lee,  C. 
I.  Miller,  C.  S.  O’Brien,  F.  R.  Peterson,  E.  D.  Plass, 
E.  W.  Scheldrup,  I).  H.  Slaughter,  F.  M.  Smith  and 
Mr.  R.  E.  Neff. 
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MINUTES  OF  STATE  SOCIETY  COMMITTEE 
MEETINGS 

Meeting  of  the  Council 
September  3,  Hotel  Fort  Des  Moines 

Roll  Call.  Council  members  present  were:  Felix 
A.  Hennessy,  Calmar,  chairman;  L.  R.  Woodward, 
Mason  City;  F.  P.  Winkler,  Sibley;  James  E.  Reeder, 
Sioux  City;  E.  B.  Bush,  Ames;  C.  W.  Ellyson,  Water- 
loo, secretary;  A.  W.  Erskine,  Cedar  Rapids,  also 
chairman  of  the  Committee  on  Medical  Education 
and  Hospitals;  C.  A.  Boice,  Washington;  H.  A.  Spil- 
man,  Ottumwa;  J.  G.  Macrae,  Creston;  and  M.  C. 
Hennessy,  Council  Bluffs.  Also  present  were : Prince 
E.  Sawyer,  Sioux  City,  president;  Robert  L.  Parker, 
Des  Moines,  secretary;  E.  M.  MacEwen,  Iowa  City, 
dean  of  the  College  of  Medicine;  Walter  L.  Bierring, 
Des  Moines,  State  Health  Commissioner;  Daniel  J. 
Glomset,  Des  Moines,  chaii-man  of  the  Speakers  Bu- 
reau Committee;  James  E.  Dunn,  Davenport,  mem- 
ber of  the  Speakers  Bureau  Committee;  and  D.  M. 
Nelson,  Des  Moines,  executive  secretary. 

Transactions.  1.  Review  of  correspondence  with 
Dubuque  county  physicians  since  May  meeting  of 
Council.  Letter  foi-mulated  and  approved  in  reply 
to  the  Dubuque  County  Medical  Society  regarding 
date  of  acting  on  membership  applications  on  file. 
2.  Report  of  Council  Committee  on  constitution  and 
by-laws.  No  changes  yet  formulated.  3.  Matter  of 
insurance  for  hospitalization  and  medical  services 
brought  up  by  chairman  of  Committee  on  Medical 
Education  and  Hospitals.  At  his  suggestion  matter 
was  referred  to  Committee  on  Medical  Economics  for 
its  approval,  disapproval  or  suggestions.  4.  Chairman 
of  Committee  on  Medical  Education  and  Hospitals 
reported  on  matter  of  Fracture  Committee  which 
had  been  referred  by  House  of  Delegates.  Reported 
that  with  approval  of  the  Council,  his  committee 
would  appoint  an  executive  committee  of  about  seven 
members.  In  addition  each  county  society  would  be 
asked  to  name  one  member.  These  combined  would 
form  the  Fracture  Committee  of  the  Iowa  State  Med- 
ical Society,  whose  purpose  is  to  be  educational. 
Council  approved  the  pi’oposal.  5.  Chairman  of  the 
Speakers  Bureau  Committee  reviewed  briefly  the 
history  of  Bureau  since  its  inauguration.  Outlined 
activities  in  more  detail  for  past  year.  Asked  more 
cooperation  from  Council.  Dr.  Dunn  reported  his 
study  of  the  matter  of  newspaper  publicity  as  oper- 
ated by  other  state  medical  societies,  Wisconsin  in 
particular.  Outlined  plan  of  procedure,  its  benefits, 
cost,  etc.  Council  moved  to  recommend  to  Board  of 
Trustees  that  a sufficient  fund  be  allowed  so  that  this 
activity  could  be  carried  out  under  supervision  of 
Speakers  Bureau.  6.  Dean  of  the  College  of  Medi- 
cine outlined  the  plans  for  the  program  for  indigent 
crippled  children  to  be  carried  out  under  the  provi- 
sions of  the  Social  Security  Act.  Plans  include  diag- 
nostic clinics  to  be  conducted  in  the  counties  only 
upon  approval  of  county  society  and  councilor  for 
the  purpose  of  locating  crippled  children  throughout 
state.  Faculty  members  of  College  of  Medicine  to 


be  used  only  in  capacity  of  consultants  upon  request 
of  local  doctors.  Orthopedic  nurses  to  assist  doc- 
tors will  be  available.  Trained  medical  workers  to 
assist  in  outlining  course  of  treatment  for  discharged 
patients  which  will  conform  to  the  home  environ- 
ment. Some  research  work  in  keeping  records  of 
cases  and  results  required.  Providing  a physio- 
therapist for  the  Junior  League  Convalescent  Home 
in  Des  Moines.  Establishing  a convalescen'"  home  in 
addition  tO'  hospital  for  care  of  chronic  cases  and 
those  not  needing  hospitalization,  thus  making  hos- 
pital available  for  more  cases.  Compensation  for 
physicians  conducting  diagnostic  clinics.  Treatment 
to  be  confined  to  hospital  at  Iowa  City.  Council  sug- 
gested decentralizing  the  treatment  of  these  children. 
The  Dean  reported  this  was  believed  to  be  impossible 
under  provisions  of  the  Act  and  our  state  laws. 
Council  approved  the  report.  7.  Public  health  pro- 
gram under  provisions  of  Social  Security  Act  was 
outlined  by  State  Health  Commissioner.  Increasing 
physical  equipment  and  trained  personnel  in  all  de- 
partments. Described  plans  for  district  health  units 
as  explained  in  editorial  in  September  Journal. 
Council  offered  comments  and  suggestions  regarding 
immunization  program.  Vote  of  approval  of  Com- 
missioner’s proposals  given  by  Council. 

Iowa  Interprofessional  Association 
September  13,  Hotel  Fort  Des  Moines 

Roll  Call.  Iowa  Pharmaceutical  Association,  offi- 
cial delegates,  Walter  Meads,  Des  Moines,  and 
George  Judisch,  Ames;  ex-officio  members,  Denny 
Brann,  Des  Moines,  and  George  W.  McChane,  Water- 
loo. Iowa  Veterinary  Medical  Association,  official 
delegates,  Robert  D.  Wall,  Des  Moines;  J.  C.  Carey, 
West  Liberty,  and  H.  A.  Seidell,  Des  Moines;  ex- 
officio  member,  A.  L.  Born,  Stoiy  City.  Iowa  State 
Dental  Society,  official  delegates,  J.  E.  Marion,  Des 
Moines;  Hardy  F.  Pool,  Mason  City,  and  R.  S.  Som- 
mers, Des  Moines  (representing  Dr.  Charters  of  Des 
Moines).  Iowa  State  Association  of  Registered 
Nurses,  Molanda  Silzer,  Des  Moines;  Wavie  Stiles, 
Des  Moines,  and  Alma  E.  Hartz,  Des  Moines.  Iowa 
State  Medical  Society,  official  delegates,  Fred  Moore, 
Des  Moines,  and  R.  D.  Bernard,  Clarion;  ex-officio 
members.  Prince  E.  Sawyer,  Sioux  City;  Robert  L. 
Parker,  Des  Moines;  unofficial,  D.  M.  Nelson,  Des 
Moines,  executive  secretary. 

Transactions.  Fonnal  adoption  of  constitution 
(printed  in  July  Journal).  Election  of  Executive 
Council:  Walter  Meads,  secretary  of  Pharmacy 

Commission;  J.  W.  Marion,  D.D.S.;  Robert  D.  Wall, 
D.V.M.;  Alma  E.  Hartz,  R.N.  (interim  member); 
R.  D.  Bernard,  M.D.  Election  of  officers  of  the  asso- 
ciation by  the  executive  council : R.  D.  Bei-nard, 

M.D.,  president;  J.  W.  Marion,  D.D.S.,  vice  presi- 
dent; and  Walter  Meads,  secretary  and  treasurer. 
Discussion  of  desirable  activities  of  association,  par- 
ticularly that  of  promotion  of  and  cooperation  with 
local  units.  Discussion  and  adoption  of  constitution 
for  local  units  of  the  Interprofessional  Association 
similar  to  that  for  the  state  association.  Discussion 
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of  amount  of  dues  desired  from  each  state  society  in 
the  association;  |100  to  $150  agreed  upon  for  all  but 
nurses  association,  $50.00  for  them. 


Meeting  of  Program  Committee 
I September  20,  Hotel  Fort  Des  Moines 

j Roll  Call.  Those  in  attendance  were:  Prince  E. 

Sawyer,  Sioux  City,  president;  Robert  L.  Parker, 
i Des  Moines,  secretary;  A.  D.  Woods,  State  Center, 
vice  chairman  of  Medical  Section;  W.  A.  Sternberg, 
Mt.  Pleasant,  chairman  of  Surgical  Section;  Wayne 
J.  Fester,  Cedar  Rapids,  chairman  of  eye,  ear,  nose 
and  throat  section;  E.  M.  Myers,  Boone,  president 
' elect;  and  D.  M.  Nelson,  Des  Moines,  executive  sec- 
retary. 

Tranmetiotvi.  Introduction  of  A.  D.  Woods,  M.D., 
of  State  Center  as  vice  chairman  of  the  Medical 
‘ Section  of  the  1937  Program  Committee,  appointment 
1 being  made  because  of  the  illness  of  R.  N.  Larimer, 
j M.D.,  of  Sioux  City,  original  chairman  of  the  section. 
Discussion  revealed  that  plans  for  the  general  ses- 
sion were  practically  complete.  Guest  speakers  in- 
I elude  Louis  Hamman,  Johns  Hopkins  University 
i School  of  Medicine,  medical  section;  Dean  Lewis, 
Johns  Hopkins  University  School  of  Medicine,  sur- 
gical section;  Sanford  Gifford,  Chicago,  eye,  ear, 
nose  and  throat  section;  Clifford  Grulee,  Chicago; 
and  possibly  Charles  Heyd,  New  York,  president, 
American  Medical  Association.  Programs  for  the 
three  sectional  meetings  each  afternoon  of  the  meet- 
ing are  nearing  completion,  and  will  consist  of  five 
I speakers  for  each  section  each  afternoon  with  two 
I discussors  for  each  talk. 

j .Meeting  of  Board  of  Trustees 

September  24,  State  Society  Office 

Roll  Coll.  Members  of  the  Board  present  were: 
Oliver  J.  Fay,  Des  Moines,  chairman;  John  I. 
'I  Marker,  Davenport;  and  John  C.  Parsons,  Creston. 
Others  present  were : Fred  Moore,  Des-  Moines,  chair- 
j man  of  the  Legislative  Committee;  Robert  L.  Parker, 
Des  Moines,  secretary;  R.  R.  Simmons,  Des  Moines, 
' I editor;  D.  J.  Glomset,  Des  Moines,  chairman  of  the 
Speakers  Bureau  Committee;  Harold  J.  McCoy,  Des 
! Moines,  treasurer;  Felix  A.  Hennessy,  Calmar,  chair- 
man of  the  council ; and  D.  M.  Nelson,  Des  Moines, 
- executive  secretary. 

T raruiactionui.  Discussion  of  legislative  activities. 
Determination  of  policy  regarding  publication  of 
; statements  of  candidates  for  office.  Chainnan  of  the 
Speakers  Bureau  Committee  explained  the  plan  of 
’ newspaper  publicity,  and  the  Council  recommenda- 
tion. Board  approved  plan  of  preparing  sample  col- 
umns before  definite  decision  and  appropriation.  Ap- 
proval and  signing  of  monthly  bills. 

.Meeting  of  Committee  on  Public  Policy  and 
Legislation 

September  29,  State  Society  Office 

Roll  Call.  Fred  Moore,  Des  Moines,  chairman; 
, and  R.  D.  Bernard,  Clarion. 

TrnvHortionK.  Discussion  of  activities.  .Adjourned 


to  attend  meeting  of  Des  Moines  Academy  of  Medi- 
cine and  Polk  County  Medical  Society  for  discussion 
of  Social  Security  Act. 


Meeting  of  Committee  on  Medical  Economics 
September  29,  State  Society  Office 

Roll  Call.  T.  F.  Thornton,  Waterloo,  chairman; 
A.  C.  Moerke,  Burlington;  M.  C.  Hennessy,  Council 
Bluffs;  James  C.  Hill,  Newton;  and  D.  M.  Nelson, 
Des  Moines,  executive  secretary. 

Transactions.  Plan  for  insurance  for  hospitaliza- 
tion and  medical  services  referred  to  this  Commit- 
tee by  Council  and  Committee  on  Medical  Education 
and  Hospitals  explained  by  proponent.  Committee 
advised  completion  of  plan,  securing  actual  charter 
from  Insurance  Commission  before  submitting  it  to 
the  Committee  for  action.  Study  of  plan  of  insur- 
ance against  hospitalization  of  the  Sentinel  Hospital 
Insurance  Company  of  Des  Moines.  Committee  de- 
cided such  plans  were  of  no  concern  to  medical  pro- 
fession. No  action  taken.  A.  P.  Stevens  and  Asso- 
ciates, collection  agency  of  Cedar  Rapids,  Iowa,  ap- 
plied to  Committee  for  approval.  Committee  re- 
quested usual  formal  investigation  of  this  company 
before  action  could  be  taken.  Discussion  of  problem 
of  medical  relief.  Opinion  of  Committee  was  that 
this  is  a local  problem  and  plan  of  operation  should 
be  determined  by  local  county  medical  society. 
Expressed  belief  that  wherever  possible  medical  re- 
lief should  be  handled  entirely  locally.  Discussion 
of  contract  practice  under  workmen’s  compensation 
laws.  Committee  decided  to  investigate  this  matter. 
Adjourned  to  attend  meeting  of  Des  Moines  Acad- 
emy of  Medicine  and  Polk  County  Medical  Society 
for  discussion  of  Social  Security  Act. 


RADIO  SCHEDULES 
WOI — Fridays  at  4:00  p.  m. 

WSUI — Mondays  at  8:15  p.  m. 

Oct.  2 and  5 — Prenatal  Care 

R.  E.  Crowder,  M.D. 

Oct.  9 and  12 — Venereal  Diseases 

Carl  F.  Jordan,  M.D. 

Oct.  16  and  19 — “The  Germs  Will  Get  You  If  You 
Don’t  Watch  Out’’  Preston  E.  Gibson,  M.D. 

Oct.  23  and  26 — Your  Gallbladder 

Lester  D.  Powell,  M.D. 

Oct.  30  and  Nov.  2 — Talk  on  Tuberculosis  Seal  Sale 

Nov.  6 and  9 — Eugenics  and  Its  Relation  to  the 
Community  W.  W.  Bowen,  M.D. 

Nov.  3 and  16 — Death  Begins  at  Forty 

C.  L.  Putnam,  M.D. 
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Dr.  Howard  Beye  is  dead. 

Had  he  time  to  send  a farewell 
note  to  his  friends,  I believe  his 
sentiment  would  have  been  that 
of  the  poet  quoted. 

It  is  difficult  not  to  moan  over 
the  loss  of  a friend,  and  it  sends 
despair  to  the  inmost  parts  of 
one’s  being-  to  realize  that  Dr. 

Hey'e  is  gone.  Only  recently  had 
he  completed  the  grilling  ap- 
prenticeshi])  of  his  life,  and  be- 
gun to  do  mighty  work  for  med- 
icine, not  alone  as  a teacher  to 
medical  students  and  his  col- 
leagues, but  also  as  a healing 
benefactor  of  the  sick  in  Iowa. 

Not  only  that,  but  if  ever  there 
was  a period  in  family  life  when 
the  presence  of  the  father  is 
more  imperative  in  the  hearth 
circle,  the  Reye  family  was  in 
that  state  at  the  time  of  his 
death.  The  other  places  he  has  held  in  society- 
may  l)e  filled  in  due  course  of  time,  but  the  fam- 
ih'  circle  will  remain  fore\-er  broken. 

In  such  a calamity,  moaning  would  seem  justi- 
fied ; yet  such  is  life,  and  such  life  has  alwayLS  been, 
and  strong  men  and  women  have  carried  on  in 
spite  of  it.  There  are  many"  earnest  people  who 
live  in  the  strong  conviction  that  life  goes  on  after 
death,  that  we  will  be  given  an  opportunity  in  the 
hereafter  to  finish  under  more  auspicious  circum- 
stances the  work  we  have  started  here.  That  is  a 
beautiful  thought  belonging  to  the  realm  of  faith 
and  hope.  However  that  may  be,  this  much  is 
certain — one’s  influence  lives  on.  Every"  human 
being  is  visible  but  for  an  instant,  then  plunges 
into  the  sea  of  life  to  disappear  forever;  yet  the 
individual  leaves  waves  iu  this  sea  which  go  on  and 
on,  and  the  stronger  and  bigger  the  soul,  the  more 
vigorous  and  larger  the  waves. 

Dr.  Beye’s  was  a big  soul,  and  his  influence  for 
good  will  continue  among  his  many  friends,  it  will 
be  carried  on  and  magnified  in  Iowa  medicine 
through  the  work  he  did  as  a teacher  and  as  a lec- 
turer. We  of  the  Speakers  Bureau  realize  as  no 
one  else  his  valuable  contributions  to  the  flame  of 
progressive  Iowa  medicine  which  we  are  striving 
to  keep  burning.  His  attitude  in  this  work,  an  at- 
titude which  has  encouraged  us  many  times,  is 
best  expressed  in  a letter  we  received  from  him 


but  a few  days  ago : “At  all 
times  I am  very  glad  to  cooper- 
ate with  you  in  your  work  just 
so  long  as  this  does  not  inter- 
fere with  our  major  responsi- 
bility in  the  medical  school 
here.’’  Dr.  Beye’s  family  may 
know  that  the  waves  of  influ- 
ence created  by  Howard  Beye 
will  continue  to  cheer  and  heart- 
en all  the  members  of  this  so- 
ciety as  long  as  they  shall  live. 

We  reverently  bow  our  heads, 
in  honor  of  y"our  memory,  How- 
ard, and  fervently-  pray  that  we 
all  may  be  big  enough  to  live  as 
you  did,  and  to  carry  forward 
your  ideals  of  service  to  hu- 
manity". 

Daniel  J.  Glomset,  M.D. 


Howard  Lombard  Beye  was 
born  in  Oak  Park,  Illinois,  Sep- 
tember 24,  1886,  and  was  killed  in  an  automobile 
accident  near  Marshalltown,  Iowa,  September  29, 
1936.  He  was  graduated  from  the  University  of 
\A’isconsin  with  the  degree  of  Bachelor  of  Science 
in  1909,  and  took  his  medical  training  at  Rush 
Medical  School,  receiving  his  degree  in  medicine 
in  1911.  He  interned  at  Cook  County  Hospital  in 
Chicago  from  1911  to  1913,  when  he  was  made 
assistant  in  medicine  at  Rush  Medical  School.  Dr. 
Beye  came  to  the  University-  of  Iowa  as  instructor 
in  surgerv  in  1914,  was  made  assistant  professor 
of  surgery-  in  1917,  and  associate  professor  of 
surgery  in  1920.  In  1924  he  was  made  professor 
of  surgery,  and  in  1927  was  given  the  position  as 
head  of  the  department  of  surgery  of  the  College 
of  Medicine. 

He  belonged  to  Psi  Upsilon  and  Phi  Rho  Sigma 
fraternities:  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  ; a member  of  the  American  Sur- 
gical Association ; the  American  Association  of 
Thoracic  Surgery ; the  Western  Surgical  Associa- 
tion ; the  Johnson  County  Medical  Society ; the 
low"a  State  Medical  Society;  and  the  American 
Medical  Association.  He  served  overseas  during 
the  war,  and  was  wounded  in  action  at  Chateau 
Thierry.  On  July  30,  1920,  he  was  married  to 
Ruth  Ketcham  of  Oak  Park,  Illinois,  and  is  sur- 
vived by  his  widow  and  six  children,  Helen,  Cyrus 
Lombard,  Jane  Waters,  Barbara,  Charles  Rowan, 
and  Ruth. 


of  the  bar  lohcn  I put  out  to 
sea”  — Tennyson. 
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SPEAKERS  BUREAU  ACTIVITIES 

COUNTY  SOCIETY  PROJECTS 


The  attention  of  the  Speakers  Bureau  has  been 
drawn  to  several  excellent  county  society  projects 
which  are  being  carried  out  this  year,  and  because 
these  should  be  of  interest  to  other  societies 
throughout  the  state,  the  details  of  some  of  them 
^ will  be  published  on  the  Speakers  Bureau  page  in 
the  Journal  from  time  to  time. 

The  Crawford  County  Medical  Strciety  is  pre- 
senting a course  in  public  health  for  all  of  the  high 
school  students  in  that  county.  A course  of  nine 
lectures,  one  for  each  month  of  the  school  year, 
has  been  outlined,  and  nine  physicians  have  been 
selected  to  make  these  talks.  Through  the  coop- 
eration of  the  school  boards  in  the  county,  a ro- 
j fating  schedule  has  been  completed,  so  that  every 
j talk  will  be  given  to  every  high  school  during  the 
school  year.  It  is  the  plan  of  the  Crawford  County 
iVIedical  Society  to  continue  this  work  from  year 
I to  year,  thus  giving  to  the  students  nine  hours  each 
' year  of  public  health  lectures,  or  a total  of  thirty- 
I six  hours  for  the  four  year  high  school  term. 


Fifty  minutes  of  each  period  will  be  devoted  to  the 
lecture  itself,  and  ten  minutes  at  the  conclusion 
will  be  allowed  for  questions  from  the  students. 
The  program  to  be  presented  this  year  is  as  fol- 
lows : 

“Heart  Diseases'  and  How  to  Prevent  Them’’ 

Henry  Durst  Jones,  M.D.,  Schleswig' 
“Epidemic  Contagious  Diseases  and  Their 
Complications” 

Dora  E.  Kielhorn  Zaeske,  M.D.,  Charter  Oak 
“Care  of  the  Digestive  Tract” 

T.  L.  Vineyard,  M.D.,  Dow  City 
“Kidney  Infections  in  Young  Adults” 

Edward  M.  Mark,  M.D.,  Manilla 
“Tubei'culosis  in  High  School  Age  Youth” 

C.  A.  Soe,  M.D.,  Manilla 
“Immunizations  That  Are  Successful” 

G.  K.  Fair,  M.D.,  Denison 
“Functions  and  Dysfunctions  of  Our  Ductless 

Glands”  C.  L.  Sievers,  M.D.,  Denison 

“Epidemic  Infections  of  the  Brain  and  Spinal  Cord” 
Amandus  H.  Grau,  M.D.,  Denison 
“Venereal  Infections  in  the  Male” 

“Venereal  Infections  in  the  Female” 

J.  James  Duffy,  M.D.,  Denison 


POSTGRADUATE  COURSES 


Through  the  kindness  of  the  faculty  of  the  Col- 
lege of  Medicine  of  the  State  University  of  Iowa, 
j postgraduate  extension  courses  are  being  pre- 
I .sented  in  medicine  and  surgery  at  Chariton  and 
I Oskaloosa.  The  meetings  at  Chariton  are  being 
I held  on  Tue.sdays  in  the  Librarj’  Building,  starting 
. at  four-thirty  p.  m.  and  concluding  at  nine-thirty 
p.  m.  The  meetings  at  Oskaloosa  are  being  held 
on  Wednesdays  in  the  Downing  Hotel,  starting 
at  five  p.  m.  and  concluding  at  ten  p.  m. 


j There  have  been  a few  minor  changes  in  the 
■I  original  schedule,  and  the  corrected  schedule  is 
• given  below. 


• j September  22  and  23 
Radiotherapy 
Surgery  of  the  Hand 

September  29  and  30 

I Pediatrics 

I 

' Obstetrics 

I 

' October  6 and  7 
1 ' Diabetes 

'!  Gastro-Intestinal  Tract 


Dr.  H.  D.  Kerr 
Dr.  F.  R.  Peterson 


Dr.  P.  C.  Jeans 
Dr.  E.  D.  Plass 


Dr.  J.  D.  Boyd 
Dr.  F.  M.  Smith 


October  13  and  14 

Anemia  Dr.  W.  M.  Fowler 

Recent  Advances  in  Therapeutics 

Dr.  0.  H.  Plant 

October  20  and  21 

Uterine  Prolapse  Dr.  W.  F.  Mengert 

Malignancies  of  the  Genito-urinary  Tract 

Dr.  N.  G.  Alcock 


October  27  and  28 

Non-Tuberculous  Diseases  of  the  Chest 

Dr.  W.  D.  Paul 

Psychiatry  for  the  General  Pi-actitioner 

Dr.  A.  H.  Woods 

November  3 and  4 

Physiotherapy  Dr.  Arthur  Steindler 

Carcinoma  of  the  Skin  Dr.  R.  F.  Nomland 


November  10  and  11 
Neurology 

Intracranial  Surgery 
November  17  and  18 
Ear,  Nose  and  Throat 
The  Heart 

November  24  and  25 
Fractures 


Dr.  C.  Van  Epps 
Dr.  O.  R.  Hyndman 

Dr.  D.  M.  Lierle 
Dr.  H.  M.  Korns 

Dr.  F.  R.  Peterson 


Diseases  of  the  Endocrine  System  Dr.  J.  A.  Greene 
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FALL  BOARD  MEETING 

The  fall  board  meeting  of  the  Woman’s  Auxiliary 
to  the  Iowa  State  Medical  Society  was  called  by  the 
president,  Mrs.  C.  A.  Boice,  of  Washington,  Thurs- 
day, September  3,  at  the  Hotel  Fort  Des  Moines. 
Eighteen  members  were  in  attendance.  Greetings 
were  extended  by  Eb’.  Prince  E.  Sawyer,  president  of 
the  Iowa  State  Medical  Society.  He  spoke  of  the 
services  the  Auxiliary  could  render  the  profession 
and  expressed  the  wish  that  it  might  expand  and 
equal  the  State  Medical  Society  in  size. 

Mrs.  Boice  named  the  committees  for  the  year  and 
reports  of  the  standing  committees  were  given.  A 
discussion  of  the  essay  contest  followed  with  the 
suggestion  that  a drive  for  more  voluntary  contri- 
butions be  carried  on,  and  that  the  Auxiliary  reduce 
its  prizes  to  fifty  dollars.  Mrs.  M.  C.  Hennessy  re- 
ported that  the  National  Educational  Headquarters 
would  send  out  program  suggestions  to  each  county 
president.  Mrs.  P.  M.  Jessup  of  Muscatine  was 
elected  to  serve  as  third  vice  president,  replacing 
Mrs.  A.  T.  Bryan  who  resigned.  The  president  urged 
each  unit  to  strive  to  win  the  Gertrude  Downing  cup, 
now  held  by  Wapello  County. 

The  meeting  adjourned  for  luncheon  at  one  o’clock, 
and  the  more  serious  business  of  seeing  the  Republi- 
can and  Democratic  nominees  for  president,  who 
were  attending  the  drought  conference  in  Des  Moines 
that  day. 

Myra  Spilman,  Secretary 


WOODBURY  COUNTY 

The  Woman’s  Auxiliary  or  Sioux  Medical  Dames 
of  Woodbury  County  held  their  fall  meeting  with 
their  husbands  on  Wednesday,  September  9.  A 
dinner  was  enjoyed  at  the  Country  Club  and  as 
the  meeting  was  entirely  social  no  business  was 
transacted.  In  the  absence  of  Mrs.  Larimer,  the  presi- 
dent of  the  organization,  Mrs.  Roy  E.  Crowder 
called  upon  Dr.  Prince  E.  Sawyer  for  a few  words  of 
greeting.  He  stressed  the  need  of  education  by  the 
women  along  the  present  professional  lines,  saying 
they  could  be  of  great  assistance  to  their  husbands 
and  to  the  profession.  The  organization  will  soon 
be  making  plans  for  the  entertainment  of  visiting 
wives  during  the  annual  meeting  next  May  of  the 
Iowa  State  Medical  Society  in  Sioux  City. 


BOOK  LIST 

The  following  list  of  books  about  doctors  and  doc- 
tors’ problems  has  been  compiled  by  Mrs.  Russell  C. 
Doolittle  of  Des  Moines  and  is  here  presented  through 
the  courtesy  of  the  Woman’s  Auxiliary  to  the  Polk 
County  Medical  Society.  This  list  will  be  completed 
in  an  early  issue  of  the  Journal. 

Allen,  James  Lane 

The  Doctor’s  Christmas  Eve,  Macmillan  Company, 
New  York,  1910. 

Baldwin,  Faith 

American  Family,  Farrar,  1935. 

Bottome,  Phyllis 

Private  Worlds,  Houghton- Mifflin  Company,  1934. 
Coleman,  Emily  Holmes 

The  Shutter  of  Snow,  Viking  Press,  1930. 

Cozzens,  James  G. 

The  Last  Adam,  Harcourt  Brace  & Company,  1933. 
Daukes,  Sidney  Herbert 

Tbe  Doctor’s  Defense,  H.  C.  Kinsey,  Publisher, 
1932. 

Deeping,  Warwick 

Roper’s  Row,  Cassell,  Publishers,  1931. 

Sorrell  and  Son,  Cassell,  Publishers,  1930. 
Douglas,  Lloyd  C. 

The  Green  Light,  Houghton-Mifflin  Company,  1935. 
The  Magnificent  Obsession,  Houghton-Mifflin  Com- 
pany, (about  1932). 

Doyle,  A.  Conan 

Round  the  Red  Lamp,  J.  Murray,  Publisher,  1934. 
Duncan,  Norman 

Dr.  Luke  of  the  Labrador,  Revel,  New  York,  1904. 
Gordon,  Charles  W. 

“The  Doctor,’’  Revell,  New  York,  1906. 

Jewett,  Sarah  OiTie 

The  Country  Doctor,  Houghton-Mifflin  Company, 
1884. 

Joi’dan,  Mrs.  Helen  R. 

Dr.  Serocold,  Doubleday,  Doran  & Company,  1930. 
Lewis,  Sinclair 

Arrowsmith,  Harcourt,  Publishers,  1931. 
Maclaren,  Ian  (pseud.)  Watson,  John 
Beside  the  Bonnie  Briar  Bush,  Dodd. 

Maugham,  W.  Somerset 

Of  Human  Bondage,  Grossett  & Dunlap,  New 
York,  1915  (and  1932). 

Morrison,  Peggy  (March  Cast,  pseud.) 

The  Dark  Glass,  Knopf,  Publishers,  1935. 

Mulder,  Arnold 

Sand  Doctor,  Houghton-Mifflin  Company,  1921. 
Norris,  Kathleen 

Beauty’s  Daughter,  Doubleday,  Doran  & Company, 
1935. 

Oppenheim,  James 

Dr.  Rast,  Sturgis  and  Walton,  Publishers,  1909. 
Poole,  Ernest 

The  Destroyer,  MacMillan  Company,  1931. 

Prouty,  Mrs.  Olive  (Higgins) 

White  Fawn,  Houghton-Mifflin  Company,  1931. 
Richardson,  Henry  Handel 

Australie  Felix,  W.  W.  Norton  and  Company,  New 
York,  1931. 
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SOCIETY  PROCEEDINGS 


Boone-Story  Medical  Society 

A joint  meeting  of  members  of  the  Boone  and 
Story  Medical  Societies  and  the  veterinarians  of  the 
Iowa  State  College  and  the  two  counties,  was  held 
Wednesday,  September  23,  at  the  Ames  Golf  and 
Country  Club.  A symposium  on  undulant  fever  was 
presented  by  the  following  speakers:  Professor  S.  H. 
McNutt,  D.V.M.,  Iowa  State  College,  Brucella  Infec- 
tion in  Animals;  Professor  A.  I.  Merchant,  D.V.M., 
Iowa  State  College,  Epidemiology  of  Undulant  Fever; 
and  N.  M.  Whitehill,  M.D.,  of  Boone,  Undulant  Fever 
in  Humans.  The  symposium  was  discussed  by  Carl 
F.  Jordan,  M.D.,  Des  Moines,  State  Department  of 
Health,  and  Charles  Murray,  D.V.M.,  Dean  of  Vet- 
erinary Medicine,  Iowa  State  College.  All  were  ex- 
cellent papers  and  were  well  received.  We  expect  to 
hold  occasional  meetings  jointly  with  the  veterina- 
rians for  the  discussion  of  diseases  common  to  both 
animals  and  humans. 

E.  B.  Bush,  M.D.,  Secretary 
Story  County  Medical  Society 

Calhoun  County 

The  Calhoun  County  Medical  Society  held  its  reg- 
ular monthly  meeting  Tuesday,  September  15,  in 
Rockwell  City,  for  the  special  purpose  of  discussing 
legislative  matters  of  interest  to  the  medical  pro- 
fession. Twenty  members  and  guests  were  present 
at  the  program  which  was  presented  by  the  following 
speakers:  Edward  A.  Benbrook  of  Ames,  secretary  of 
the  Iowa  Basic  Science  Board;  Miss  Lillian  Mc- 
Geachey  of  Fort  Dodge,  district  consultant  on  the 
child  welfare  phase  of  the  Social  Security  Act;  and 
R.  D.  Bernai'd,  M.D.,  of  Clarion,  member  of  the  com- 
mittee on  public  policy  and  legislation  of  the  Iowa 
State  Medical  Society. 

P.  W.  Van  Metre,  M.D.,  Secretary 

Cerro  Gordo  County 

The  regular  monthly  meeting  of  the  Cerro  Gordo 
County  Medical  Society  was  held  in  Mason  City, 
Tuesday,  September  15.  Walter  D.  Abbott,  M.D., 
of  Des  Moines,  addressed  the  society  on  the  subject 
of  Surgical  Treatment  of  Head  Injuries.  William 
C.  Egloff,  M.D.,  of  Mason  City,  spoke  on  Surgery  in 
the  Presence  of  Cardiac  Disease.  C.  E.  Dakin,  M.D., 
also  of  Mason  City,  presented  a report  from  the 
Fracture  Committee  of  the  State  Society,  stating 
the  purposes  and  aims  of  the  committee  and  promis- 
ing a series  of  communications  to  be  given  at  each 
meeting  regarding  the  diagnoses  and  management 
of  various  types  of  fractures. 

The  next  meeting  of  the  society  will  be  held  Tues- 
day, October  13,  at  the  Hotel  Cerro  Gordo  in  Mason 
City.  The  speaker  of  the  evening  will  be  11.  Winnett 
Orr,  M.D.,  of  Lincoln,  Nebraska,  who  will  address  the 
society  on  The  Treatment  of  Compound  b’ractures. 
There  will  also  be  a paper  by  Draper  Long,  M.D.,  of 


Mason  City,  on  The  Indication  and  Methods  of  X-ray 
Pelvimetry. 

H.  W.  Morgan,  M.D.,  Secretary 

Clinton  County 

George  B.  Eusterman,  M.D.,  of  Rochester,  Minne- 
sota, was  guest  speaker  for  the  Clinton  County  Medi- 
cal Society  at  a meeting  held  at  the  Country  Club  in 
Clinton,  Thursday,  September  3.  Dr.  Eusterman 
spoke  on  The  Significant  Recent  Contributions  to 
the  Diagnosis  and  Therapy  of  Gastroduodenal  Dis- 
orders. On  Thursday,  October  1,  Daniel  L.  Sexton, 
M.D.,  of  St.  Louis,  Missouri,  addressed  the  society 
on  Endocrinology  in  General  Practice. 

G.  M.  Ellison,  M.D.,  Secretary 

Dickinson-Emmet  Societies 
A joint  meeting  of  the  Dickinson  and  Emmet  Coun- 
ty Medical  Societies  was  held  at  the  City  Hall  in 
Estherville,  Thursday,  September  17.  Dinner  was 
served  at  six-thirty,  after  which  the  following  pro- 
gram was  presented:  The  Lawyer  and  his  Relation 
to  the  Physician,  Harry  E.  Coffie;  The  Coroner  and 
his  Relation  to  the  Physician,  Fred  Sternborg;  Den- 
tal Infections  of  Interest  to  tbe  Physician,  T.  V. 
Maytum,  D.D.S.;  My  Recent  Trip,  G.  H.  West,  M.D.; 
and  Pending  Legislation,  M.  T.  Morton,  M.D. 

E.  E.  Lashbrook,  M.D.,  Secretary 


Dubuque  County 

Tbe  Eighty-third  Annual  Session  of  the  Dubuque 
County  Medical  Society  convened  in  Dubuque,  Tues- 
day, September  22.  In  the  morning  the  following 
program  was  presented  by  Dubuque  physicians: 
Cirrhosis  of  the  Liver  and  Subacute  Yellow  Atrophy 
of  the  Liver,  D.  W.  Leik,  M.D.;  Care  of  Premature 
Infants,  W.  J.  Connell,  M.D.;  A Case  of  Subcutaneous 
Oxygen  Therapy,  Theodore  Stuckart,  M.D.;  Solitary 
Cyst  of  the  Lung,  A.  B.  Nesler,  M.D.;  Pollen,  Hay 
Fever  and  Asthma,  L.  E.  Cooley,  M.D.;  A Case  of 
Phytobezoares,  J.  C.  Hancock,  M.D.;  and  An  Unusual 
Stone  in  the  Bladder,  J.  J.  Brownson,  M.D.  After 
the  noon  luncheon  members  of  the  society  were  ad- 
dressed by  tbe  following  guest  speakers:  Budd  C. 

Corbus,  M.D.,  professor  of  genito-urinary  surgery. 
Northwestern  University  Medical  School,  Chicago,  on 
Intradermal  Immunization  in  Gonorrheal  Infections; 
Earl  C.  Sage,  M.D.,  professor  of  obstetrics.  Univer- 
sity of  Nebraska,  Omaha,  on  Errors  Made  in  Obstet- 
ric Practice;  and  F.  H.  K.  Schaaf,  M.D.,  professor  of 
medicine.  University  of  Minnesota,  Minneapolis,  on 
Liver  Function  and  Differential  Diagnosis  of  Jaun- 
dice. 


Jackson  County 

The  Jackson  County  Medical  Society  held  a dinnei' 
meeting  at  the  Clubhouse  in  Maquoketa,  Thursday. 
.September  24,  with  the  following  speakers:  Arthu:' 
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W.  Erskine,  M.D.,  of  Cedar  Rapids,  The  Cancer 
Problem  in  Iowa;  J.  Stuart  McQuiston,  M.D.,  also 
of  Cedar  Rapids,  Case  Reports  on  Multiple  Sclerosis, 
Parkinson’s  Syndrome,  and  Neurologic  Manifesta- 
tions of  Pernicious  Anemia;  and  Frank  B.  Dorsey,  Jr., 
M.D.,  of  Keokuk,  That  Acute  Upper  Abdomen.  About 
foi’ty  members  and  guests  attended  the  dinner  and 
excellent  scientific  program. 

William  Lowder,  M.D.,  Secretary 
Jasper  County 

Milo  G.  Meyer,  M.D.,  of  Marshalltown,  was  the 
speaker  of  the  evening  when  the  Jasper  County  Med- 
ical Society  met  Tuesday,  September  1,  in  Newton. 
Dr.  Meyer  addi-essed  the  group  on  The  Irritable 
Colon. 


Jefferson  County 

The  Jefferson  County  Medical  Society  met  Friday, 
September  18,  at  the  Turner  Hotel  in  Fairfield.  R. 
M.  Sorensen,  M.D.,  of  Washington,  outlined  plans  for 
the  organization  of  a health  unit,  which  would  com- 
bine four  or  five  counties  into  one  district.  Clyde  A. 
Boice,  M.D.,  also  of  Washington,  and  councilor  of 
the  eighth  district,  reported  on  the  attitudes  of  the 
various  political  candidates  in  regard  to  medical 
matters. 

Ludwig  Gittler,  M.D.,  Secretary 

Johnson  County 

The  October  meeting  of  the  Johnson  County  Med- 
ical Society  was  held  at  Youde’s  Inn,  Wednesday, 
October  7.  After  the  six  o’clock  dinner,  Ruben  Nom- 
land,  M.D.,  spoke  on  The  Classification  and  Treatment 
of  Eczema  and  Dermatitis. 


Linn  County 

William  G.  MacCallum,  M.D.,  pathologist,  Johns 
Hopkins  Hospital,  Baltimore,  Maryland,  was  guest 
speaker  for  the  Linn  County  Medical  Society  at  the 
regular  meeting  held  Friday,  October  2,  in  Cedar 
Rapids.  Dr.  MacCallum  spoke  on  The  General  Char- 
acteristics of  the  Hypophysis,  and  his  address  was 
discussed  by  H.  P.  Smith,  M.D.,  Iowa  City;  James  W. 
Kernohan,  M.D.,  Rochester,  Minnesota;  Harold  Swan- 
berg,  M.D.,  Quincy,  Illinois;  and  Fred  W.  Mulsow, 
M.D.,  Cedar  Rapids.  Another  feature  of  the  pro- 
gram was  a paper  on  Pneumonia,  presented  by  Wil- 
liam E.  Owen,  M.D.,  of  Cedar  Rapids. 

On  Tuesday,  October  27,  the  society  will  have  as 
its  guest  Elliott  P.  Joslin,  M.D.,  professor  of  clinical 
medicine.  Harvard  University,  Boston,  Massachu- 
setts, who  will  speak  on  The  Treatment  of  Diabetes. 


Madison  County 

The  Madison  County  Society  held  a dinner  meet- 
ing Monday,  September  14,  at  the  hospital  in  Win- 
terset,  after  which  Fred  Moore,  M.D.,  of  Des  Moines, 
chairman  of  the  committee  on  public  policy  and 
legislation,  spoke  on  various  points  of  interest  that 
concern  the  medical  profession.  There  was  keen  in- 
terest, and  the  discussion,  participated  in  by  every 
man  present,  lasted  until  nearly  midnight.  Our 
county  society  has  started  another  year  of  work  and 


is  looking  forward  to  a program  every  month.  We 
extend  a cordial  invitation  to  members  of  the  pro- 
fession from  neighboring  towns  and  counties  to  meet 
with  us  for  a dinner  meeting  on  the  second  Monday 
of  every  month. 

J.  F.  Veltman,  M.D.,  Secretary 
Marion  County 

George  H.  Clark,  M.D.,  of  Oskaloosa,  presented  a 
fine  discourse  on  Allergy,  at  the  meeting  of  the 
Marion  County  Medical  Society  held  in  Knoxville, 
Thursday,  September  17.  He  spoke  of  the  great 
variety  of  foods  and  other  materials  causing  symp- 
toms, and  the  contrasting  ease  and  difficulty  with 
which  different  cases  were  cured.  Those  present  felt 
it  was  unusually  unfortunate  that  so  few  were  able 
to  benefit  by  the  presentation  of  Dr.  Clark’s  dis- 
cussion. 

J.  R.  Wriprht,  M.D..  Secretary 

Polk  County 

The  Des  Moines  Academy  of  Medicine  and  Polk 
County  Medical  Society  held  a meeting  in  Des  Moines, 
Tuesday,  September  29.  After  calling  the  meeting 
to  order.  President  Losh  expressed  the  sorrow  of  the 
medical  profession  for  the  accidental  death  of  Dr. 
Howard  L.  Beye,  and  the  great  loss  to  the  University 
of  Iowa,  College  of  Medicine  in  his  untimely  death. 
The  members  and  guests  present  stood  in  silent  rev- 
erence in  token  of  their  respect  for  this  great  sur- 
geon and  teacher. 

Fred  Moore,  M.D.,  chairman  of  the  committee  on 
public  policy  and  legislation,  discussed  very  briefly 
the  efforts  of  the  committee  to  maintain  the  basic 
science  law,  as  enacted,  against  the  efforts  of  an- 
tagonists to  the  legislation.  The  principal  speaker 
of  the  evening  was  Oliver  J.  Fay,  M.D.,  who  de- 
livered a most  enlightening  and  educational  paper 
on  the  subject  of  Would  the  Practice  of  Medicine  as 
Envisaged  Through  the  Social  Security  Act  Con- 
tribute to  the  Security  of  Either  the  Public  or  the 
Medical  Profession?  The  paper  and  the  subject  were 
discussed  by  James  C.  Hill,  M.D.,  of  Newton,  and  A. 
C.  Moerke,  M.D.,  of  Burlington,  members  of  the  com- 
mittee on  medical  economics;  and  Walter  L.  Bierring, 
M.D.,  State  Commissioner  of  Health.  Dr.  Moore  was 
called  upon  to  tell  how  the  members  of  the  pro- 
fession can  help  in  obtaining  desirable  legislation 
and  how  they  will  be  informed  as  to  the  attitude  of 
the  several  candidates  for  public  office. 

A special  scientific  meeting  of  the  society  will  be 
held  at  the  Hotel  Fort  Des  Moines,  Tuesday,  October 
13,  at  which  time  Joseph  A.  Weinberg,  M.D.,  asso- 
ciate professor  of  clinical  pathology  and  assistant 
professor  of  surgery  at  the  University  of  Nebraska, 
College  of  Medicine,  Omaha,  will  speak  on  the  sub- 
ject of  Bronchiectasis;  and  Harold  E.  Eggers,  M.D., 
professor  of  pathology  and  bacteriology  at  the  Uni- 
versity of  Nebraska,  College  of  Medicine,  Omaha, 
will  discuss  The  Experimental  Study  of  Cancer. 

E.  M.  Kin^ery,  Executive  Secretary 


Pottawattamie  County 

Guest  speaker  for  the  Pottawattamie  County  Med- 
ical Society  at  its  opening  meeting  this  fall,  held  at 
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the  Mercy  Hospital  in  Council  Bluffs,  Monday,  Sep- 
tember 21,  was  Charles  H.  Watkins,  M.D.,  of  The 
Mayo  Clinic,  Rochester,  Minnesota,  who  chose  as  his 
subject,  The  More  Common  Blood  Dyscrasias.  Case 
presentations  were  given  by  Council  Bluffs  physicians 
as  follows:  Late  Toxemias  of  Pregnancy,  C.  V.  Ed- 
wards, M.D.;  Cicatricial  Stenosis  of  the  Esophagus, 
S.  D.  Maiden,  M.D.;  and  Perforated  Duodenal  Ulcer, 
Joseph  L.  Stech,  M.D. 

The  next  meeeting  of  the  society  will  be  held  Mon- 
day, October  12,  when  members  of  the  Woodbury 
County  Medical  Society  will  present  the  scientific 
I program. 

I Fred  H.  Beaumont,  M.D.,  Secretary 


Scott  County 

Arthur  J.  Barsky,  M.D.,  professor  of  plastic  sur- 
gery at  the  New  York  Polyclinic  Medical  School  and 
Hospital,  addressed  members  of  the  Scott  County 
Medical  Society,  at  the  regular  meeting  of  that  or- 
ganization held  in  Davenport,  Thursday,  October  1. 
' Dr.  Barsky’s  subject  was  Some  Principles  of  Plastic 
! Surgery  for  the  General  Practitioner. 

j 

I Tama  County 

, The  Tama  County  Medical  Society  held  its  regu- 
! lar  September  meeting  at  Garwin,  Friday,  Septem- 
ber 11.  Fourteen  doctors  were  present  at  the  ses- 
sion which  was  held  in  the  Christian  Church,  where 
dinner  was  served  to  the  doctors  and  their  guests. 
Benjamin  F.  Wolverton,  M.D.,  of  Cedar  Rapids,  ad- 
dressed the  meeting  on  The  Changing  Conception  of 
Treatment  of  Heart  Disease.  His  paper  was  inter- 
esting and  was  freely  discussed. 

Albert  A.  Crabbe.  M.D..  Secretary 


Van  Buren  County 

A very  enjoyable  day  was  spent  by  members  of  the 
^ Van  Buren  County  Medical  Society,  Thursday,  Au- 
I gust  20,  at  a picnic  held  in  the  Farmington  State 
♦ Park.  After  the  dinner  the  following  scientific  pro- 
. gram  was  presented:  Peptic  Ulcer,  R.  L.  Feightner, 
, ' M.D.,  cf  Fort  Madison;  and  Infant  Feeding,  Frank  M. 
Fuller,  M.D.,  of  Keokuk. 

I C.  R.  Russell.  M.D.,  Secretary 

I Washington  County 

I Professor  W.  J.  Teeters,  dean  of  the  College  of 

1 Pharmacy,  State  University  of  Iowa,  furnished  the 
scientific  program  for  the  Washington  County  Medi- 
I cal  Society  at  a meeting  held  in  Kalona,  Tuesday, 
1 1 September  29,  speaking  on  Chemistry  in  the  Detec- 
;■  j tion  of  Poisons. 

Woodbury  County 

i The  Woodbury  County  Medical  .Society  will  enter- 
1 1 tain  Max  Cutler,  M.D.,  director  of  the  tumor  clinic, 
fj. Michael  Reese  Hospital,  Chicago,  as  its  guest  speaker 
for  the  November  meeting. 


PERSONAL  MENTION 

Dr.  Arthur  D.  Woods  of  State  Center,  has  recently 
been  appointed  vice  chairman  of  the  section  on  med- 
icine to  assist  in  planning  the  medical  section  pro- 
gram for  the  Eighty-sixth  Annual  Session  of  the 
Iowa  State  Medical  Society. 


Dr.  John  Willard  Hanson,  who  was  graduated  in 
1934  from  the  University  of  Minnesota  Medical 
School,  has  located  in  Northwood.  Dr.  Hanson  comes 
direct  from  Dunnell,  Minnesota,  where  he  has  prac- 
ticed for  the  past  year. 


Dr.  G.  E.  Harrison  of  Mason  City,  addressed  the 
Clear  Lake  Rotary  Club,  Thursday,  September  17, 
on  “Mystery,  Magic  and  Medicine.” 


Dr.  F.  T.  Launder,  after  thirty-six  years  of  prac- 
tice in  Garwin,  has  resigned  from  active  service,  and 
has  turned  over  his  practice  to  Dr.  C.  V.  Morrison, 
who  was  graduated  from  the  State  University  of 
Iowa,  College  of  Medicine,  in  1933. 


Dr.  E.  C.  Sage  of  Eagle  Grove,  has  received  an  ap- 
pointment to  Johns  Hopkins  University  in  Baltimore, 
Maryland,  for  a nine  months’  postgraduate  course  in 
medicine.  During  his  absence,  his  practice  will  be 
taken  care  of  by  Dr.  Ivan  Rarick  of  Sioux  City,  who 
was  graduated  from  the  State  University  of  Iowa, 
College  of  Medicine,  in  1932. 


Dr.  William  B.  McTaggart  of  Arcadia,  has  become 
associated  with  Dr.  John  S.  Deering  in  Onawa.  Dr. 
McTaggaft  is  a graduate  of  the  Creighton  University 
School  of  Medicine. 


Dr.  E.  E.  Shaw  of  Indianola,  was  guest  speaker 
for  the  Leon  Rotary  Club  at  its  noon  luncheon  meet- 
ing, Monday,  September  21.  Dr.  Shaw  spoke  on 
“Cancer — Its  Cause,  Effect,  and  Cure.” 


Dr.  Sterling  J.  Ritchey,  after  practicing  for  two 
years  in  Colfax,  has  located  in  Newton,  where  he 
expects  to  take  over  the  practice  of  Dr.  John  H. 
Faust.  Dr.  Ritchey  was  graduated  from  the  State 
University  of  Iowa,  College  of  Medicine,  in  1932. 


Dr.  Ralph  L.  Gorrell,  formerly  of  Stuart,  Nebraska, 
has  arrived  in  Clarion,  where  he  will  be  associated 
in  practice  with  Dr.  R.  G.  Bird.  Dr.  Gorrell  is  a 
graduate  of  Loyola  University  School  of  Medicine. 


Dr.  E.  M.  Myers  of  Boone,  was  presented  by  the 
Mason  City  Business  and  Professional  Women’s  Club, 
in  a public  address,  Monday,  Octobei-  5.  Dr.  Myers 
spoke  on  “Cancer.” 

Dr.  .\rthur  P.  Long,  who  was  associated  with  the 
late  Dr.  F.  A.  Osincup  in  Waverly,  has  been  offered 
a fellowship  by  the  Rockefeller  Foundation,  and  has 
already  left  for  Boston,  Massachusetts,  where  he  will 
enter  Harvard  University. 
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Dr.  T.  M.  Mast,  who  formerly  practiced  in  Ottum- 
wa, has  located  in  Washington,  Iowa.  Dr.  Mast  was 
graduated  in  1933  from  the  University  of  Arkansas 
School  of  Medicine. 


Dr.  Robert  A.  Powell  of  Omaha,  has  just  arrived  in 
Villisca,  where  he  will  take  over  the  practice  of  Dr. 
John  A.  Liken,  who  is  leaving  to  study  special  sur- 
gical work  at  the  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania.  Dr.  Powell  was  graduated 
in  1935  from  the  University  of  Nebraska,  College 
of  Medicine,  and  has  completed  one  year’s  interne- 
ship  at  the  Pasadena  Hospital,  Pasadena,  California. 

Dr.  John  H.  Sunderbruch,  who  was  graduated  in 

1934  from  the  State  University  of  Iowa,  College  of 
Medicine,  has  established  offices  in  Davenport  for  the 
practice  of  medicine.  Dr.  Sundei-bruch  interned  at 
the  Harper  Hospital  in  Detroit,  Michigan,  later  serv- 
ing as  house  physician  for  the  Mercy  Hospital  in 
Jackson,  Michigan.  For  the  past  several  months  he 
has  been  connected  with  the  United  States  Public 
Health  Service  Bureau  at  the  Rock  Island  Arsenal. 

Dr.  Clemmet  W.  Byrnes,  who  was  graduated  in 

1935  from  Creighton  University  School  of  Medicine, 
and  interned  at  St.  Joseph’s  Hospital  in  Omaha,  has 
located  in  Dunlap  for  the  practice  of  medicine. 


Dr.  Fred  L.  Wahrer  of  Marshalltown,  was  named 
president-elect  of  the  American  Congress  of  Physical 
Therapy  at  the  annual  meeting  of  that  organization 
held  recently  in  New  York  City. 


Newly  elected  officers  of  the  Iowa  Academy  of 
Ophthalmology  and  Otolaryngology  are:  Dr.  James 
A.  Downing  of  Des  Moines,  president;  Dr.  Harry  H. 
Lamb  of  Davenport,  president-elect;  and  Dr.  0.  L. 
Thorburn  of  Ames,  secretary  and  treasurer. 


MARRIAGES 

The  marriage  of  Miss  Josephine  Johnson  and  Dr. 
S.  J.  Ritchey,  both  of  Colfax,  took  place  Monday, 
September  21,  at  the  Presbyterian  parsonage  in 
Colfax.  Dr.  Ritchey  has  been  practicing  in  Colfax 
for  the  past  year  and  one-half,  and  has  recently 
moved  to  Newton  where  he  will  be  engaged  in  the 
practice  of  medicine. 


Miss  Dorothy  Doak  of  Iowa  City  and  Dr.  Roger 
Minkel  of  Swea  City  were  united  in  marriage  in  Fort 
Dodge,  Sunday,  September  8.  Following  a wedding 
trip  to  northern  Minnesota,  the  young  couple  will 
be  at  home  in  Swea  City  where  Dr.  Minkel  has  been 
pi'acticing  for  the  past  two  years. 


Dr.  Grace  0.  Doane  and  Dante  Pierce,  both  of  Des 
Moines,  were  married  at  the  home  of  the  former, 
Thursday,  September  10.  They  will  make  their  home 
in  Des  Moines,  where  Mr.  Pierce  is  publisher  of 
Wallaces’  Farmer  and  Iowa  Homestead,  and  where 
Dr.  Doane  is  engaged  in  the  specialty  of  treating  eye, 
ear,  nose  and  throat  diseases. 


DEATH  NOTICES 

Beye,  Howard  Lombard,  of  Iowa  City,  aged  fifty, 
died  September  29,  following  an  automobile  acci- 
dent. He  was  graduated  in  1911  from  Rush  Medical 
College,  Chicago,  and  at  the  time  of  his  death  was 
a member  of  the  Johnson  County  Medical  Society. 
A more  complete  obituary  will  be  found  on  page  588 
of  this  issue. 


Gibson,  Charles  Gordon,  of  Sioux  City,  aged  sixty- 
eight,  died  suddenly  September  26,  as  the  result  of  i>! 
a heart  attack.  He  was  graduated  in  1900  from  Rush  I 
Medical  College,  Chicago,  and  at  the  time  of  his  I 
death  was  a member  of  the  Woodbury  County  Med-  * 
ical  Society.  ^ 


STATE  DEPARTMENT  OF  HEALTH 

(Continued  from  page  582) 

the  initial  feeding  was  omitted  and  the  ticks  were 
injected  directly  into  the  test  guinea  pig.” 

Results  of  the  transfer  to  separate  guinea  pigs 
of  suspensions  of  tick  substance  from  thirty-one 
sets  of  ticks  and  representing  thirty-one  localities 
in  Iowa  follow.  Twenty-four  of  the  tests  proved 
negative.  Four  of  the  tests  were  rendered  void  be- 
cause of  the  fact  that  the  guinea  pig  “died  of  an 
intercurrent  infection  or  had  some  reaction  which 
suggested  intercurrent  infection.”  One  test  showed 
the  presence  of  tularemic  infection ; the  ticks  con- 
cerned were  collected  in  Walnut  State  Park,  Polk 
County,  Iowa,  a few  miles  from  Des  Moines. 
One  test  was  incomplete  at  the  time  of  the  report 
and  the  guinea  pig  in  the  remaining  test  showed 
fever  of  undetermined  origin. 

A more  complete  tick  survey  of  the  state  is 
planned  for  the  spring  of  1937.  With  shipment  in 
such  a manner  as  will  reduce  appreciably  the  mor- 
tality of  ticks  in  transit  and  with  the  collection  of 
from  fifty  to  one  hundred  specimenfe  in  each  local- 
ity, rather  than  the  much  smaller  number  obtain- 
able this  year  due  largely  to  the  drought,  results 
of  continuation  of  the  survey  should  prove  even 
more  significant.  It  is  expected  that  further  study 
may  throw  light  on  the  percentage  of  ticks  in  this 
region,  harboring  the  virus  of  Rocky  Mountain 
spotted  fever. 


PREVALENCE  OF  DISEASE 

Most  Cases 


Aug.  *36 

July  ’36  Aug.  *36 

1 Reported  From 

Diphtheria 

. . . 13 

15 

17 

Mills,  Polk 

Scarlet  Fever  . . . 

...79 

145 

68 

(For  State) 

Typhoid  Fever  . . 

. . . 22 

5 

24 

Pottawattamie.  Polk 

Smallpox  

. . . 7 

48 

10 

Woodbury 

Measles  

13 

15 

Clarke,  Dubuque, 
O’Brien 

Whooping  Cough 
Cerebrospinal 

. . . 50 

31 

59 

story,  Lee,  Linn 

Meningitis  . . . 

. . . 8 

2 

8 

Polk,  Scott 

Chickenpox 

. . . 15 

26 

2 

(For  State) 

Mumps 

. . . 28 

44 

53 

O’Brien 

Poliomyelitis  . . . . 

. . . 6 

1 

13 

Pottawattamie 

Tuberculosis  . . . . 

. . . 42 

42 

62 

(For  State) 

Uudulant  Fever  . 

. . . 15 

6 

13 

(For  State) 

Gonorrhea 

. . .184 

159 

176 

(For  State) 

Syphilis  

. . . 88 

94 

105 

(For  State) 

I 
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Dr.  Frank  M.  Fuller,  Keokuk 

Dr.  John  T.  McClintock,  Iowa  City 

Dr.  Paul  W.  Van  Metre,  Rockwell  City 


Dr.  Tom  B.  Throckmorton,  Des  Moines 
Dr.  Walter  L.  Bierring,  Des  Moines 
Dr.  William  Jepson,  Sioux  City 


Dr.  George  W.  Richards,  who  came  from  New 
York,  arrived  in  St.  Charles,  Illinois,  sometime 
during  the  year  1839.^  He  was  a fine  appearing 
man,  having  a superior  education  and  evident  abil- 
ity. He  was  successful  in  the  practice  of  his  pro- 
fession, and  being  ambitious  to  make  the  best  use 
of  his  opportunities,  desired  to  embark  on  an  edu- 
cational venture  along  medical  lines.  . In  the  year 
1842,  he  and  other  physicians  organized  the  Frank- 
lin Medical  College,  a year  before  either  Rush  or 
Illinois  Medical  Colleges  were  organized.^  The 
school  opened  with  the  following  staff  of  teachers : 
Drs.  G.  W.  Richards,  professor  of  anatomy  and 
physiology ; John  Thomas,  professor  of  chemistry 
and  pharmacy ; Edward  Mead,  professor  of  ma- 
teria medica,  therapeutics  and  pathology;  John 
Delamater,  professor  of  surgery;  Nichols  Hard, 
p professor  of  obstetrics  and  diseases  of  children; 
“ and  Samuel  Denton,  {)rofessor  of  theory  and  prac- 
tice of  medicine.^  The  trustees  of  the  institution 
were  the  following  gentlemen:  Messrs.  H.  Ban- 
croft, W.  Rounseville,  L.  Foots,  J.  S.  Christian,  A. 
Baird,  L.  Howard  and  Steven  Jones.® 

This  faculty  gave  a course  of  lectures  to  a class 
of  fifteen  or  twenty  in  the  fall  of  1842.  The  repu- 
tation of  Richards  together  with  the  number  of 
students  attracted  to  the  new  school  led  to  his  be- 
ing placed  on  the  faculty  of  the  La  Porte,  Indiana, 
Medical  College  in  1844.  .At  the  same  time  Dr. 
Moses  Knapj),  who  had  been  connected  with  the 
Ru.sh  Medical  College  of  Chicago,  and  Dr.  Nichols 
Hard  of  the  Franklin  School  were  also  put  on  the 
La  f’orte  faculty.  .Among  the  students  at  the 
P'ranklin  College  were  the  following:  Orpheus 
Everts,  who  married  one  of  Kichards’  daughters; 


.Addison  Dan  ford  ; R.  1.  Thomas,  also  a son-in-law 
of  Richards;  Weeks,  G.  E.  Bunker,  two  Hopkins 
brothers,  Torry,  King,  Jerome  and  John  Rood.® 
Dr.  Weaver,  in  his  recent  history  of  the  Erank- 
lin  School,  quotes  from  a letter  written  by  Dr. 
Hard,  telling  of  his  arrival  in  St.  Charles,  and 
the  delivery  of  his  lectures  in  Eranklin  Medical 
College,  and  giving  it  as  his  opinion  that  “The 
prospects  are  good  for  a flourishing  school.  We 
shall  have  a charter  from  the  legislature  this  win- 
ter and  cannot  appoint  professors  until  then.  The 
school  will  eventuallv  be  located  in  Chicago.”® 
Dr.  Weaver  also  quotes  the  following  from  the 
Western  Lancet  of  January,  1843,'^  “The  Medical 
College  of  St.  Charles  has  been  organized  during 
the  past  year.”  He  gives  it  as  his  opinion  that  the 
school  had  no  charter,  although  there  were  those 
who  claimed  that  it  had,  and  also,  it  proved  to 
him  that  it  was  operating  before  Rush  or  Illinois 
Medical  Colleges  had  become  established.  Erank- 
lin College  managed  to  give  its  degrees  vicariously 
through  the  good  offices  of  the  La  Porte  College.^ 
There  was  much  jealousy  between  the  various 
schools.  Because  he  was  unable  to  obtain  from  the 
state  a charter  for  his  school,  he  transferred  his 
activities  to  the  Rock  Island  School  project.  This 
medical  college  became  established  in  1848,  and 
after  one  year  removed  to  Davenport,  Iowa. 

Dr.  A.  .A.  Noyes,  of  Ma.son  City,  Iowa,  who  was 
graduated  in  the  second  class  in  1850,  after  the 
college  had  become  the  College  of  Phyicians  and 
Surgeons  of  the  Upjx'r  Mississippi  and  a depart- 
ment of  the  State  University  of  Iowa,  published  an 
article  in  the  Iowa  Medical  Journal  of  1908  deal- 
ing with  the  Rock  Island  and  Davenport  Medical 
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schools.  He  was  able  lo  throw  considerable  light 
on  events  connected  with  the  establishment  of  this 
schcK)l,  which  helped  to  clarify  matters  not  pre- 
viously known  with  certainty.  It  must  be  men- 
tioned that  Dr.  Noyes  was  a school  teacher  in 
•Madison,  Wi.sconsin,  during  the  winter  of  1847, 
and  for  several  years  jireviously  and  also  a fre- 
quent visitor  in  the  office  of  Dr.  Chandler  H. 
Chapman,  who  was  acting  preceptor  of  a grouj)  of 
medical  students,  who  were  taking  anatomy  and 
medicine  under  his  tutelage. 

He  states  that  in  1847  a bill  was  jiassed  bv  the 
W isconsin  legislature,  incorporating  the  Madison, 
Wisconsin  Medical  College,  the  incorporators  be- 
ing Drs.  George  W.  Richards,  Moses  L.  Knapp 
and  Chandler  1’.  Chainnan,  together  with  John  L. 
Smith.  Richard  A.  Maloney  and  Nathaniel  W . 
Dean,  laymen.  The  charter  provided  for  a branch 
at  RcK'k  Island,  which  was  opened  in  1848  for  its 
first  medical  course.^ 


1.  Dr.  Chandler  P.  Chapman  2.  Dr.  John  F.  Sanford 
4.  Dr.  Orpheus  Everts 

3.  Dr.  Samuel  G.  Armor  5.  Dr.  A.  S.  Hudson 


ROCK  ISLAND  MEDICAL  COLLEGE 
1S48-1849 

Because  Wisconsin  had  so  recently  become  a 
state,  it  was  not  difficult  to  obtain  a charter.  The 
action  of  the  incorporators  was  in  the  nature  of 
a “coup  d’etat,"  enabling  them  to  open  their  col- 
lege in  Illinois  without  needing  to  obtain  a charter 
from  the  Illinois  state  legislature. 


The  school  remained  in  Rock  Island  for  only 
one  year,  and  its  faculty  in  this  year  consisted  of 
the  following  members: 

Anatomy:  W.  S.  Pierce.  M.D.,  Rock  Island. 
I'linois. 

Chemistry  and  Pharmacy:  Calvin  Goudy.  Tav-  , 
lorville,  Illinois. 

Materia  Medica  and  Therapeutics : Moses  L. 
Knapp,  Chicago,  Illinois. 

Physiology,  Pathology,  iMedical  Jurisprudence: 

,S.  G.  Armor,  Rockford,  Illinois. 

Surgery:  Chandler  B.  Chapman,  M.D.,  Madi- 
son. Wisconsin. 

Obstetrics.  Diseases  of  Women  and  Children:  < 
Dr.  John  F.  Sanford,  Farmington.  Iowa. 

Practice  of  Medicine:  Dr.  George  W.  Richards. 
St.  Charles.  Illinois. 

Demonstrator  of  Anatomy : Orpheus  Everts. 
M.D.,  Fond  du  Lac,  Wi.sconsin.** 

'Hie  following  were  graduated  in  1849  by  the 
Rock  Island  Medical  College : G.  S.  Barrows, 
George  A.  Bunker,  I.  D.  Crockwell,  Willis  A. 
Sanford,  Adison  Mamson.  John  Dodson,  I.  Y. 
Frasier,  A.  C.  Grover,  (^bed  Hasevey,  Barclav 
Hinchback,  Jesse  Jones,  E.  S.  Mowrey,  E.  R. 
Phillips,  S.  Powell.  C.  D.  Pratt,  William  Richard- 
son, D.  C.  Roundy,  R.  I.  Thomas,  Jacob  Wads- 
worth, Eben  Blakley  and  James  Irvine.*® 

W’hile  the  school  was  in  session  in  Rock  Island 
it  is  quite  conceivable  that  some  member  of  the 
faculty  learned  of  the  organization  of  the  Iowa 
University  in  Iowa  City.  Dr.  Sanford’s  residence 
was  in  Farmington,  Iowa.  He  was  also  a member 
of  the  Senate  Chamber  of  Iowa  and  a member  of 
the  Rock  Island  medical  faculty.  It  is  also  reason- 
able to  suppose  that  if  the  Rock  Island  School  were  ■ 
made  a department  of  the  University  of  Iowa,  its 
situation  would  be  much  more  favorable  than  if  it 
were  to  remain  in  Rock  Island  as  a department  of 
the  Wisconsin  University. 

An  examination  of  the  Iowa  State  University 
archives  shows  that  as  early  as  1848  a group  of 
physicians,  together  with  their  legal  represen- 
tative, Mr.  Stephen  Whicher,  B.L.,  met  in  Iowa  ' 
City,  and  that  Dr.  Whicher  and  Dr.  I.  M.  Vaughan 
met  with  the  Board  of  Trustees  of  the  LTniversity 
and  memorialized  the  Board  as  follows,  on  Decem- 
ber 7,  1848: 

“Messrs.  Whicher  and  V’aughan,  a committee 
a])pointed  on  the  part  of  a medical  convention 
held  in  the  capitol  on  a previous  day,  submitted 
a statement  of  the  condition  and  wants  of  the 
Medical  Faculty  of  the  State  of  Iowa,  and  asked 
recognition  by  the  Board,  of  a voluntary  associa- 
tion of  medical  gentlemen,  as  the  Medical  Depart- 
ment of  the  University. 

“The  recognition  asked  for  was  granted  and 
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the  conditions  under  which  the  affiliation  was  made 
are  named,  and  a committee  appointed  to  report 
at  an  early  date,  with  such  recommendations  and 
additional  conditions  as  seemed  advisable.” 

The  report  of  the  Committee  on  the  Medical 
Department  was  made  December  11,  1848,  as 
follows : 

“To  the  Board  of  Trustees  of  the  State  Univer- 
sity of  Iowa: 

Your  committee,  to  whom  was  referred  a me- 
morial, from  an  association  of  physicians  and 
others  on  the  subject  of  organizing  a Medical  De- 
partment of  the  University,  respectfully  report: 

That  in  their  opinion  it  will  comport  with  the 
interest  of  the  University  and  of  our  state  gen- 
erally to  organize  immediately  the  Medical  De- 
partment of  said  University,  and  in  view  of  such 
organization,  they  suggest  for  your  adoption  the 
following  provisions  and  conditions  : 

1.  There  shall  he  attached  to  said  department 
professorships  in  connection  with  the  following 
branches  of  medical  education  and  the  persons 
whose  names  are  appended  appointed  professors 
of  the  departments  severally  in  connection  with 
their  names. 

1st.  Anatomy  and  Physiology,  Dr.  A.  S.  Hud- 
son, Professor. 

2nd.  Chemistry  and  Fdiarmacy. 

,5rd.  Principles  and  Practice  of  .Surgery,  Dr. 

I.  M.  Vaughan,  Professor. 

4th.  Principles  and  Practice  of  Medicine.  Dr. 

J.  \V.  Flint,  Professor. 

5th.  Materia  Medica  and  Ceneral  Pathology. 
Dr.  .S.  S.  Ransom,  Professor. 

6th.  Obstetrics  and  Disea.ses  of  Women  and 
Children,  Dr.  C.  P.  Hastings,  Professor. 

7th.  Medical  Juris])rudence,  .Stephen  Whicher, 
B.L.,  Professor. 

2.  The  faculty  of  .said  department  shall  consist 
of  the  several  profes.sors  with  a president  of  their 
own  selection  and  said  faculty  shall  be  empow- 
ered fa  majority  of  the  trustees  therein  con- 
curring) to  appoint  censors,  to  fill  the  vacancies 
now  e.xisting  or  which  may  exist  hereafter  in  any 
of  the  chairs — to  make  such  divisions  and  assign- 
ments of  the  several  branches  to  professors  who 
may  hereafter  he  deemed  expedient — to  appoint  a 
demonstrator  of  anatomy,  and  a janitor,  to  de- 
termine the  i>rices  of  the  tickets  of  the-  several 
jirofessors  and  to  establish  and  enforce  such  by- 
laws and  regulations  for  the  government  of  the 
faculty  and  the  department  during  its  sessions 
as  may  he  deemed  ex]>edient. 

3.  The  faculty  shall  defray  any  ex])enditures 
which  may  f)ccur  in  their  department  and  in  no 
event  shall  the  trustees  of  the  University  funds 
he  made  liable  for  any  of  the  expenses  of  said 
department,  and  shall  yearly,  or  oftener,  if  deemed 


necessary  by  the  trustees,  report  to  the  trustees 
on  all  matters  incident  to  the  general  interests 
thereof. 

4.  The  first  cour.se  of  lectures  shall  commence 
on  the  first  Monday  in  November,  1849,  and  con- 
tinue for  a term  of  sixteen  weeks."” 

The  provisions  were  adopted,  and  it  will  be  noted 
that  the  Faculty  of  the  Medical  Department  was 
given  considerable  discretion  in  the  matter  of  ap- 
pointing members  to  the  faculty  to  replace  those 
who,  for.  one  reason  nr  another,  decided  to  sever 
their  connections  with  the  College. 

It  is  justifiable  to  assume  that  the  purpose  of  the 
removal  of  the  Rock  Island  College  to  Davenport, 
was  so  that  it  could  compK  with  the  conditions 
which  were  required  by  the  Iowa  State  University, 
and  which  it  would  have  to  meet  in  order  to  become 
eligible.  In  a letter  dated  October  5,  1849,  Dr. 
Dillon  states  that : “This  morning  I received  the 
announcement  of  the  Rock  Island  Medical  Col- 
lege, and  was  glad  to  see  the  name  of  our  mutual 
friend.  Everts,  as  the  professor  of  chem'strv — 
vice  Goudy,  resigned  or  removed,  confident  as  I 
am  that  we  shall  have  almost  an  infinitely  better 
course  of  instruction  on  this  important  branch  of 
physic.’”" 

In  the  early  fall  of  1849,  the  school  was  removed 
to  Davenport.  Iowa,  and  the  lectures  began  tbe 
first  AIonda\'  of  November  following.  Imme- 
diately following  the  close  of  the  winter  session, 
the  latter  part  of  March,  another  cour.se  of  lec- 
tures was  given,  ending  June  1.3.  .According  to 
Dr.  Noyes,  the  same  facult\'  which  was  in  charge 
at  Rock  Island,  was  also  functioning  in  Daven- 
port. This,  however,  does  not  exactlv  agree  with 
Dr.  Dillon’s  statements,  which  mention  changes 
that  had  been  made.  Dr.  Dillon  was  graduated  in 
March,  whereas  Dr.  X’oves  was  graduated  in  Tune, 
which  may  account  in  part  for  their  difiference  of 
opinion.  It  is  true  that  Dr.  Everts  replaced  Goudy. 
after  the  removal  to  Davem>ort,  this  being  one  of 
tbe  changes  mentioned  by  Dillon. 

(To  be  continued  next  month) 

A Medical  History  of  Wimiebago 
County 

Harry  French  Thomp.son,  M.D. 

Forest  City 

(Continued  from  last  month) 

Dr.  Bryan  had  a very  ])leasing  personality.  h\ 
means  of  which  he  was  able  to  ac(iuire  a very  large 
j)ractice.  His  death  was  due  to  injuries  sustained 
June  7,  1907,  when  he  fell  into  a cattle  chute.  He 
suffered  a fracture  of  the  pelvis  and  internal  in- 
juries, from  which  he  made  a temporary  recoverv. 
but  bis  death,  which  occurred  March  28,  1910,  was 
cau.sed  by  complications  traceable  directiv  to  tbi« 
accident. 
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August  J.  Peterson  was  born  at  Duluth,  Min- 
nesota, November  21,  1875,  the  son  of  Rev.  Lars 
O.  and  Elise  (Rasch)  Pederson.  He  moved  with 
his  parents  to  Allamakee  County,  Iowa,  in  1888, 
and  in  1898  moved  to  Northwood,  Iowa.  His 
preliminary  education  was  obtained  in  the  schools 
of  the  different  places  in  which  his  father  served 
as  pastor,  and  later  he  finished  the  academic  course 
at  St.  x\nsgar  Academy,  and  was  admitted  to  St. 
Olaf  College  at  Northfield,  Minnesota.  He  was 
graduated  from  the  State  University  of  Iowa  in 
1901  and  began  the  practice  of  medicine  in  North 
Dakota  in  April  of  the  same  year,  remaining 
there  for  about  three  years.  He  returned  to 
Iowa  and  located  at  Fertile,  Iowa,  where  he  re- 
mained until  September,  1915,  when  he  moved  to 
Forest  City,  where  he  is  still  engaged  in  general 
practice.  He  is  a member  of  the  Hancock-Winne- 
bago  Medical  Society  and  the  Iowa  State  Medical 
Society.  Dr.  Peterson  was  married  two  weeks 
after  his  graduation  from  the  University  of  Iowa, 
to  Nellie  I.  Larson,  of  Clear  Lake,  Iowa,  and  to 
this  union  have  been  born  three  children,  two  girls 
and  one  boy. 

Otto  A.  Hansen,  son  of  Andrew  and  Martha 
(Kjos)  Hansen,  was  born  at  Blue  Earth,  Minne- 
sota, March  24,  1865.  He  acquired  a public 
school  education  in  the  local  schools,  and  later 
attended  the  State  Normal  School  at  Mankato, 
Minnesota.  He  matriculated  in  the  Iowa  State 
University,  and  was  graduated  in  1896.  He  prac- 
ticed three  years  before  graduation,  under  the 
preceptorship  of  Dr.  J.  Herman,  of  Sioux  City, 
Iowa,  and  located  at  Forest  City,  Iowa,  March 
12,  1896,  and  is  still  in  practice  there.  Dr.  Han- 
sen has  served  several  terms  as  coroner  of  Win- 
nebago County,  as  health  officer  for  Forest  City, 
been  a member  of  the  city  council  and  for  sev- 
eral years  was  president  of  the  Waldorf  College 
Association.  He  has  been  a member  of  the  State 
Hahnemann  Medical  Society  and  the  American 
Institute  of  Homeopathy.  In  1894  Dr.  Hansen 
was  united  in  marriage  to  Miss  Augusta  Don- 
aldson who  passed  away  in  1902.  They  were 
the  parents  of  one  daughter,  Adela.  In  1909  he 
married  Miss  Bertha  Moe,  of  Thompson,  Iowa. 
To  this  union  have  been  born  three  children,  Olive, 
Conklin,  and  Franklin. 

Gisle  M.  Lee  was  born  in  Dane  County,  Wis- 
consin, the  son  of  John  E.  J.  and  Martha  (Ve- 
naass)  Lee.  He  received  his  preliminary  educa- 
tion in  the  common  schools  of  Dane  County,  Wis- 
consin, later  attended  Luther  College  at  Decorah, 
Iowa,  and  was  graduated  from  Rush  Medical 
College  in  1893.  He  located  at  Thompson,  Iowa, 
in  1894,  and  has  been  there  ever  since.  At  the 
time  that  Dr.  Lee  located  in  Thompson,  the  town 
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was  in  its  infancy,  having  been  founded  but  two  | , 
years  previous,  and  Dr.  Lee  was  the  first  doctor  ij 
to  locate  there.  The  surrounding  country  was  "i 
just  being  settled,  the  settlers  were  few  and  far  |( 
between,  and  living  conditions  were  far  from 
the  best.  Dr.  Lee  is  a life  member  of  the  Hancock-  j) 
Winnebago  Medical  Society,  the  Iowa  State  Med-  I! 
ical  Society,  and  the  American  Medical  Associa-  \i 
tion.  He  has  held  official  positions  in  the  county  i 
society,  and  has  always  been  interested  in  mat- 
ters that  would  have  a tendency  to  better  the  con-  j 
ditions  in  his  community.  He  has  been  coroner  ji 
of  Winnebago  County  several  times,  been  mayor  'i 
of  Thompson,  and  served  as  secretary  of  the  { 
local  school  board  for  a number  of  years.  | 

J.  H.  McKay,  the  son  of  N.  B.  and  Myra  | 
Belle  (Craft)  McKay  was  born  at  Paris,  In-  | 
diana,  in  1867.  The  first  twenty  years  of  his  life  j 
were  spent  on  a farm  during  which  he  received  | 
his  preliminary  education  in  the  common  schools  i 
of  Indiana.  He  taught  four  winter  terms  of  1 
country  school,  later  taking  up  the  study  of  med- 
icine, and  was  graduated  from  the  Kentucky  i 
School  of  Medicine  in  1893.  From  January, 
1894,  to  January,  1897,  he  practiced  medicine  at  ' 
Buffalo  Center,  Iowa.  He  then  took  up  the  study  ' 
of  dentistry.  After  graduating  in  this  line  he 
practiced  dentistry  for  a number  of  years  at  For- 
est City,  later  retiring  and  moving  to  California  . 
where  he  still  lives. 

J.  E.  Russ  was  born  in  Franklin  County,  Iowa,  , 
February  2,  1885.  He  received  his  preliminary 
education  in  the  country  schools  and  at  Iowa  i 
Falls  and  his  medical  education  at  the  University  • 
of  Illinois,  graduating  June  4,  1907.  For  the 
past  twenty-nine  years.  Dr.  Russ  has  been  prac-  : 
ticing  at  Rake,  Iowa,  where  he  still  lives.  He  has 
been  a member  of  the  Hancock- Winnebago  Medi-  ■ 
cal  Society  and  the  Iowa  State  Medical  Society 
for  a number  of  years. 

Hans  Edward  Eiel,  was  born  February  4,  1876, 
on  his  father’s  farm  near  Lake  Mills,  Iowa.  He 
spent  his  boyhood  days  on  the  farm,  and  received 
his  education  in  the  country  schools,  and  Lake  , 
Mills  High  School.  Before  taking  up  the  study 
of  medicine,  he  taught  school  during  the  winter 
months,  working  on  the  farm  in  the  summer.  He 
was  graduated  from  the  Keokuk  Medical  School 
in  1899,  and  was  licensed  to  practice  the  same  year.  1 
Dr.  Eiel  is  a member  of  the  Hancock-Winnebago  ? 
Medical  Society,  and  has  held  the  offices  of  presi-  1, 
dent  and  secretary  several  times.  He  has  been  a i 
member  of  the  city  council  of  Buffalo  Center  for  < 
several  years,  was  appointed  postmaster  by  Presi-  t 
dent  Wilson,  and  is  again  postmaster,  having  been 
appointed  by  President  Franklin  D.  Roosevelt.  ' 
Dr.  Eiel  began  the  practice  of  medicine  at  Buffalo 
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I Center  in  September,  1899,  and  is  still  practicing 
there.  He  was  married  in  May,  1899,  to  Miss 
Sarah  Shuttle,  and  they  have  three  children.  Two 
sons  are  physicians,  both  practicing  at  Osage, 
Iowa,  and  a daughter  is  the  wife  of  L.  E.  Plum- 
mer, an  attorney  at  Northwood,  Iowa. 

George  F.  Dolmage  was  born  at  Davenport, 
Iowa,  June  4,  1879.  He  received  his  preliminary 
education  in  the  schools  of  Davenport,  and  his  pre- 
medical and  medical  education  at  the  State  Uni- 
versity of  Iowa.  He  was  graduated  from  the  Uni- 
versity of  Iowa  in  1909.  After  serving  two  years 
on  the  staff  of  the  University,  he  located  at  Buf- 
falo Center,  Iowa,  where  he  is  still  engaged  in 
practice.  Dr.  Dolmage  is  a member  of  the  Han- 
cock-Winnebago  Aledical  Society  and  the  Iowa 
State  Medical  Society. 

Nels  Olson  was  born  in  Bergen,  Norway,  Feb- 
ruary 23,  1889.  He  spent  his  youth  there,  and  re- 
ceived his  education  in  the  Bergen  schools.  After 
coming  to  America,  he  attended  Luther  College  at 
Decorah,  Iowa,  and  the  University  of  Iowa.  He 
was  graduated  from  the  Aledical  Department  of 
the  University  of  Michigan  in  1920  and  practiced 
at  Ann  Arbor,  Michigan,  for  two  years  before 
coming  to  Lake  Mills,  where  he  is  now  engaged 
in  practice. 

Peter  A.  Helgesen.  the  son  of  John  and  Ingebor 
(Dakken)  Helgesen,  was  born  in  Iowa  County, 
Wisconsin,  August  29,  1868.  His  father  located 
in  Iowa  County,  Wisconsin,  when  he  came  to 
America,  previous  to  the  Civil  War.  When  hos- 
tilities broke  out,  he  enlisted  in  the  Fifteenth  Wis- 
consin Volunteer  Infantry,  and  served  through  the 
entire  war,  more  than  four  years.  The  son  grew 
to  manhood  on  the  farm,  and  received  his  prelimi- 
nary education  in  the  district  schools.  Later  he 
took  a course  in  the  Northwestern  Business  Col- 
lege at  Madison,  Wisconsin,  and  in  1887  entered 
Rush  Medical  College  of  Chicago.  Subsequently, 
he  became  a student  at  the  College  of  Physicians 
and  Surgeons  at  Keokuk,  and  was  graduated  in 
March,  1891.  Soon  after  graduation  he  entered 
the  practice  of  his  profession  at  Lake  Mills,  Iowa, 
where  he  is  still  following  his  chosen  work.  In 
addition  to  his  medical  degree,  he  is  also  a regis- 
tered pharmacist,  and  at  one  time  was  engaged  in 
the  drug  business  in  partnership  with  Albert  Stens- 
rud,  later  selling  his  interest  in  the  store  to  his 
partner,  and  confining  his  efforts  to  the  practice  of 
medicine.  Dr.  Helgesen  has  been  mayor  of  Lake 
Mills  several  times,  and  is  now  president  of  the 
•Merchants  State  Bank  at  Lake  Mills.  He  is  also 
a member  of  the  Hancock-Winnebago  Medical 
Society  and  the  Iowa  State  Medical  Society.  Dr. 
Helgesen  seems  to  defy  the  ravages  of  Father 


Time,  for  he  is  still  engaged  in  practicing,  and 
seems  as  vigorous  as  he  ever  was. 

Martin  M.  Hage,  the  son  of  Knut  M.  and 
Alartha  (Bjoro)  Hage,  was  born  in  Logan  Town- 
ship, Winnebago  County,  Iowa,  July  7,  1885.  He 
grew  to  manhood  on  his  father’s  farm  and  acquired 
his  early  education  in  the  country  schools  of  the 
neighborhood,  completing  his  high  school  years  in 
Chicago,  Illinois.  He  attended  Waldorf  College  at 
Forest  City,  Iowa,  for  four  years,  and  then  entered 
Hahnemann  Medical  College  at  Chicago,  from 
which  he  was  graduated  in  May,  1912.  He  at 
once  opened  an  office  at  Thompson,  Iowa,  and  re- 
mained there  until  the  fall  of  1925  when  he  went 
to  Lake  Mills,  Iowa,  where  he  is  still  in  active 
practice.  He  was  married  to  Miss  Leavie  Silvers 
of  Springfield,  Illinois,  in  March,  1912.  Their 
children  are  Maxine  and  twin  boys,  Robert  and 
Dean.  Dr.  Hage’s  parents  were  among  the  early 
settlers  of  the  county,  coming  from  Voss,  Norway, 
and  settling  west  of  Scarville  in  1875,  before  that 
village  was  started.  Dr.  Hage  is  a member  of  the 
Iowa  State  Medical  Society  and  the  Hancock- 
Winnebago  Medical  Society.  He  is  a charter 
member  of  the  Lake  Mills  Lions  Club,  and  has 
served  on  the  school  board  of  that  community  for 
the  past  eight  years. 

Clifford  Ward  Thomas  was  born  at  Ft.  Madi- 
son, Iowa,  May  11,  1902,  and  spent  his  entire  life 
there,  until  entering  the  State  University  of  Iowa. 
His  preliminary  education  was  received  at  the 
Ft.  Madison  schools,  and  he  was  graduated  from 
the  Medical  Department  of  the  State  University  of 
Iowa  in  1927.  After  graduation.  Dr.  Thomas 
serv'ed  as  interne  at  the  University  Hospital,  and 
was  a member  of  the  staff  for  four  years.  He  be- 
came associated  with  Dr.  Thomas  J.  Irish,  at  For- 
est City  in  July,  1931,  which  association  still  con- 
tinues. Dr.  Thomas’  practice  is  along  lines  of 
internal  medicine  and  pediatrics.  He  is  a member 
of  the  Hancock-Winnebago  Aledical  Society  and 
the  Iowa  State  Medical  Society,  and  was  elected 
as  a member  of  the  Iowa  Clinical  Medical  Society 
in  May,  1936. 

P.  H.  Vesterborg  was  bom  September  16. 
1860,  on  Lolland  Island,  Denmark,  where  he 
received  his  early  education.  He  left  the  island 
when  about  eighteen  years  of  age  to  enter  military 
service  on  the  mainland.  He  left  Denmark  for 
the  United  States  in  1885,  where  he  studied  phar- 
macy in  Chicago  and  worked  as  a pharmacist  in 
that  city  until  1889  when  he  entered  Rush  Medical 
College  from  which  he  was  graduated  in  1892. 
He  practiced  in  Chicago  until  1898  when  he  moved 
to  Forest  City,  Iowa.  He  is  a life  member  of  the 
Hancock-Winnebago  Medical  Society  of  which  he 
was  president,  and  is  a Fellow  of  the  American 
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Medical  Association.  In  1893  he  was  married  to 
Miss  Minnie  Nelson  of  Albert  Lea,  Minnesota. 
They  have  one  daughter,  now  Mrs.  J.  E.  Brooker. 

Thomas  Judson  Irish  was  born  at  Forest  City, 
Iowa,  February  4,  1897,  the  son  of  Harry  R.  and 
Alice  (Pierce)  Irish.  His  preliminary  education 
was  obtained  at  the  Forest  City  schools,  and  Wal- 
dorf College.  He  was  graduated  from  the  State 
University  of  Iowa  in  1921.  He  is  a member  of 
Nu  Sigma  Nu,  and  Alpha  Omega  Alpha  fraterni- 
ties, and  was  elected  to  the  American  College  of 
Surgeons  in  1929.  After  finishing  his  interneship 
at  the  University  Hospital  in  Iowa  City,  he  be- 
came associated  with  his  father  in  the  management 


of  the  Irish  and  Irish  Hospital  in  Forest  City. 
After  the  death  of  his  father,  he  continued  the 
hospital  alone  until  July,  1931,  when  Dr.  Clifford 
W.  Thomas  joined  him.  In  1934  he  built  the  pri- 
vate hospital  in  Forest  City,  which  was  first  occu- 
pied in  August  of  that  year.  Dr.  Irish  is  a member 
of  the  Hancock-Winnehago  Medical  Society  and 
the  Iowa  State  Medical  Society,  and  specializes 
in  surgery  and  obstetrics. 

Edgar  Thomas  Lucast  was  born  in  Ashbourne, 
Derbyshire,  England,  July  27,  1868.  His  parents 
were  Edward  and  Mary  Norton  Lucast.  He  was 
christened  in  the  church  in  which  Thomas  Moore 
wrote  his  “Evening  Bells”  and  he  sang  in  the 
vested  choir  of  that  church.  He  was  graduated 
from  the  art  course  of  St.  Thomas  College  in 
England  and  followed  painting  as  a career,  later 
taking  up  medicine  and  surgery  in  England.  He 
then  came  to  Milwaukee  and  entered  the  Physi- 
cians and  Surgeons  Medical  College,  since  com- 
bined with  Marquette  College.  He  was  graduated 
on  March  29,  1898.  His  great-uncle  was  knighted 
by  royalty  and  the  sword  presented  on  this  occa- 
sion is  in  the  possession  of  his  brother,  Edward 
Lucast,  as  he  bore  the  name  of  his  late  knighted 
uncle.  The  family  coat  of  arms  bore  the  motto, 
“Look  Well  to  the  End,”  a motto  to  which  Dr. 
Lucast  dedicated  his  life.  He  came  to  Forest  City, 
Iowa,  in  the  year  1912.  During  the  World  War 
he  served  in  the  home  servicg  as  captain  at  Fort 


Revere,  Boston;  Fort  Riley,  Kansas;  and  Camp 
Custer,  Michigan.  He  was  elected  first  com- 
mander of  the  Forest  City  Legion  Post.  Dr. 
Lucast  died  April  15,  1931,  and  is  buried  at  the 
Oakland  Cemetery,  Forest  City,  Iowa. 

Harry  French  Thompson  was  born  at  Mc- 
Gregor, Iowa,  September  30,  1869,  the  son  of  Jas- 
per and  Clara  (King)  Thompson.  He  attended 
the  common  schools  of  Forest  City,  and  was  grad- 
uated from  Rush  Medical  College,  May  23,  1894. 
He  practiced  at  Goodell,  Iowa,  from  June,  1894,  to 
March,  1896,  and  at  Rock  Rapids,  Iowa,  until 
April  28,  1898,  when  he  enlisted  as  a private  in 
Company  B,  First  South  Dakota  Infantry,  United 
States  Volunteers.  With  this  regiment  he  served 
as  acting  assistant  surgeon,  at  Cavite  and  Manilla, 
Philippine  Islands.  He  was  commissioned  first 
lieutenant  and  assistant  surgeon  on  March  23, 
1899,  and  was  discharged  as  such  at  San  Francisco, 
California,  on  October  5,  1899.  He  practiced  at 
Buffalo  Center,  Iowa,  from  January,  1900,  to 
October,  1907,  when  he  moved  to  Forest  City, 
Iowa,  where  he  is  still  engaged  in  general  practice. 
He  was  married  April  3,  1895,  to  Katherine  Ga- 
briella  Richardson  who  died  March  1,  1907.  On 
April  10,  1910,  he  married  Louise  Taylor,  at  Den- 
ver, Colorado.  Dr.  Thompson  is  a member  of  Nu 
Sigma  Nu,  and  a life  member  of  the  Hancock- 
Winnebago  and  Iowa  State  Medical  Societies. 

There  were  a number  of  other  physicians  who 
practiced  in  Winnebago  County  for  a short  time, 
a few  months  or  a year  or  two.  They  left  little 
if  any  impression  on  the  local  community  and 
their  contributions  to  medical  history,  if  any,  were 
made  in  other  fields.  This  completes  “A  Medi- 
cal History  of  Winnebago  County,”  as  of  Mayjj 
1,  1936.  It  is,  and  of  necessity  must  be.  a biog-* 
raphy  of  the  men  who  practiced  here.  No  claims 
are  made  as  to  its  absolute  veracity.  Data  wer^ 
obtained  from  every  source  available.  Some  of  itj 
came  from  those  who  knew  the  men  in  the  earliey 
days:  some  from  relatives  now  living;  still  other 
data  were  acquired  from  historical  works  in  the 
public  and  private  libraries.  An  effort  has  beenj 
made  to  have  it  as  nearly  correct  as  possible,  withj 
the  primary  object  of  collecting  as  much  informal 
tion  as  possible,  before  it  was  too  late,  and  gettin,^ 
it  into  a concise  form,  for  the  benefit  of  futurQ 

generations.  j 

It 

CORRECTIONS  ? 

Dr.  Gilbert  G.  Herm  was  born  in  1869  instead- 

of  1889. 

Dr.  John  H.  P.  Jones  came  to  America  in  1853J 
instead  of  1852. 

Dr.  P.  C.  Jones  died  in  Kansas  City  about  1900 
instead  of  1890. 
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A DIABETIC  MANUAL  -By  Edward  L.  Bortz.  M.D.,  associate 
professor  of  medicine.  Graduate  School  of  Medicine.  Univer- 
sity of  Pennsylvania.  Illustrated.  F.  A.  Davis  Company, 
Philadelphia,  1936. 

ADULT  EDUCATION- — By  Lyman  Bryson,  professor  of  education. 
Teachers  College,  Columbia  University,  New  York.  American 
Book  Company,  Cincinnati,  1936. 

ARTHRITIS  AND  RHEUMATIC  DISEASE— By  Maurice  F. 
Lautman.  M.D.,  consultant  to  the  U.  S.  Public  Health  Service 
Clinic.  McGraw-Hill  Book  Company,  330  West  42nd  Street. 
New  York,  1936.  Price,  S2.00. 

AN  INTRODUCTION  TO  MATERIA  MEDICA  AND  PHARMA- 
COLOGY— By  Hugh  Alister  McGuigan,  M.D.,  professor  of 
materia  medica,  pharmacology  and  therapeutics,  University 
of  Illinois,  College  of  Medicine,  Chicago.  With  71  text  illus- 
trations and  18  colored  plates.  C.  V.  Mosby  Company,  St. 
Louis,  1936.  Price,  $2.75. 

CHEMICAL  PROCEDURES  FOR  CLINICAL  LABORATORIES 
By  Marjorie  R.  Mattice,  A.B.,  Sc.M.,  assistant  professor  of 
clinical  pathology.  New  York  Postgraduate  Medical  School  of 
Columbia  University.  New  York.  Lea  and  Febiger,  Philadel- 
phia, 1936.  Price,  S6-50. 

FUNDAMENTALS  OF  HUMAN  PHYSIOLOGY-  By  the  late 
J.  J.  R.  Macleod.  M.D.,  D.Sc.,  F.R.S.  late  regius  professor  of 
physiology.  University  of  Aberdeen.  Scotland,  and  R.  J.  Sey- 
mour, M.D..  professor  of  physiology,  Ohio  State  University. 
Fourth  edition,  C.  V.  Mosby  Company,  St.  Louis,  1936.  Price. 
-S2..50. 
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THE  INTERNATIONAL  MEDICAL  ANNUAL 

Edited  by  H.  Letheby  Tidy,  M.D.,  and  A. 
Rendle  Short,  M.D.  Fifty-foui’th  Year. 
William  Wood  and  Company,  Baltimore, 
1936.  Price,  $6.00. 

No  physician  can  find  the  time  and  opportunity 
for  the  reading  required  to  keep  acquainted  with  all 
the  newer  developments  in  all  branches  of  medical 
science.  Only  a few  physicians  are  privileged  to 
familiarize  themselves  with  the  current  literature  in 
a limited  specialty.  For  these  reasons  many  efforts 
have  been  made  to  epitomize  medical  progress  so 
that  the  busy  physician  may  obtain  the  most  perti- 
nent facts  of  this  review  with  the  minimum  expendi- 
ture of  effort.  Most  epitomes  are  meritorious,  since 
they  are  undertaken  with  a thoughtful  purpose  in 
mind  and  carried  on  by  specialists  in  the  subjects 
covered. 

Outstandingly  thorough  and  authoritative  in  the 
broad  field  of  general  medical  science  is  the  Inter- 
national Medical  Annual  under  able  editorship  and 
reflecting  the  collaboration  of  a group  of  well 
recognized  authorities.  The  .•\nnual  is  planned  with 
subjects  presented  in  alphabetical  sequence,  each  sub- 
ject reviewing  the  most  significant  recent  literature 
in  the  particular  field.  A condensed  but  helpful 
bibliography  follows  each  discussion,  and  well 
executed  drawings  and  photographs  are  generously 
employed  in  further  illuminating  the  text.  Serving 
as  a cross  reference,  a complete  general  index  is 
appended,  which  should  make  the  subject  matter 
readily  accessible  for  reference  purposes. 
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international  clinics,  Volume  III.  Forty-sixth  Series— 

Edited  by  Louis  Hamman,  M.D.,  visiting  physician,  Johns 
Hopkins  Hospital.  Baltimore.  J.  B.  Lippincott  Company, 
Philadelphia  and  London,  1936. 

MICROBIOLOGY  AND  PATHOLOGY  FOR  NURSES— By  Charles 
F.  Carter.  M.D..  Director  of  Carter’s  Clinical  Laboratory, 
Dallas,  Texas.  With  138  text  illustrations  and  14  colored 
plates.  C.  V.  Mosby  Company,  St.  Louis.  1936.  Price,  S3.0J. 
PRINCIPLES  OF  CHEMISTRY— By  Joseph  H.  Roe.  Ph.D..  pro- 
fessor of  biochemistry.  School  of  Medicine.  George  Washington 
University.  Fourth  edition.  C.  V.  Mosby  Company,  St. 
Louis.  1936.  Price.  $2.75. 

SOCIAL  ASPECTS  OF  THE  BANANA  INDUSTRY  By  Charles 
David  Kepner.  Jr..  Ph.D.,  Columbia  University  Press.  New 
York,  1936. 

A TEXTBOOK  OF  NEURO-ANATOMY-  By  Albert  Kuntz. 
Ph.D..  M.D.,  professor  of  micro-anatomy,  St.  Louis  University 
School  of  Medicine.  St.  Louis.  Second  edition  enlarged  and 
revised.  Lea  & Febiger,  Philadelphia,  1936.  Price.  $6.00. 

A TEXTBOOK  OF  PATHOLOGY  -By  W.  G.  MacCallum,  pro- 
fessor of  pathology  and  bacteriology,  Johns  Hopkins  Univer- 
sity. Baltimore.  Sixth  edition,  1277  pages  with  697  illustra- 
tions. W.  B.  Saunders  Company.  Philadelphia  and  London. 
1936.  Price.  $10.00. 

TISSUE  IMMUNITY  - By  Reuben  L.  Kahn.  M.S..  D.Sc.,  Univer- 
sity of  Michigan,  Ann  Arbor.  Michigan.  Charles  C.  Thomas. 
Springfield.  Illinois,  1936.  Price.  $7.50. 


E V I E W S 


FAILURE  OF  THE  CIRCULATION 

By  Tinsley  Randolph  Harrison,  M.D.,  as- 
sociate professor  of  medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville. 

The  Williams  and  Wilkins  Company,  1935. 
Price,  $4.50. 

In  order  properly  to  review  a monograph  it  be- 
comes necessary  to  possess  an  adequate  measuring 
rod  for  its  proper  evaluation.  This  reviewer  is  of  the 
opinion  that  the  following  fine  points  are  of  para- 
mount importance  in  estimating  the  value  of  any 
volume; 

1.  The  handling  of  the  literature. 

2.  The  presentation  of  the  problem  peculiar  to  the 
subject  of  the  monograph. 

3.  The  amount  of  original  endeavor  in  solving 
these  problems. 

4.  The  execution  of  the  original  work. 

5.  The  author’s  point  of  view  and  how  his  con- 
clusions are  elucidated  for  the  reader’s  benefit. 

If  such  a measuring  rod  is  applied  to  Harrison’s 
treatise  on  Failure  of  the  Circulation,  the  result  will 
be  an  astonishingly  high  score  for  this  monograph. 
Not  only  is  the  author  familiar  with  the  pi'esent  day 
cardiac  literature,  but  he  displays  remarkable  ability 
in  sepai'ating  the  kernels  from  the  chaff.  Instead 
of  making  a few  philosophic  remarks  about  the 
various  unsolved  problems  inherent  in  his  subject, 
he  has  designed  and  cari-ied  out  numerous  well 
planned  experiments  for  the  solution  of  his  problems. 
The  book  fairly  teems  with  original  woi’k  of  this  kind 
and  the  results  obtained  from  them.  The  author  dis- 
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plays  to  an  astoundingly  small  degree  the  usual 
fatherly  blindness  toward  his  own  experimental  re- 
sults. In  addition  to  this,  he  has  carried  his  ideas 
and  his  results  into  the  crucible  of  clinical  experience 
and  has  studied  patients  with  heart  failure  for  years 
in  the  clinic. 

Finally  he  has  presented  the  results  of  his  study, 
his  labors,  and  his  observations  in  a well  illustrated, 
carefully  and  lucidly  written  volume,  which  deals 
with  the  various  phases  of  cardiac  failure  under  the 
novel  headings  of  hypokinetic,  hyperkinetic,  and 
dyskinetic  syndromes.  The  reviewer  knows  of  no 
volume  which  presents  the  complete  discussion  of 
circulatory  failure  in  such  a masterly  fashion. 

D.  J.  G. 


NEUROLOGICAL  SURGERY 
By  Loyal  Davis,  M.D.,  professor  of  sur- 
gery, Northwestern  University  Medical 
School.  Lea  and  Febiger,  Philadelphia,  1936. 
Price,  $6.00. 

This  book  is  written  for  the  general  practitioner, 
the  interne,  and  the  medical  student,  and  distinctly 
illustrates  the  progress  made  in  neurologic  surgery 
since  1900.  Anatomy,  physiology  and  pathology  of 
the  brain  and  nervous  system  are  presented  in  a 
clear,  understandable  manner,  devoid  of  impractical 
theory.  Head  injuries,  brain  tumor,  lesions  of  the 
spinal  cord  and  peripheral  nerves  are  considered  from 
the  diagnostic  and  therapeutic  angles  in  a manner 
that  should  eliminate  the  skepticism  which  is  asso- 
ciated with  attempts  to  correct  these  disorders  in  a 
carefully  considered  operation.  The  newer  concepts 
of  the  physiology  of  pain  and  its  relief  by  surgery 
of  the  autonomic  system  are  discussed  frankly  with  a 
tendency  to  discourage  hasty  and  unwarranted  pro- 
cedures. Thus  Davis  makes  an  eloquent  plea  for  a 
more  tolerant  view  of  neurologic  surgery,  and  though 
purposely  lacking  in  details  of  operative  technic  this 
volume  should  meet  with  the  hearty  approval  of 
every  neurologic  surgeon. 

W.D.A. 


MINOR  SURGERY 

By  Frederick  Christopher,  M.D.,  associate 
professor  of  surgery.  Northwestern  Univer- 
sity Medical  School,  Chicago.  Third  edition, 
reset,  with  1030  pages  and  709  illustrations. 

W.  B.  Saunders  Company,  Philadelphia. 
Price,  $10.00. 

This  third  edition  has  been  required  because  of 
the  marked  development  which  has  occurred  in  the 
science  of  medicine  during  the  last  few  years.  The 
work  follows  its  original  form  by  discussing  accidents 
and  injuries  in  general  and  then  taking  up  in  succeed- 
ing chapters  the  particular  injuries  encountered  in 
various  localities  of  the  body  and  injuries  which,  be- 
cause of  their  location,  require  special  consideration. 

Any  volume  of  this  sort  may  be  criticized  because 
of  the  scope  of  work  considered  under  this  heading. 
However,  the  author  of  this  volume  has  exhibited 
careful  discretion  in  the  subject  matter  covered  and. 


while  conditions  are  presented  and  discussed  which 
require  more  than  office  equipment  and  facility,  the 
larger  and  more  serious  surgical  procedures  have 
been  omitted.  The  volume  will  prove  useful  to  the 
medical  student,  the  hospital  interne,  the  physician 
during  his  early  years  of  practice,  and  the  industrial 
surgeon.  The  volume  is  well  illustrated  with  nu- 
merous original  cuts  and  drawings. 


THE  1935  YEAR  BOOK  OF  GENERAL 
THERAPEUTICS 

Edited  by  Bernard  Fantus,  M.D.,  profes- 
sor of  materia  medica,  pharmacology  and 
therapeutics.  University  of  Illinois  College 
of  Medicine.  The  Year  Book  Publishers,  Chi- 
cago, 1936.  Price,  $2.25. 

The  advances  in  therapy  during  1935  are  carefully  ,i 
reflected  in  the  material  subjected  to  review  by  the  n 
discriminating  author  of  this  volume.  Following  in 
the  plan  of  previous  years  the  author  introduces  his  |d 
subject  by  consideration  of  general  therapeutic  tech-  li; 
nic,  which  should  be  of  immediate  value  to  every  i 
physician.  In  later  chapters  he  discusses  not  only  jr 
the  recent  advances  in  drug  therapy,  but  also  other  -i 
methods  of  therapy,  including  the  newer  biologicals.  fl: 
The  closing  sections  of  the  book  are  devoted  to  non-  t 
pharmacal  therapeutics  where  mechanical  agents,  ;.l 
hydrotherapy,  thermic  agents  and  the  various  thera- 
peutic  methods  of  applying  electricity  are  fully  re- 
viewed.  j i 

His  discussion  of  the  various  agents  employed  in 
local  and  general  anesthesia  is  particularly  interest-  i 
ing  and  instructive.  The  volume  is  a valuable  contri-  j 
bution  to  modern  therapeutic  literature.  ' 


INTERNATIONAL  CLINICS— VOLUME  II, 
FORTY-SIXTH  SERIES 
Edited  by  Louis  Hamman,  M.D.,  visiting 
physician,  Johns  Hopkins  University,  Bal- 
timore. J.  B.  Lippincott  Company,  Phila- 
delphia and  London,  1936.  ^ 

One  of  the  most  interesting  surgical  clinics  pre-  i 
sented  in  this  volume  deals  with  glomal  tumors,  a 
group  of  small  benign  vascular  tumors  characterized 
clinically  by  paroxysms  of  pain.  Good  results  are  ' 
reported  following  surgical  removal  of  the  interest-  i 
ing  neoplasm.  The  often  ignored  subject  of  diet  in  i 
the  treatment  of  heart  disease  impresses  us  as  one 
of  the  most  timely  of  the  clinics  in  the  section  on  : 
medicine.  The  authors  point  out  that  a carefully 
regulated  and  maintained  diet  is  almost  as  valuable 
as  the  use  of  digitalis  in  congestive  heart  failure.  A ( 
carefully  detailed  program  'of  diet  management  is  i: 
presented.  In  the  section  reflecting  the  recent  prog-  j 
ress  in  obstetrics  and  pediatrics,  the  clinic  presenting  I 
the  subject  of  asphyxia  neonatorum  is  perhaps  the 
most  significant. 

The  three  clinics  cited  are  selected  from  a group 
of  fourteen  clinics,  all  presented  because  of  their  ' 
timeliness  and  interest  to  the  general  practitioner 
and  specialist.  Practicability  and  thoroughness  con- 
tinue to  characterize  the  essays  presented  in  this 
work. 
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RECENT  ADVANCES  IN  THE  DIAGNOSIS 
AND  TREATMENT  OE  VULVOVAGINAL 
DISCHARGES  (BLOODLESS)* 

H.  Close  Hesseltine,  M.D.,  Chicago,  Illinois 
Erom  the  Department  of  Obstetrics  and 
Gynecology 

The  University  of  Chicago  and  the 
Chicago  Lying-in  Hospital 

With  the  advent  of  new  diagnostic  and  thera- 
peutic procedures  controversies  often  arise,  espe- 
I cially  if  directions  are  inadequate  or  the  contra- 
indications and  dangers  have  not  been  properly 

1 tabulated.  Certainly  at  times  considerable  quan- 
dary must  prevail  when  several  methods  of  treat- 
ment are  recommended  for  a given  disease  or 
j when  various  diagnostic  aids  have  been  suggested 

ifor  certain  clinical  entities.  These  dilemmas  re- 
sult from  several  possibilities,  viz.: 

1.  By  premature  reports  and  by  incorrectly  con- 
) trolled  studies. 

j 2.  By  misinterpretation  of  the  accumulated  data. 

I 3.  Through  enthusiasm  to  present  something 
1 even  though  a complete  solution  to  the  problem  at 
j hand  is  lacking. 

j 4.  By  sales  methods  of  commercial  institutions, 

I etc. 

I There  are  numerous  fields  in  which  such  confu- 
sion may  exist.  Vulvovaginal  discharge  is  one 
and  this  is  probably  the  most  frequent  symptom 
encountered  in  gynecology.  It  is  caused  by  a 
large  number  of  conditions  (see  Table  I),  but  in- 
fectious states  constitute  one  important  group.  All 
i of  the  other  conditions  may  be  grouped  under  the 
j non-infectious  heading,  yet  in  these,  infections 
I may  occur  secondarily.  Allergy  and  sensitizations 
I are  not  particularly  common  but  may  become  more 
’ so  when  the  information  in  this  direction  is  more 
) complete.  Eczema  and  eczematoid  conditions  are 
t infrequent.  Injuries  are  moderately  common  and 
\ are  very  likely  to  have  secondary  bacterial  inva- 
' .sion.  The  subdivisions  are  chemical,  thermal, 

I •I*res«-ntc(i  before  the  Dubuque  County  Medical  Society,  Feb- 
' toary  II.  1936. 


irradiational,  and  mechanical.  Neoplasms  both 
benign  and  malignant  from  nearly  all  parts  of  the 
reproductive  system  can  be  associated  with  a non- 
bloody  discharge  at  some  time.  Trophic  disturb- 
ances less  commonly  produce  discharge. 

The  infectious  group  consists  of  the  venereal 
diseases,  yeast-like  mycosis,  “nonspecific”  infec- 
tions of  the  urethral,  vulval,  vaginal,  cervical  uter- 
ine and  adnexal  structures,  puerperal  uterine 
infections,  senile  vaginitis,  trichomoniasis,  and 
finally  the  rare  infections.  The  rarer  infections 


TABLE  I 

CAUSES  OF  vulvovaginal  DISCHARGE  (BLOODLESS) 


Infections  and  Infestations 

Non-infections 

(Primarily) 

i (Primarily) 

Chancroid 

Allergy  and  sensitization 

Gonorrhea 

Eczema  and  eczematoid  states 

Granuloma  inguinale 

j Injury 

Lymphogranuloma  inguinale 

Chemical  and  thermal 

Mycosis  (Yeast-like) 
“Nonspecific” 

From  therapy 

From  contraceptive  preparations 

Vulval,  vaginal 

[ Irradiational 

Urethral,  cervical 

Mechanical 

Uterine,  adnexal 

Foreign  body 

Puerperal  uterine 

(Garments  and  pads 

Senile  vaginitis 

Masturbation 

Syphilis 

Scratching 

Trichomoniasis  1 

Neoplasms 

Tubtr;ulosis 

Benign  (All  types) 

Miscellaneous 

Malignant  (All  types) 

Diphtheria 

Trophic  disturbances 

Emphysema 

Leukoplakia  and  kraurosis 

Gas  bacillus 

Miscellaneous 

Metazoa 

Congestion  (Pelvic) 

Mycocis  (Other) 

Hypersecretion 

Protozoa  (Other) 

Retained  secundines 

Tetanus 

Uncleanliness,  etc. 

Typhoid 

Other  organism  ^ 

and  infestations  are  tuberculosis,  diphtheria, 
emphysema,  gas  bacillus,  metazoa,  other  mycoses, 
other  protozoa,  tetanus,  tyidioid,  etc. 

Discharges  may  be  absent  in  a large  number  of 
both  the  infectious  and  non-infectious  types. 
Moreover,  a bloody  di.scharge  may  be  observed  in 
some  of  the  conditions  enumerated  in  both  groups. 
Bloody  discharge  is  an  extremely  important  symp- 
tom in  obstetrics  and  gynecology  but  time  and 
space  do  not  permit  further  discussion.  Leukor- 
rhea,  a term  so  commonly  used  by  jiatients,  conno- 
tates a bloodless  discharge  but  does  not  modify 
further.  Hence  serous,  purulent  or  mucoid,  thick 
or  thin,  white,  clear,  yellowish  or  otherwise,  homo- 
geneous or  heterogeneous,  odorless,  or  oflfensive. 
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or  bubbly,  flaky,  or  otherwise,  are  some  of  the 
descriptive  terms  employed. 

A complete  review  of  the  literature  is  not  at- 
tempted here  but  if  the  reader  is  interested  in 
obtaining  more  reading  material,  he  may  get  it 
through  the  references  given  here.  Recent  ad- 
vances in  diagnosis  and/or  treatment  of  vulvo- 
vaginal discharges  are  limited  practically  to  special 
infections:  gonorrhea,  trichomoniasis,  mycosis, 
“nonspecific  infections,”  senile  vaginitis,  and  lym- 
phogranuloma inguinale.  Syphilis  is  eliminated 
from  this  report  since  it  includes  too  hroad  a scope. 
For  the  same  reason  gonorrhea  will  be  discussed 
briefly. 

A further  point  of  interest  to  the  physician  and 
also  to  the  patient  is  the  duration  and  expense  of 
treatment  in  effecting  a cure.  Many  patients  can- 
not afford  to  have  a large  number  of  treatments 
by  the  physician.  Therefore,  any  procedure  that 
will  enable  the  patient  better  to  afford  a complete 
course  of  treatment  should  net  better  results.  The 
success  of  any  treatment  is  measured  in  its  ability 
to  free  the  patient  from  all  symptoms,  to  restore 
her  to  her  original  health  and  to  cure  the  disease 
process. 

Special  attention  is  given  below  to  the  following 
conditions : gonorrhea,  trichomoniasis,  “nonspe- 
cific” infections,  yeast  and  yeast-like  mycoses, 
lymphogranuloma  inguinale,  chancroid,  and  granu- 


TABLE  II 

special  diagnostic  AIDS 


Disease 

Smear 

Culture 

Histo- 

pathology 

Other  aids 

Gonorrhea 

+ 

+ 

Complement  fixation  and  antigen 

tests. 

'i'richomoniasis 

+ 

Moist  drop  or  hanging  drop 

“Nonspecific” 

+ 

+ 

Senile  vaginitis 

+ 

-h 

+ 

Mycosis 

+ 

+ 

Syphilis 

Dark  field.  Serologic  tests 

Chancroid 

-1- 

+ 

Ito-reenstierna  test 

Granuloma  inguinale 

+ 

+ 

Lymphogranuloma 

inguinale 

Frei  test 

Tuberculosis 

+ 

+ 

Animal  inoculation 

Miscellaneous  group 

+ 

+ 

+ 

TABLE  III 

NEWER  THERAPEUTIC  APPROACHES 
(Complementing-  or  Supplementing  Other  Therapy) 


Disease 

Remove  focus 

Hydroscopics 
and  hypertonics 

Other  aids 

Gonorrhea 

Adult 

-h 

■f 

Heat  induction.  Filtrate 

Child 

-t- 

+ 

Heat  induction?.  Hormone.  Filtrate 

Trichomoniasis 

+ 

+ 

Restore  carbohydrate  balance 

Senile  Vaginitis 

+ 

Restore  carbohydrate  balance.  Hormone 

“Nonspecific” 

+ 

+ 

Restore  carbohydrate  balance 

Mycosis 

Lymphogranuloma 
Inguinale 
Chancroid  Sinuses 

Element  iodine.  Violet  dyes 

Frei  antigen.  Fuadin.  “Antiserum”? 
Menciere’s  solution 

loma  inguinale.  These  are  discussed  particularly 
because  proposed  or  recently  accepted  diagnostic  ■ 
and  therapeutic  procedures  are  available.  (See 
Tables  IT  and  III.) 

GONORRHEA 

Recent  trends  in  the  diagnosis  of  gonorrhea  in-  i 
elude  cultures,  complement  fixation,  antigen  prep- 
arations, etc.  The  incidence  of  positive  cultures 
in  skilled  hands  is  slightly  higher  than  smears. 
However,  the  culture  media  must  be  fresh,  very 
exactingly  made  and  delicately  buffered,  and  its  ib 
teihperature  carefully  controlled  from  the  time  of 
inoculation  throughout  the  period  of  observation.  ^ 
So  far  these  culture  methods  are  better  suited  for  1 
places  having  an  adequate  technical  and  laboratory 
staff.  Perhaps  ultimately  cultures  can  be  devel-  ! 
oped  for  general  use.  Even  though  complement  i ; 
fixations  and  antigenic  tests  are  in  the  process  of  ■ 
evaluation,  some  investigators  advocate  their  use  ■ 
in  adnexal  infections  (Blatt  et  al,  Corhus  and  '■ 
O’Connor,  Cumming  and  Burhans,  Pelouze,  Bar- 
ringer, and  others).  In  general  the  smear  and  a 
culture  methods  are  the  simplest  and  the  former  •( 
is  perhaps  the  most  reliable  for  all  except  those  i 
who  are  prepared  to  use  cultures  under  ideal  con-  il 
ditions.  The  smear  should  be  made  by  bacterio-  ■■) 
logic  loop,  Adair  spoon,  or  applicator  without  cot-  { 
ton.  The  material  may  be  spread  directly  upon  ■> 
the  slide  or  diluted  in  a drop  of  tap  water.  It  is  . 
the  custom  at  the  Max  Epstein  Clinic,  The  Uni- 
versity  of  Chicago  Clinics,  to  use  one  slide  for  | 
urethral  and  cervical  smears.  The  urethral  mate-  1 
rial  is  at  the  distal  end  while  the  cervical  material  | 
is  next  to  the  label.  The  urethra  should  be  ex-  ^ 
pressed  in  all  cases  when  obtaining  material.  The  ( 
vaginal  and  vulval  discharges  of  the  adult  reveal  .i 
the  gonococcus  less  often  than  other  sources.  In  ^ 
all  suspicious  cases  repeat  smears  should  be  taken.  ^ 
A cure  should  not  be  pronounced  until  three  con-  i 
secutive  smears  taken  from  the  urethra  and  cervix  | 
and  other  accessible  infected  areas  fail  to  reveal  i 
the  organism,  and  all  clinical  evidence  has  van-  ^ 
ished.  At  least  forty-eight  hours  or  longer  should  M 
elapse  between  each  smear  study.  It  is  desirable  f 
to  have  one  smear  immediately  following  a men-  r 
strual  period.  Treatments  should  be  continued,  ; 
even  during  pregnancy,  though  the  disease  appears  i 
cured,  until  one  month  from  term,  unless  its  dis-  i 
continuance  is  indicated  by  complications.  After 
delivery  smears  should  be  taken  from  the  urethra 
and  ceiwix,  since  recurrences  are  common.  In  the 
immature  female  the  diagnosis  is  made  in  the  same 
manner  as  in  the  older  patient. 

The  treatment  in  the  child  is  local  cleanliness 
and  general  body  improvement.  These  children 
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should  be  separated  from  others  because  the  dis- 
ease spreads  very  easily  among  children.  Mild 
hydroscopics,  such  as  glycerine,  may  be  used  as  a 
vehicle  for  conveying  some  relatively  mild  anti- 
septic. Brown,  Soule  and  Kleine  have  advocated 
the  use  of  one  per  cent  pyridium  ointment  to  be 
applied  into  the  vagina  through  a small  catheter. 
The  following  morning  a cleansing  douche  of  plain 
water,  or  better  yet  a three  to  six  per  cent  salt 
solution  (two  to  four  tablespoonfuls  of  table  salt 
to  a quart  of  water),  may  be  used.  The  urethra 
may  be  treated  with  argyrol  instillation  or  some 
a:dequate  substitute  if  small  urethral  suppositories 
are  not  available.  Proctilis  is  common.  It  can  be 
the  focus  for  reinfection.  Proctitis  can  be  treated 
by  using  a plain  water  enema  or  a three  per  cent 
salt  solution  and  the  insertion  of  argyrol  or  neosil- 
vol  (five  to  ten  per  cent)  suppositories. 

Lewis,  iMiller,  Goldberg  et  al.,  and  others  have 
recommended  the  use  of  estrogenic  preparation 
hypodermically.  This  acts  by  producing  more  of 
an  adult  type  of  vaginal  epithelium,  thus  permit- 
ting the  vagina  to  heal.  This  will  give  a good  re- 
sult except  when  the  cervix  and  urethra  are  ‘in- 
fected. This  estrogenic  hormone  has  no  influence 
upon  the  course  of  urethral  and  cervical  infections. 
A recommended  routine  consists  of  by]:)odermic 
injections  of  100  rat  units,  two  to  three  times  a 
week,  and  daily  insertions  of  small  vaginal  sup- 
positories. It  usually  requires  from  1,000  to  10,000 
rat  units.  Unfortunately  this  does  not  cure  all 
cases. 

In  the  adult  the  disease  tends  to  run  a course 
which  varies  considerably  from  the  course  in  child- 
hood. Local  and  general  rest  is  the  ideal  treat- 
ment for  the  adult.  All  traumatic  and  injurious 
procedures  should  be  avoided.  An  adequate  diet 
with  forced  fluids  is  indicated  : regular  sleep  and 
regular  habits  are  to  be  urged.  The  patient  should 
be  e.specially  quiet  just  preceding,  during  and  just 
after  the  menstrual  period.  Sexual  intercourse, 
sexual  excitement,  and  all  spices,  alcoholic  bever- 
ages, etc.,  are  to  be  eliminated.  Douches  or  instru- 
mentation may  carry  the  infection  from  the  ure- 
thra to  the  cervix.  When  douches  are  employed 
they  should  be  used  for  heat  and  cleansing  pur- 
poses. At  least  four  tablespoonfuls  of  salt,  and 
better,  twelve  to  sixteen  to  the  quart  are  helpful. 
This  hypertonic  action  tends  to  protect  the  vaginal 
epithelium.  Herrold  recommends  the  use  of  anti- 
septics locally,  but  there  is  no  chemical  or  ]>repara- 
tion  now  available  that  has  been  proved  to  penetrate 
to  the  depths  of  the  glands  of  the  urethra  and  cer- 
vix. This  is  the  site  that  must  be  cleared  as  the 
surface  organisms  can  be  eradicated.  Douches  do 


not  empty  the  glands  except  by  hydroscopic  and 
hypertonic  action  which  is  unlikely. 

The  most  important  agent  in  treating  chronic  in- 
fections of  the  urethra  and  cervix  and  of  the  tubes 
is  heat.  The  urethral  and  cervical  glands  can  be 
cauterized.  The  urethra  must  be  anesthetized 
while  linear  cauterization  in  the  cervix  is  nearly 
painless  when  properly  done.  Attempts  at  local 
heat  induction  by  douches,  diathermy  or  endo- 
thermy  have  been  tried.  Recently,  the  Elliot  ma- 
chine has  been  popularized.  The  principle  is  that 
of  heat  induction  and  it  is  perhaps  no  better  than 
other  methods  if  properly  controlled.  Desjardins, 
et  al.,  Bierman,  and  Horowitz  have  employed  gen 
eral  body  hyperpyrexia  in  gonorrheal  arthritis  and 
salpingitis,  but  this  is  too  radical  for  the  lower 
genital  tract  infections.  This  hyperpyrexia  is  not 
without  dangers,  as  it  is  necessary  to  elevate  the 
body  temperature  to  106  or  107  degrees  for  four 
to  six  hours.  The  intention  is  to  attenuate  or  kill 
the  gonococcus  by  temperatures  not  lethal  to  body 
tissues.  With  the  diathermy,  endothermy  or  El- 
liot machines,  or  hot  douches,  one  tries  to  elevate 
the  temperatures  of  the  local  tissue  to  110  to  115 
degrees.  Pelouze’s  immunologic  attempts  and  Cor- 
bus-Ferry  filtrate  are  still  unsettled  procedures. 
These  may  prove  to  be  valuable.  Pelouze  states 
that  his  procedure  is  good  only  in  the  acute  and 
subacute  infections  and  is  of  no  value  in  mixed 
infections.  During  the  acute  stage  all  instrumen- 
tation is  contraindicated.  Local  applications  of 
silver  preparations  or  dyes  may  be  made  to  the 
urethra  and  cervix  but  the  use  of  glycerine  as  a 
vehicle  is  more  important  than  its  ingredient. 

Rectal  gonorrhea  in  adults  is  much  more  fre- 
quent than  commonly  supposed.  In  cases  of  re- 
sistance or  reinfection  or  exacerbation  the  rectum 
should  be  studied  for  evidence  of  this  infection. 
If  the  patient  develops  rectal  .symptoms,  infection 
of  this  site  must  be  determined. 

Trichomonas  and  mycotic  infections  may  be 
associated  with  gonorrhea. 

trichomoniasis 

The  clinical  entity  of  vaginal  trichomoniasis  is 
well  recognized  but  con.siderable  controversy  ex- 
ists as  to  the  exact  etiologic  agent.  ITesseltine, 
Hibbert,  Allen  et  al.,  Rosenthal  et  al.,  Gellhorn, 
Goodall  and  others  have  contributed  to  the  litera- 
ture. In  the  severe  cases,  there  is  a moderate  to 
profuse  discharge,  usually  bubbly  and  associated 
with  considerable  vulval  irritation.  The  vulva 
may  be  injected  and  edematous.  .\t  times  there  is 
only  a moderate  vaginitis,  but  it  is  usually  marked. 
The  walls  are  reddened  and  appear  stipjded  with 
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petechial-like  areas.  There  is  usually  associated 
infection  of  the  urethra,  cervix,  etc.  The  disease 
is  seldom  observed  in  the  immature  female. 

The  discharge  contains  a very  large  number  of 
pus  cells,  very  few  epithelial  cells,  and  a bacterial 
flora  made  up  of  cocci,  gram  positive  and  negative, 
perhaps  some  bacilli,  but  very  few  or  none  of  the 
vaginal  bacilli.  Flagellates  will  be  found  about 
the  size  of  pus  cells  or  larger.  Upon  these  or- 
ganisms are  flagella,  presumably  four  at  the  ante- 
rior end  and  one  at  the  posterior.  The  movement 
of  the  flagella  is  typical.  The  presence  of  these 
organisms  means  that  an  abnormal  bacterial  flora 
is  present,  and  it  also  indicates  that  the  glycogen- 
like  substance  in  tbe  cells  of  the  vaginal  epithelium 
is  somewhat  depleted. 

Probably  with  the  excejition  of  gonorrhea  and 
syphilis  no  other  female  genital  infection  has  had 
so  many  dififerent  preparations  and  chemicals  used 
therapeutically.  Practically  all  of  the  germicides 
and  many  protozoacides  have  been  tried.  Acids 
and  alkalies,  plain  water  and  hypertonic  solutions 
have  been  tried.  It  is  well  established  by  several 
workers  (Adair  and  Flesseltine,  Cruickshank,  etc.) 
that  the  bacterial  and  cellular  flora  is  directly  re- 
lated to  the  glycogen-like  content  in  the  vaginal 
epithelium.  Cruickshank  and  others  have  shown 
that  the  acidity  of  the  vagina  is  related  to  the 
bacterial  flora.  With  this  knowledge  an  approach 
in  treatment  has  been  attempted  by  the  restora- 
tion of  the  normal  biologic  state.  The  use  of 
astringents  (as  alum),  hydroscopics  (as  glycerine) 
hypertonics  (as  10  to  25  per  cent  salt  solution) 
douche,  etc.,  epithelial  coagulants  and  precipi- 
tates (salicylic  acid)  and  acid  replacements  (pyro- 
ligneous and  lactic)  all  have  some  merit.  Anti- 
septics as  such  produce  results  in  .some  cases. 
However,  the  aim  is  to  bring  about  a normal  cellu- 
lar flora,  and  thus  induce  a normal  bacterial  flora 
Avhich  in  turn  will  produce  the  sharp  acidity  of  the 
normal  vagina  of  the  childbearing  period. 

It  has  been  found  that  glucose  (in  powder  and 
tablet  form)  will  give  cures  but  it  also  favors  the 
development  of  a mycosis.  Subsequently  lactose 
was  found  to  give  equally  good  results  without 
favoring  a mycosis.  Citric  acid  has  been  added  up 
to  five  per  cent  content  by  weight.  The  idea  is 
to  favor  an  increased  vaginal  acidity  by  some  com- 
pound  which  would  not  be  particularly  bactericidal 
or  bacteriostatic.  The  routine  is  to  place  one  table- 
spoon ful  of  the  powdered  mixture  (95  per  cent 
lactic  and  five  per  cent  citric  acid)  into  the  vagina 
after  it  has  been  gently  wiped  dry.  The  patient 
is  to  insert  two  two  gram  tablets  of  this  mixture 
each  evening  upon  retiring.  If  in  the  acute  .state 
these  tablets  and  powder  irritate,  plain  lactose  with- 


out citric  acid  may  be  used.  If  the  tablets  tend  to 
accumulate  in  the  vagina  the  ]>atient  should  de- 
crease the  number  to  one  a night.  She  is  urged 
to  discontinue  all  douches,  except  for  a very  in- 
frequent simple  cleansing  douche  (two  to  four 
tablespoonfuls  salt  to  a quart  of  water).  This 
])reparation  tends  to  produce  a watery  discharge 
of  a serous  nature.  The  patient  should  return  in 
one  week.  The  same  office  treatment  is  again 
given  and  at  this  time  any  sites  of  focal  infection 
as  the  urethra,  cervix,  etc.,  should  be  appropriately 
treated.  Cauterization  of  the  cervix  may  be  done 
and  then  followed  by  this  carbohydrate  treatment. 
Cauterization  of  the  cervix  should  not  be  done 
within  one  week  of  a period,  and  should  not  he  too 
extensive.  Office  visits  need  not  be  oftener  than 
once  every  two  or  three  weeks  if  there  are  no 
focal  infections  to  treat.  The  amount  of  treatment 
depends  iqion  the  patient’s  response.  Where  the 
patient  apjiears  cured  clinically  then  moist  prep- 
arations or  hanging  drops  are  to  be  made  and 
examined.  The  patient  should  not  be  discharged 
as  cured  until  she  has  gone  through  two  menstrual 
periods  without  recurrence  in  the  absence  of  treat- 
ment. 

Sexual  intercourse  should  be  avoided  during 
treatment.  Since  the  exact  source  of  this  dis- 
ease is  still  in  debate  the  patient  should  be  in- 
structed not  to  contaminate  the  vulva  by  oral  or 
rectal  contents.  Sexual  partners  may  be  carriers 
and  when  there  are  recurrences  or  when  improve- 
ment fails  these  partners  should  have  an  examina- 
tion of  the  prostatic  secretion.  The  treatment  of 
]irostatitis  is  an  urologic  problem.  The  use  of  ar- 
senic compounds  now  being  advertised  by  several 
pharmaceutic  houses  may  not  be  as  efficacious  as 
one  is  led  to  believe.  The  use  of  stovarsol  in 
kaolin  and  sodium  bicarbonate  (Gellhorn)  is  no 
better  than  kaolin  and  sodium  bicarbonate  alone 
in  our  hands.  At  the  present  time  we  are  investi- 
gating other  preparations,  such  as  carbarsone  sup- 
positories and  devegan  tablets.  The  latter  is  a 
carbohydrate  containing  an  arsenical  compound.  , 
The  carbohydrate  will  give  favorable  results  but 
further  studies  are  necessary  to  show  whether 
paroxyl  (the  arsenical  substance)  has  any  par- 
ticular value.  The  carbarsone  suppositories  are 
dispensed  in  a gelatin  and  glycerine  vehicle.  The 
exact  influence  of  this  vehicle  may  likewise  be 
(jnestioned. 

‘’“'nonspecific  infections” 

“Nonspecific  infections”  include  a group  (U'  in- 
fections of  the  urethra,  vulva,  r-agina,  cervix, 
uterus  and  adnexa.  These  are  presumably  caused 
by  some  of  the  streptococcic,  pneumonococcic  and 
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staphylococcic,  and  colon  bacilli  strains.  The  strep- 
tococcic strains  are  relatively  common  infections 
and  are  observed  fairly  regularly  in  trichomoniasis. 
It  may  involve  the  urethra  and  even  the  bladder. 
The  vulval  and  vaginal  infections  are  likely  to 
occur  as  secondary  invaders  and  may  ]>ersist  long 
after  the  primary  agent  has  disappeared.  Cervical 
infections  are  common.  Maryan  has  shown  that 
many  chronic  infections  of  the  cervix  are  due  to  a 
streptococcus  of  the  enterococcus  type.  Infections 
of  the  uterus  and  adnexa  may  be  caused  by  many 
bacteria,  and  are  often  associated  with  discharge. 
Infections  of  the  tube  and  ovary  may  or  may  not 
be  associated  with  lower  genital  tract  infections 
and  only  infrequently  cause  discharge  from  the 
vagina.  The  discharge  may  result  from  drainage 
through  the  uterus,  but  this  is  most  exceptional. 
However,  these  infections  may  cause  general  pel- 
vic congestions  and  thus  produce  vaginal  dis- 
charge. The  diagnosis  is  made  by  elimination  of 
all  specific  infections  through  the  appropriate  tests. 
The  treatment  of  the  urethra  and  vulva  are  by 
the  usual  procedures.  The  vagina  may  be  treated 
by  the  same  means  as  trichomoniasis.  The  cervi- 
cal, uterine  and  adnexal  infections  are  treated  by 
the  .same  old  appropriate  treatments  and  bv  the 
same  means  as  gonorrheal  infections. 

SENILE  VAGINITIS 

This  condition  develops  only  in  those  who  have 
gone  through  the  menopause.  Actually  it  is  an 
infection  of  the  epithelium  and  subepithelium. 
The  specific  bacteria  have  not  been  identified,  but 
it  appears  that  perhaps  more  than  one  type  of 
organism  may  be  responsible.  After  the  meno- 
pause the  epithelium  of  the  vagina  becomes  thin- 
ner by  a decrease  in  the  size  and  the  number  of  the 
cells.  Once  the  inflammation  has  started  and  has 
injured  or  broken  through  the  epithelium,  a sub- 
epithelial  inflammation  develops.  These  inflanir 
mations  are  usually  subacute  or  chronic.  Wdth  an 
intradermal  or  subdermal  inflammation  the  epi- 
thelium is  less  likely  to  heal.  The  vagina  is 
chronically  inflamed,  the  walls  are  inelastic  and 
atrophic,  and  the  epithelium  is  still  lower  and  ab- 
sent in  places.  The  surface  bleeds  easily.  The 
vaginal  smears  reveal  a Type  II  or  III  flora  with 
numerous  pus  cells.  There  may  or  may  not  be 
an  associated  trichomoniasis,  since  the  clinical  en- 
tities of  trichomoniasis  and  senile  vaginitis  are  so 
similar. 

\'ery  recently  two  new  therapeutic  procedures 
have  been  avocatcd.  Davis  has  been  able  to  con- 
vert the  vaginal  epithelium  of  the.se  senile  patients 
into  an  active  reproductive  phase  type  by  using  an 
estrogenic  hormone.  Cures  have  been  accom- 


plished after  treatment  for  two  to  four  months 
by  hypodermic  injection  and  vaginal  suppositories 
containing  the  estrogenic  hormone.  One  must  use 
100  rat  units  two  to  three  times  w'eekly,  hypoder- 
mically; and  75  rat  units  in  daily  vaginal  supposi- 
tories. Adair  and  Hesseltine  have  accomplished 
the  same  result  by  using  95  per  cent  lactose  and  five 
per  cent  citric  acid  powder  in  the  office  and  one  to 
two  gram  pills  daily  at  home  (same  as  for  tricho- 
moniasis). The  normal  vaginal  bacteria  and  cel- 
lular flora  returns  to  normal  and  the  epithelium 
and  subepithelium  become  healthy.  The  hormone 
therapy  is  more  expensive  and  requires  more  fre- 
quent office  visits,  but  otherwise  the  courses  ap- 
pear to  be  about  parallel.  Foci  of  infection  in  the 
bowels,  on  instruments,  clothing  and  in  sexual 
partners  should  be  excluded  and  eliminated.  Re- 
currences or  reinfections  occur,  but  by  proper  in- 
struction these  may  be  prevented. 

YEAST  AND  YEAST-LIKE  MYCOSIS 

Mycoses  of  the  vulva  and  vagina  are  practicallv 
always  due  to  the  yeast-like  organisms,  yet  verv 
rarely  other  fungi  are  encountered.  This  infec- 
tion is  more  common  in  pregnancy  and  in  diabetic 
females  than  in  others  according  to  Plass,  Hessel- 
tine and  Borts.  It  may  be  limited  principally  to 
the  vulva  as  in  diabetic  patients.  No  reports  have 
been  made  of  it  in  female  children.  The  urine 
containing  an  abnormal  amount  of  glucose  favors 
the  growth  of  organisms,  but  there  is  no  concrete 
evidence  indicating  that  it  is  irritating.  In  fe- 
males free  from  these  yeast-like  organisms  either 
a liquid  or  dry  glucose  produces  no  symptoms  when 
used  repeatedly  on  the  vulva  and  vagina.  (Hes- 
seltine). The  vulvitis  in  diabetes  is  due  to  some 
agent  other  than  the  glycosuria,  and  the  reports  of 
Plass,  et  ah,  and  Hesseltine  indicate  that  it  prob- 
ably is  principally  a mycosis  but  may  be  caused 
by  bacterial  invasion.  These  organisms  arc  com- 
posed of  two  parts,  mycelia  and  conidia.  The 
mycelia  are  usually  branched,  are  long  fiber-like 
structures,  and  may  slightly  resemble  a cotton  fiber. 
1 he  bnds  or  conidia,  although  varving  consid- 
erably in  size,  are  usually  the  size  of  a pus  cell. 
The  vulva  is  reddened,  injected,  hyperemic  and 
congested.  The  surface  may  have  a slight  grav- 
ish  cast  due  to  dying  c]iidermis.  Excoriations 
may  be  noted  which  have  resulted  from  .scratching. 
Pruritis  is  the  jiaramount  symptom  and  it  is  usu- 
ally more  extreme  than  in  other  infections.  The 
pruritis  of  kraurosis  usually  does  not  surpass  this 
intensity.  It  may  become  so  persistent  and  severe 
that  patients  have  little  sleep,  d'he  urge  to  scratch 
is  almost  maddening  for  some  jiatients.  It  is 
especially  marked  at  night  and  jiatients  may  awaken 
themselves  scratching.  d'he  infection  niav  in- 
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volve  the  vagina  alone  or  l>oth  the  vnlva  and  va- 
gina. In  the  vagina  there  is  usually  a caseous 
material  or  thrush-like  patches.  The  walls  are 
injected  and  any  itching  sensation  is  localized  to 
the  vestibule  or  the  vulva.  In  severe  cases  the 
inflammation  may  extend  outward  as  far  as  the 
thigh  and  even  encircle  the  anus  posteriorly.  The 
early  clinical  appearance  of  the  vulva  may  suggest 
kraurosis  or  atrophic  dermatitis.  The  diagnosis  is 
made  hy  finding  the  fungi  in  direct  smear  (very 
gram  positive)  or  in  culture  (on  Sahouraud's 
media). 

The  treatment  is  limited  to  two  or  three  general 
tvpes  (Hesseltine  and  Hopkins).  When  patients 
can  have  three  or  more  office  visits  a week,  a one 
|X?r  cent  aqueous  crystal  violet  or  gentian  violet 
solution  applied  to  the  vagina  and  vulva  will  ordi- 
narily give  promjit  relief  and  cures.  The  violet 
dyes  are  the  most  efficient  of  the  dyes,  hut  the 
dyes  stain  clothing  very  hadly  and  permanently. 
An  occasional  patient  is  irritated  hy  this  chemical. 
If  douches  have  to  he  used- one-half  per  cent  lysol 
or  1 :1000  or  1 :2000  hichloride  of  mercury  may 
he  employed.  A better  preparation  appears  to  be 
element  iodine  as  found  in  one-half  to  one-fourth 
strength  Lugol’s  solution,  or  one-fourth  to  one- 
fifth  strength  tincture  of  iodine  (aqueous  dilu- 
tion). The  vagina  can  be  painted  with  these.  At 
the  present  time  other  iodine  preparations  are  be- 
ing evaluated.  lodex  ointment  gives  relief  in  vul- 
val mycosis  occasionally.  It  ap]>ears  that  possibly 
an  iodine  preparation  will  soon  he  available  where- 
by the  patient  may  treat  herself  at  home  between 
visits  to  the  physician’s  office. 

Treatment  should  he  continued  until  a cure  is 
accomplished.  Obviously  the  diabetes  should  also 
be  treated.  In  some  pregnant  patients  the  mycosis 
will  persist  even  with  treatment  until  delivery  oc- 
curs. Within  twenty-four  to  forty-eight  hours 
after  delivery  all  symptoms  are  lost,  but  occasion- 
ally return  in  two  to  six  weeks.  In  the  diabetic 
patient  the  .symptoms  are  often  related  at  lea.st  in 
a degree  to  the  amount  of  glycosuria. 

Babies  horn  of  fungous  infected  mothers  are 
likely  to  develop  thrush.  Many  pregnant  patients 
and  others  too  carry  these  germs,  but  with  little 
or  no  symptoms,  yet  their  babies  may  be  infected. 
The  babies  can  he  treated  successfully  with  a one 
I>er  cent  crystal  or  gentian  violet,  once  dailv  for 
the  average  case.  This  is  perhaps  the  most  suc- 
cessful procedure  in  oral  thrush.  The  sporadic 
case  of  thrush  should  be  charged  to  the  mother 
and  doctor  while  the  epidemics  are  probably  the 
fault  of  the  nurse. 

Infrequently  husbands  get  an  infection  of  the 
])hallus. 


LYMPHOGRANULOMA  INGUINALE 

Lymphogranuloma  inguinale  was  recently  rec- 
ognized as  a disease.  Cole,  Tamura,  Strauss  and 
Howard  have  contributed  much  to  this  subject. 

It  is  caused  by  a virus  spread  usually  by  sexual 
intercourse.  The  infection  tends  to  remain  in  the 
pelvis  but  in  rare  instances  produces  an  encepha- 
litis. The  lesion  fir.st  appears  on  the  surface  as  a 
herpetic,  ulcerative,  chancrelike  or  urethritic  lesion. 
In  ten  to  twenty-eight  days  the  lymph  nodes  be- 
come involved.  In  women  the  inguinal  glands  are 
not  involved  as  often  as  the  deeper  jrelvic  lymphat- 
ics. The  inguinal  glands  may  be  involved  uni- 
laterally or  bilaterally,  swell  uniformly  and  are 
firm  and  tender.  These  tend  to  fuse  with  the  skin 
and  become  bluish.  If  suppuration  continues 
drainage  occurs  spontaneoushL  When  the  deeper 
lymphatics  are  involved  the  inflammation  s]n‘eads 
to  the  peri-vaginal  and  periurethral  plexus.  The 
process  of  swelling,  induration  and  fibrosis  con- 
tinues with  a gradual  progressive  constriction  oc- 
curring. This  leads  at  times  to  complete  rectal  and 
sigmoidal  obstruction.  Dilatation  of  the  rectum 
may  he  necessary.  There  mav  be  unusual  destruc- 
tion of  the  pelvic  tissues.  The  ligneous  consist- 
ency suggests  a malignancy  or  advanced  celluli- 
tis. The  diagnosis  is  confirmed  by  obtaining  a 
positive  Frei  test.  This  test  is  made  by  using  0.1  N 
of  a cubic  centimeter  of  Frei  antigen  intrader- 
mally.  If  in  twenty-four  to  forty-eight  hours  a 
reddened  papule,  0.5  of  a centimeter  in  diameter 
develops,  it  is  positive.  The  antigen  is  prepared 
by  aspirating  the  suppurative  material  from  an 
unruptured  node  which  is  diluted  two  to  five  times 
with  isotonic  saline.  It  is  then  heated  at  60  de- 
grees centigrade  for  two  hours  one  day  and  one 
hour  on  the  second  day;  tested  for  sterility,  and 
if  sterile  is  ready  to  use. 

The  early  lesions  may  be  confused  with  chan- 
croid, syphilis,  and  pyogenic  infections.  It  may 
he  even  more  destructive  than  tuberculosis.  It  is 
primarily  a lymphatic  infection  in  contrast  with 
the  epidermal  infection  of  granuloma  inguinale. 
To  date  all  treatments  have  given  inconsistent  re- 
sults. The  unbroken  glands  should  he  protected. 
Dilation  of  the  rectum  and  colostomies  mav  have 
to  be  done  to  relieve  the  obstruction.  Fuadin  and 
tartar  emetic  may  he  used  as  for  granuloma  in- 
guinale. X-ray  is  valueless,  but  radiant  heat,  ultra- 
violet rays  and  foreign  and  homogeneous  protein 
have  sometimes  given  good  results.  The  Frei  anti- 
gen may  be  used  intravenously  or  intramuscularly. 

It  should  he  started  with  0.2  of  a cubic  centimeter 
and  gradually  increased  to  two  cubic  centimeters. 
Tamura  is  attempting  to  produce  a vaccine  and/or 
an  antiserum  for  therapy. 


VoL.  XXVI,  No.  11] 


Journal  of  Iowa  State  Medical  Society 


609 


CHANCROID 

Chancroid  is  caused  by  the  Ducrey  bacillus.  The 
older  diagnostic  and  therapeutic  methods  still  stand 
for  chancroid  and  the  differential  diagnosis  is 
just  as  important,  especially  for  syphilis  as  it  has 
ever  been.  Now  that  lymphogranuloma  has  been 
identified,  and  its  significance  understood,  it  is  an- 
other infection  to  consider  in  the  differential  diag- 
nosis. At  the  present  time  an  intradermal  anti- 
genic test  which  is  known  as  Ito-Reenstierna  test 
is  being  evaluated  by  various  workers  (Cole  and 
Levin  and  others).  This  material  is  obtained 
•from  an  unbroken  bubo,  diluted  and  the  organisms 
killed  as  in  lymphogranuloma  inguinale.  The  test 
is  made  by  injecting  0.1  of  a cubic  centimeter  of 
the  material  intradermally  and  reading  in  twenty- 
four  to  forty-eight  hours  for  reaction.  The  value 
of  this  test  needs  to  be  sufficiently  confirmed. 
When  chronic  sinuses  persist,  injections  of  Men- 
ciere’s  solution  have  brought  about  cures.  The 
Public  Health  Institute  of  Chicago  aspirates  the 
softened  nodules  and  injects  a mild  antiseptic  with 
gratifying  results. 

GRANULOMA  INGUINALE 

The  etiologic  agent  is  the  Donovan  bacillus  or 
bodies.  The  method  to  diagnose  granuloma  in- 
guinale remains  unchanged,  and  the  therapy  is 
practically  the  same  except  that  another  antimony 
salt,  Fouadin  or  Fuadin,  has  been  used  with  equally 
good  or  perhaps  slightly  better  results.  The 
amount  of  tartar  emetic  (potassium  antimony  tar- 
trate) for  a single  dose  is  dissolved  in  ten  cubic 
centimeters  of  physiologic  saline  solution  and  in- 
jected intravenously.  On  the  first  treatment  0.04 
of  a gram  is  used  and  this  amount  is  increased  by 
0.01  of  a gram  on  each  subsequent  treatment  until 
0.1  of  a gram  is  reached.  Intravenous  injections 
should  be  given  daily  or  every  other  day.  If  evi- 
dence of  overdosage  appears  the  amount  should  be 
decreased  and  then  increased  gradually  later. 
Fuadin  is  used  in  seven  per  cent  solution  intramus- 
cularly ; 1.5  cubic  centimeters  on  the  first  day;  3.5 
cubic  centimeters  on  the  second  day  ; and  5.0  cubic 
centimeters  on  the  third  day.  Thereafter  on  alter- 
nate or  odd  days  five  cubic  centimeters  are  used 
until  a total  of  forty  cubic  centimeters  have  been 
administered.  The  lesion  is  not  cured  until  the 
organisms  disappear  and  the  clinical  condition  has 
well  disappeared. 

OTHER  LOWER  GENITAL  TRACT  INFECTIONS 

In  general  the  diagnostic  and  therapeutic  proce- 
dures remain  unchanged  for  the  infectious  condi- 
tions which  have  not  been  mentioned  above. 
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SOME  OBSERVATIONS  ON  A THIRD 
ANTIGEN  OF  BACILLUS  TYPHOSUS* 

William  J.  Moore,  Iowa  City 

The  last  two  or  three  years  have  witnessed  re- 
markable activity  in  the  field  of  tyjihoid  serology. 
In  June,  1935,  Kauflfniann’  snmniarized  the  most 
recent  developments.  The  crux  of  his  summary 
centers  about  a new  concept  of  the  antigenic  struc- 
ture of  Bacillus  typhosus,  namely,  the  presence  of 
a third  antigen  which  seems  to  be  related  to  “O” 
agglutinahility  and  virulence  of  the  organism.  At 
the  time  the  present  studies  were  begun  (August, 
1935),  it  was  noted  that  numerous  experiments 
had  been  carried  out  which  lent  strong  support  to 
the  validity  of  this  new  concept,  though  little  if 
any  work  had  been  done  to  correlate  the  new  find- 
ings with  actual  cases  of  typhoid  fever.  Since 
nearly  all  the  work  reported  had  been  done  on  only 
a few  strains  of  typhoid  organisms  isolated  in 
Europe  and  the  Ear  East,  it  was  thought  that  fur- 
ther studies  on  different  strains  isolated  in  this 
country  would  be  interesting  and  perhaps  valu- 
able. It  must  be  emphasized  that  this  presentation 
is  intended  to  he  only  a preliminary  rejiort  con- 
cerning some  of  the  fundamental  aspects  of  the 
newer  developments  in  the  serology  of  typhoid 
fever.  'Fhe  jiresent  paper  deals  siiecifically  with, 
first,  the  constancy  of  the  presence  of  the  third 
antigen  in  strains  reported  to  he  inagglutinahle ; 
second,  the  relationship  of  the  third  antigen  to 
virulence  in  experimental  animals  ; and  third,  some 
observations  on  a recently  isolated  inagglutinahle 
strain  of  Bacillus  typhosus. 

Before  proceeding  with  the  presentation  of  the 
experimental  work  it  would  he  well  to  make  a 
brief  chronologic  review  of  the  literature  which 
leads  up  to  and  includes  recent  studies  on  the  Vi 
antigen.  For  forty  years,  the  Widal  reaction^  has 
been  used  as  an  aid  to  the  laboratory  diagnosis  of 
typhoid  fever.  Coupled  with  clinical  evidence,  a 
positive  Widal  reaction  has  always  been  considered 
as  specific  for  the  di.sease.  Felix  and  l^itf*  in  1924 
showed  that  Bacillus  typhosus  possesses  two  dis- 
tinct antigens  which  are  responsible  for  the  pro- 
duction of  specific  immune  bodies  when  injected 
jiarenterally  into  appropriate  animals.  The  one  an- 
tigen they  referred  to  as  the  “O”  antigen  and  is  re- 
s])onsible  for  the  production  of  “O”  agglutinins. 
'I'liis  antigen  is  represented  in  the  body  of  the  bac- 
terium and  is  thermostable.  The  second  antigen 
they  referred  to  as  the  “H”  antigen  and  represents 
the  antigenic  factor  contained  in  the  flagella  of  the 
organism.  This  antigen  which  is  thermolabile,  also 

*Thesis  which  won  the  1936  Baldridge  Memorial  Prize.  The 
author  is  a Junior  medical  student  at  the  State  University  of 
Iowa,  College  of  Medicine.  His  investigations  were  carried  out 
in  the  laboratories  of  the  Department  of  Hygiene^  Preventive 
Medicine  and  Bacteriology. 
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produces  specific  antibodies  referred  to  as  “H” 
agglutinins.  Thus,  motile  organisms  contain  both 
“H”  and  “O”  antigens  while  the  non-motile  forms 
possess  predominantly  the  “O”  antigen.  The  spe- 
cific agglutinins  can  be  demonstrated  in  the  labora- 
tory by  observing  the  differences  in  the  type  of  i 
clumps  formed  when  organisms  and  immune  sera  u 
are  mixed.  Agglutination  with  “H”  antibodies  at  j 
52  to  55  degrees,  centigrade,  gives  rapidly  forming  |: 
(within  four  hours),  large  flaky  clumps  that  are  :• 
easily  disintegrated  on  shaking.  Agglutination  ji 
with  "( )”  antibodies  results  in  fine  granular  clumps  i 
that  are  broken  up  with  difficulty  and  form  after  3 
eighteen  to  twenty- four  hours  at  52  to  55  degrees,  j. 
centigrade.  In  1926'*,  these  same  workers  related  {I 
the  presence  of  “O”  agglutinins  in  the  sera  of  jl 
typhoid  patients  to  the  bactericidal  action  of  the  3 
serum  and  stated  that  the  presence  of  “H”  agglu-  '• 
tinins  exerted  nO'  influence  on  this  particular  j 
property. 

It  is  a not  infrequent  experience  in  bacteriologic  3 
laboratories  to  encounter  culturally  typical  typhoid  b 
organisms  which  are  not  agglutinated  by  “O”  anti-  • 
serum  when  first  isolated,  though  after  repeated  S 
subcultures  they  finally  become  agglutinable.  No  j 
explanation  of  this  phenomenon  was  forthcoming  |;j 
until  1934  wdien  Felix  and  Pitff  published  their  in- 
terpretation  based  on  this  reasoning:  Since  “O”  if 

antibodies  in  natural  or  artificial  immune  sera  are  \i 
responsible  for  the  bactericidal  action  of  the  |ij 
serum,  there  is  an  inverse  relationship  between  || 
“()”  agglutination  and  resistance  to  the  action  of 
the  serum.  More  resistant  strains,  therefore, 
would  not  be  acted  upon  by  the  serum  and  conse-  | : 
quently  would  not  be  agglutinated,  nor  would  If 
there  be  any  bactericidal  action  of  the  serum  for  1 1 
these  organisms.  Thus  they  reason,  an  index  to  I : 
the  resistance  of  the  organism  to  the  serum,  as  i i 
regards  agglutination  and  bactericidal  projicrties,  ! 
is  to  be  found  in  “O”  inagglutinability ; and  that 
resistance  of  the  organism  to  agglutination  and  ! ■ 
bactericidal  action  is  a measure  of  virulence.  They  ' 
conclude  finally  that  virulence  is  at  its  peak  when 
“O”  agglutinahility  is  entirely  depressed  and  vice 
versa. 

Later  in  that  same  year,  these  authors  asserted 
that  such  virulent  strains  of  typhoid  are  not  only 
“O”  inagglutinahle,  but  in  addition  jiossess  a third 
antigen  associated  with  the  bacterial  ectoplasm 
which  is  responsible  for  both  the  virulence  of  the 
organism  and  its  inagglutinability.  This  antigen 
they  call  the  Vi  (virulence)  antigen.  In  June, 
1935,  Kauffmann  contributed  some  confirmatory 
evidence  for  Felix  and  Pitt’s  work,  and  at  that  time 
recommended  to  the  Health  Section  of  the  League 
of  Nations,  that  in  the  future,  Vi  antisera  he  used 
routinely  in  the  serologic  diagnosis  of  typhoid 
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' fever,  going  so  far  as  to  recommend  that  an  inter- 
national laboratory  be  established  for  dispensing 
cultures  and  media  to  diagnostic  laboratories 
‘ throughout  the  world.  Such  a plan,  he  suggests, 
would  enable  “O”  inagglutinable  strains  to  be 
diagnosed  accurately  and  would  obviate  the  diffi- 
= culties  encountered  owing  to  variation  of  different 
' cultures  of  Bacillus  typhosus.  A third  recom- 
mendation was  that  the  organisms  containing  Vi 
antigen  should  be  included  in  the  preparation  of 
typhoid  vaccines. 

i EXPERIMENTAL 

The  experimental  work  described  herein,  in- 
volved three  distinct  procedures : first,  to  obtain 
cultures  of  non-motile  or  pure  “O”  organisms  and 
subsequently  to  prepare  pure  “O”  antiserum ; sec- 
ond, to  obtain  “O”  inagglutinable  typhoid  cultures 
j containing  the  Vi  antigen  and  to  produce  Vi  anti- 
* serum ; and  third,  to  make  a comparison  of  “O” 
I inagglutinable  with  “O”  agglutinable  organisms 
^ bacteriologically,  serologically,  and  regarding  their 
virulence  for  susceptible  animals. 

1.  The  Preparation  of  Pure  “O”  Serum. 

The  strain  recommended  by  Felix  and  Pitt  for 
production  of  “O”  serum  is  the  non-motile  0-901 
strain  and  has  been  used  in  experimental  typhoid 
serology  for  years  both  in  this  country  and  in 
Europe.  A culture  of  this  organism  was  obtained 
from  the  State  Hygienic  Laboratory,  Iowa  City, 
Iowa.  As  regards  morphology  and  cultural  prop- 
erties, the  organism  was  found  to  be  an  aerobic, 
gram  negative,  non-motile,  non-spore  bearing 
short  rod,  which  fermented  with  acid  alone,  dex- 
tro.se,  malto.se,  mannite  and  xylose.  It  produced 
hydrogen  sulphide  and  reduced  nitrates  to  nitrites. 
Indol  was  fonned.  Grossly  the  colonies  were 
found  to  be  of  the  typical  smooth  type  on  Endo’s 
; and  eosin-methylene-blue  media.  White  rabbits 
! were  immunized  with  this  organism,  the  antigen 
being  prepared  exactly  as  described  by  Kauff- 
mann'^.  Two  rabbits  were  then  given  a series  of 
I subcutaneous  and  intravenous  injections  of  the 
I heat-killed  0-901  antigen  starting  vMigust  29,  1935, 
and  terminating  September  28,  1935.  Immune 
.serum  was  obtained  by  bleeding  the  animals  via 
cardiac  puncture  five  days  after  the  last  injection. 
The  sera  of  these  two  animals  are  referred  to  as 
pure  “O”  antisera. 

2.  The  Preparation  of  Vi  Antiserum  and  Detec- 

\ j tion  of  the  Vi  Antigen. 

1 Failing  to  secure  inagglutinable  strains  of 
1 I Bacillus  typhosus  from  any  of  a number  of  human 
cases  of  this  disease,  a recpiest  for  such  strains 
was  sent  to  Dr.  Kauffmann  of  Cojx^nhagen  and  Dr. 
Felix  of  London.  Dr.  Kauff matin’s  cultures  were 
received  on  November  30,  1935.  These  organisms. 


designated  as  Type  2 and  Watson  strains,  were 
immediately  transplanted  to  soft  ascitic  agar  and 
the  cultures,  after  twenty-four  hours  incubation 
at  37  degrees  centigrade,  agglutinated  with  pure 
“n”  antiserum.  The  organisms  were  found  to  be 
“O”  agglutinable  to  as  high  a titer  as  the  homo- 
logous organism.  (See  Table  I).  Feeling  that 
perhaps  these  strains  had  only  temporarily  lost 

TABLE  I 

AGGLUTINATION  OF  FIRST  SUBCULTURE  OF  TYPE  2 AND 
WATSON  STRAINS  RECEIVED  FROM  KAUFFMANN 
USING  PURE  “O”  ANTISERUM  NO.  126. 

Serum  No.  126  diluted  1 to 


Strain 

100 

200 

400 

800 

1600 

3200 

o 

o 

12,800 

25,600 

Saline 

Control 

Watson 

d- 

+ 

■f 

-P 

+ 

+ 

+ 

- 

- 

- 

Type  2 

+ 

-f- 

-h 

-P 

-P 

-P 

-p 

-P 

- 

- 

0-901 

-h 

+ 

-P 

+ 

-P 

+ 

+ 

+ 

— 

- 

their  inagglutinability,  they  were  therefore  grown 
for  six  transfers  on  soft  moist  ascitic  agar  which 
is  claimed  by  Kauffmann  to  restore  “O”  inagglutin- 
ability. After  subculture  on  soft  ascitic  agar,  the 
strains  were  tested  again  with  pure  “O”  anti- 
serum and  again  they  agglutinated  to  as  high  titers 
as  the  control  homologous  organism  (0-901)  used 
to  produce  the  serum.  ( See  Table  II) . 

TABLE  II 

‘ O”  AGGLUTINATION  OF  TYPE  2 AND  WATSON  STRAINS 
AFTER  TRANSFER  ON  SOFT  ASCITIC  AGAR. 


Serum  No.  126  diluted  1 to 


Strain 

100 

200 

400 

800 

1600 

3200 

6400 

12,800 

25,600 

Saline 

Control 

Kauffmann’s 
Type  2 

+ 

-P 

+ 

+ 

-P 

-P 

+ 

+ 

+ 

— 

Kauffmann’s 

Watson 

-P 

-P 

-P 

-P 

+ 

-P 

+ 

-P 

— 

— 

Felix’s 
Type  2 

-P 

-P 

-P 

-P 

-P 

-P 

+ 

-P 

— 

— 

Felix’s 

Watson 

-P 

+ 

-P 

-P 

-P 

-P 

-P 

— 

— 

— 

0-901 

-P 

-P 

-P 

-P 

+ 

+ 

-P 

— 

— 

— 

Failure  to  restore  inagglutinability  by  this 
method  prompted  the  use  of  a second  procedure 
which  Kauffmann  claims  will  also  develop  the 
inagglutinable  phenomenon ; namely,  growing  the 
organisms  in  the  presence  of  complement.  Six 
consecutive  transplants  of  Kauffmann’s  Type  2 
and  Watson  strains  were  made  every  twenty-four 
hours  on  15  per  cent  fresh  guinea  pig  serum  agar.* 
After  the  sixth  transplant,  these  strains  were  still 
found  to  be  agglutinated  by  the  “O”  serum.  (See 
Table  III). 

As  a third  and  final  attempt  to  restore  their 
asserted  inagglutinability,  Kauffmann’s  Vi  strains 
were  then  inoculated  intraperitoneally  into  three 
series  of  white  mice.  The  first  series  of  mice 

• Note:  Growinfr  the  orpranisms  in  such  hiprh  concentrations 

of  serum  brouftht  up  the  possibility  of  introducinK  an  S-R  chanite 
of  form  which  would  alter  the  antigenic  complex  of  the  organism. 
Fre<iuent  teats  for  such  changes  showed  that  throughout  the 
growth  on  serum  agar,  the  smooth  form  was  retained. 
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died  in  twenty-four  hours  and  the  recovered  or- 
ganisms were  then  inoculated  into  a second  series 
of  .mice.  After  each  series,  the  organisms  were 

table  III 

AGGLUTINATION  OF  KAUFFMANN’S  TYPE  2 AND  WAT- 
SON WITH  PURE  "O"  ANTISERUM  AFTER  GROW- 
ING ON  GUINEA  PIG  SERUM  MEDIUM. 

Serum  diluted  1 to 


Strain 

100 

200 

400 

800 

o 
1 o 

3200 

6400 

12.800 

25,600 

Saline 

Control 

Type  2 

-F 

+ 

+ 

+ 

-F 

-F 

-F 

+ 

+ 

- 

Watson 

+ 

+ 

+ 

+ 

+ 

-F 

-F 

-F 

-F 

- 

0-901 

-F 

+ 

+ 

+ 

+ 

+ 

-F 

-F 

— 

recovered  and  tested  for  agglutinability  with  “O” 
serum,  but  at  no  time  was  the  inagglutinable 
])henomenon  observed.  (See  Table  I\h)  It  is 
interesting  to  note  that  with  each  successive  mouse 
passage,  the  virulence  of  the  organisms  was  ap- 

TABLE  IV 

AGGLUTINATION  OF  KAUFFMANN'S  TYPE  2 AND  WAT- 
SON WITH  PURE  “O”  ANTISERUM  AFTER 
PASSAGE  THROUGH  SIX  MICE. 

Serum  diluted  1 to 


Strain 

100 

200 

400 

800 

1600 

3200 

6400 

OO 

1 o 
. o 

25,600 

Saline 

Control 

Type  2 

+ 

+ 

-F 

+ 

-F 

-F 

-F 

-F 

-F 

- 

Watson 

-F 

+ 

-F 

-F 

+ 

-F 

+ 

-F 

+ 

— 

parently  increased  as  evidenced  by  the  decrease 
in  killing  time,  with  approximately  equal  doses  in 
all  three  mouse  passages. 

To  date,  we  have  been  unable  to  transform  Type 
2 and  ^^'atson  strains  from  the  agglutinable  to  the 
“O”  inagglutinable  form  by  any  of  the  methods 
outlined  by  Kaufifmann  or  Felix  which  were  de- 
signed by  these  men  to  restore  inagglutinability. 
Because  Kauffmann  and  Felix  both  claim  that 
“O”  inagglutinability  implies  the  presence  of  the 
Vi  antigen  and  that  likewise  “O”  agglutinability 
implies  the  relative  absence  of  this  antigen,  we 
might  be  justified,  from  the  results  of  the  above 
experiments,  in  assuming  that  Type  2 and  Watson 
strains  sent  to  us  as  containing  the  Vi  factor  are 
lacking  in  it.  However,  it  was  thought  possible 
that  these  cultures,  while  perhaps  not  containing 
Vi  antigen  in  sufficient  quantity  to  inhibit  “O”  ag- 
glutination, might  contain  the  antigen  in  quantities 
detectable  by  serologic  methods.  Accordingly  the 
following  experiment  w’as  performed.  Briefly,  the 
experiment  consisted  of  immunizing  white  rabbits 
with  cultures  of  formalin  treated  Type  2 and  Wat- 
son strains  of  Bacillus  typhosus  ( formalin  not 
destroying  the  Vi  antigen),  absorbing  out  “PI”  and 
“O”  agglutinins  with  living  cultures  of  0-901  and 
H-901  and  then  agglutinating  these  absorbed  sera 
with  their  homologous  organisms.  If  a third 
antigen  was  present  in  Type  2 and  Watson  strains. 


these  organisms  should  be  agglutinated  by  the  ab- 
sorbed sera. 

The  results  of  this  experiment  are  interesting 
though  at  jiresent  somewhat  difficult  of  interpreta- 
tion. It  was  found  that  the  antiserum  produced 
by  immunization  with  Type  2 and  Watson  organ- 
isms, after  complete  absorption  of  “H”  and  “O” 
agglutinins  still  contain  agglutinins  to  a titer  of 
1 :320,  ajiparently  common  to  Type  2 and  W'atson 
strains,  but  not  common  to  PP-901,  0-901,  or  an 
“O”  inagglutinable  strain  recently  isolated  from  a 
case  of  typhoid  fever.  Ffowever,  antiserum  pro- 
duced by  immunizing  a rabbit  with  Watson  strain, 
after  complete  absorption  of  “H”  and  “O”  ag- 
glutinins, showed  no  agglutination  with  any  of  the 
above  mentioned  strains.  (Table  V).  Explana- 


TABLE  V 

AGGLUTINATION  WITH  PURE  VI  ANTISERUM. 
Serum  143  diluted  1 to: 


Strain 

40 

80 

160 

320 

640  1280  2560 

5120 

10,240 

Saline 

Control 

H-901 

- 

Kauffmann’s 

Watson 

+ 

-F 

+ 

-F 

— 

— 

— 

— 

— 

— 

Felix’s 

Watson 

-F 

-F 

+ 

+ 

— 

— 

— 

— 

— 

— 

Felix’s 
Type  2 

+ 

-F 

+ 

+ 

— 

— 

— 

— 

— 

— 

Kauffmann’s 
Type  2 

-F 

+ 

-F 

+ 

— 

— 

— 

— 

— 

— 

0-901 

“0”  inag- 
glutinahle 

Serum  144 


Strain 

40 

80 

160 

320 

640 

1280 

2560 

5120 

10,240 

Saline 

Control 

H-901 

Kauffmann’s 

Watson 

Felix’s 

Watson 

Kauffmann’s 
Type  2 

Felix’s 
Type  2 

0-901 

“0”  inag- 
glutinable 

— i 

tion  of  the  failure  of  the  Watson  antiserum  to  ag- 
glutinate any  of  these  strains  may  lie  in  an  in- 
herent resistance  of  the  individual  animal  used, 
to  the  production  of  antibodies,  though  this  seems 
unlikely  since  the  titer  of  “IP”  and  “O”  agglutinins 
was  efpially  as  good  as  that  of  the  Type  2 anti- 
serum. It  is  possible  that  we  are  dealing  with  the 
V-W  change  of  form  referred  to  by  Kauffmann.'^ 
Further  experiments  are  necessary  before  any  ra- 
tional explanation  of  this  phenomenon  can  justly 
be  offered. 
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If  we  accept  for  the  moment,  the  theory  that 
certain  typhoid  organisms  possess  a third  antigen, 
the  Vi  antigen,  then  it  seems  fair  to  assume  this 
experiment  demonstrated  that  Type  2 and  Watson 
strains  possess  this  antigen  and  that  H-901  and 
0-901  are  lacking  in  it.  In  addition,  the  exjieri- 
ment  has  revealed  another  more  significant  point, 
namely,  the  absence  of  the  Vi  antigen  in  the  re- 
cently isolated  “O”  inagglutinable  strain.  The  pa- 
tient from  whom  this  organism  was  isolated  (stool 
and  blood  clot  culture)  presented  a typical  clinical 
picture  of  typhoid  fever.  Culturally,  the  organism 
is  typically  Bacillus  typhosus,  being  a gram  nega- 
tive, motile,  non-spore  bearing  short  rod  that  fer- 
ments dextrose,  maltose,  mannite  and  xylose  with 
the  production  of  acid,  but  no  gas.  It  produces 
hydrogen  suphide  and  reduces  nitrates  to  nitrites 
and  forms  indol.  Colonies  are  the  typical  smooth 
tyi>e  on  Endo’s  medium.  The  significance  of  this 
observation  will  be  referred  to  later  in  the  presen- 
tation. 

3.  Comparison  of  the  Virulence  of  Type  2 and 
Watson  Strains  with  0-901  and  a Freshly 
Isolated  '“O”  Inagglutinable  Strain. 

Having  demonstrated  that  Tyjie  2 and  Watson 
strains  were  not  “O”  inagglutinable  even  though 
we  were  able  to  show  that  a third  antigen  was 
present  in  these  strains,  the  next  logical  step  was 
to  compare  the  virulence  of  these  organisms  with 
strains  of  accepted  low  virulence  and  with  a strain 
that  was  definitely  inagglutinable,  and  therefore 
according  to  Felix  and  Pitt,  of  high  virulence. 
For  this  study,  the  following  strains  were  used : 
Type  2,  from  Kaufifmann ; Type  2,  from  Felix; 
Watson,  from  Kaufifmann;  Watson,  from  Felix; 
0-901,  from  State  Hygienic  Laboratory;  and  the 
“O”  inagglutinable  strain  recently  isolated  from  an 
active  case  of  typhoid  fever.  (This  is  the  same 
one  referred  to  in  the  previous  paragraph.)  All 
six  of  these  strains  were  grown  on  soft  ascitic 
fluid  agar  for  eighteen  hours,  suspended  in  normal 
physiologic  saline  and  so  standardized  (by  plate 
count  and  McFarland  nephelometer)  that  0.5  cubic 
centimeters  contained  api)roximately  400  million 
organisms.  Thirty-six  white  mice  were  used, 
making  six  groups  of  six  mice  each,  each  group 
being  inoculated  with  a different  culture.  (The 
mice  used  for  this  experiment  were  all  from  the 
same  stock  and  had  been  on  the  same  diet  for 
two  weeks  prior  to  the  inoculations.)  Inocula- 
tions of  0.5  cubic  centimeters  (400  million  organ- 
isms) of  the  respective  cultures  were  made  intra- 
peritoneally  and  hourly  examinations  were  made 
for  the  number  of  surviving  animals.  From  Table 
VI,  several  things  are  ajiparent.  First,  it  is  evi- 
dent that  there  is  no  significant  difference  in  viru- 
lence between  Type  2 and  Watson  strains  and  the 


TABLE  VI 

SHOWING  THE  NUMBER  OF  ANIMALS  DEAD  OF  TYPHOID 
AT  THE  DESIGNATED  TIME  INTERVALS  AFTER 
INTRAPERITONEAL  INOCULATION  WITH 
400,000,000  LIVING  ORGANISMS. 

Number  of  animals  dead  after  the  following  hours: 


Strain 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

IS 

16 

17 

18 

19 

20 

21 

22 

23 

24 

36 

Kauffmann’s 
Type  2 

0 

0 

1 

1 

I 

2 

2 

3 

3 

3 

3 

3 

4 

6 

Kauffmann’s 

Watson 

0 

0 

0 

0 

0 

1 

1 

2 

2 

3 

3 

4 

4 

5 

5 

5 

5 

5 

5 

5 

5 

6 

Felix’s 
Type  2 

0 

1 

1 

1 

2 

2 

2 

2 

4 

4 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

6 

Felix’s 

Watson 

0 

0 

0 

1 

1 

3 

3 

4 

5 

6 

0-901 

0 

0 

0 

0 

0 

1 

1 

2 

3 

5 

6 

“0”  inag- 
glutinable 

0 

0 

0 

0 

1 

1 

1 

2 

2 

3 

3 

3 

4 

S 

5 

5 

5 

5 

5 

5 

5 

6* 

*Killed  at  48  hours. 

0-901  strain.  Of  even  greater  significance  is  the 
fact  that  the  “O”  inagglutinable  strain  is  of  even 
lower  virulence  than  any  of  the  strains  tested. 

DISCUSSION 

The  results  of  the  experimental  work  set  out 
in  the  preceding  paragraphs  have  brought  out  sev- 
eral significant  points  regarding  the  fundamental 
nature  of  the  Vi  antigen  which  may  influence 
future  work  done  in  the  field  of  typhoid  serology. 
First,  after  varied  and  repeated  attempts,  it  has 
been  impossible  to  demonstrate  the  phenomenon 
of  “O”  inagglutinability  in  strains  sent  as  “O” 
inagglutinable  and  containing  the  Vi  antigen.  Con- 
sidering that  by  serologic  methods  it  was  possible 
to  demonstrate  a third  antigen,  possibly  the  Vi 
antigen,  the  suggestion  lends  itself  that  the  mere 
presence  of  Vi  antigen  does  not  inhibit  “O”  ag- 
glutination. Further,  by  comparing  the  virulence 
of  Type  2 and  Watson  strains  with  0-901,  a strain 
of  accepted  low  virulence,  no  significant  difference 
was  found,  from  which  we  may  infer  that  the 
presence  of  this  third  antigen  is  not  related  to  the 
virulence  of  the  organism.  Rather,  these  observa- 
tions suggest  that  virulence  may  be  related  to  some 
other  factor  and  not  to  the  Vi  antigen.  These 
statements  are  supported  by  experimental  work 
done  with  the  recently  isolated  “O”  inagglutinable 
strain.  It  will  be  recalled  that  no  third  antigen 
was  detected  by  serologic  tests  and  that  the  organ- 
ism was  no  more  resistant  to  immune  serum  than 
aii}^  of  the  strains  tested.  However,  it  was  not 
more  virulent  than  the  other  strains,  as  might  be 
expected  from  its  inagglutinability.  In  a ]>ersonal 
communication  Dr.  Felix  states  that  in  his  expe- 
rience it  is  difficult  to  guarantee  the  maintenance  of 
inagglutinability  during  the  transportation  of  or- 
ganisms. At  most,  then,  if  there  is  any  relation- 
ship between  “O”  inagglutinability,  the  Vi  antigen 
and  virulence  of  the  organi.sm,  it  is  certainly  not  a 
constant  relationship  and  such  a situation  surely 
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calls  for  more  work  throughout  the  world  before 
one  can  accejit  Dr.  Kauffmann’s  recommendations 
concerning  the  establishment  of  an  international 
laboratory  for  typhoid  serology. 

conclusions 

1.  Evidence  is  presented  of  the  existence  of 
antigenic  factors  in  Bacillus  typhosus  besides  those 
of  the  accepted  “O”  and  “II”  groups.  These 
factors  are  identical  with  the  Vi  antigen  of  Kauff- 
mann. 

2.  The  relationship  between  the  presence  or  ab- 
sence of  Vi  antigen  and  the  virulence  or  “O”  inag- 
glutinability  of  a strain  of  Bacillus  typhosus  has 
not  been  positively  established. 
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ROCKY  ^FOUNTAIN  SPOTTED  EEVER* 
Fred  Montz,  M.D.,  Lowden 

In  1933  we  had  first  definite  proof  that  Rocky 
^Mountain  sjiotted  fever  really  occurred  in  Iowa. 
Since  then  s])oradic  cases  have  appeared  in  widely 
separated  communities,  until  now  we  have  record 
of  about  twenty  patients.  These  cases  have  been 
varied  in  their  clinical  courses,  ranging  from  the 
mild  type,  with  no  ra.sh,  to  the  severe  type  with 
profuse  rash  and  intense  nervous  symptoms.  The 
cases  I wish  to  discuss  cover  two  types  of  the  dis- 
ease— namely,  the  moderately  severe  and  the  pro- 
tracted mild. 

The  moderately  severe  cases  occurred  in  two 
lirothers  at  practically  the  same  time.  The  older 
boy,  six  years  of  age,  liecame  ill  on  August  7, 
1934.  EFe  comjilained  of  being  tired,  was  feverish, 
had  loss  of  appetite,  and  a severe  frontal  head- 
ache. His  temperature  was  103  degrees,  and  con- 
tinued so  for  four  days,  at  which  time  his  mother 
noticed  peculiar  spots  on  his  face,  arms  and  legs. 
Some  were  also  found  on  the  chest  and  abdomen. 
The  most  noticeable  feature  was  slight  edema  of 
the  face  and  flushing  of  the  hoy’s  skin.  The  spots 
resembled  cbickenpox  in  an  early  stage,  except 
that  fine  striations  radiated  from  the  lesion.  There 

♦Presented  before  the  Eighty-fifth  Annual  Session,  Iowa  State 
Medical  Society^  Des  Moines,  April  29  and  30,  and  May  1,  1936. 


was  conjunctival  reddening  with  photophobia. 
The  superficial  glandular  system  was  enlarged 
generally,  with  no  tenderness.  The  muscles  were 
painful  to  the  touch.  The  boy  had  no  nervous 
symptoms,  which  was  odd  in  contrast  to  the  his- 
tory in  many  cases.  On  the  seventh  day  of  the 
illness  the  boy  was  taken  to  Iowa  City,  where  fur- 
ther study  was  conducted.  After  this,  the  rash 
spread  to  some  extent,  involving  the  palms  of 
hands  and  feet,  to  a moderate  degree.  Spotted 
fever  was  suspected,  and  the  hlood  was  aggluti- 
nated to  Proteus  X19  in  dilution  of  1 ;2560.  No 
typhoid  or  paratyphoid  agglutinins,  nor  tularemia, 
were  found.  Stool  cultures  for  typhoid  and  al- 
lied organisms  were  negative.  Blood  cultures  on 
three  different  occasions  were  negative.  The  pa- 
tient’s temperature  maintained  a fairly  constant 
elevation,  ranging  between  102  and  103  degrees 
for  four  days,  102  for  four  days,  gradually  fall- 
ing  by  lysis.  Normal  temperature  was  readied  in 
twelve  days  with  no  complications  following. 

The  history  of  the  younger  brother,  four  years 
of  age,  varied  slightly,  but  followed  a similar 
course.  He  became  ill  two  days  later  than  his 
hrother,  with  a temperature  of  103  degrees.  He 
ajiparently  was  very  uncomfortable  with  this  fever 
and  muscular  tenderness,  since  he  wished  to  have 
no  one  touch  him.  Two  days  following  the  initial 
fever  he  developed  a rash  that  appeared  on  face, 
arms  and  legs.  This  rash  was  macular,  evanescent 
in  nature,  fading  as  the  patient’s  temperature 
dro])ped,  reappearing  as  the  temperature  rose.  He 
also  had  an  erythematous  patch  on  the  left  ear 
and  cheek.  This  boy’s  rash  was  more  blotchv  than 
was  his  brother’s,  and  the  skin  had  a more  pro- 
nounced flush.  His  rash  developed  practically  the 
same  characteristics.  He  entered  the  hospital  at 
the  same  time  as  his  brother,  and  his  illness  fol- 
lowed about  the  same  course  with  no  complications. 
His  glandular  system  was  enlarged  and  not  tender. 
Agglutination  to  Proteus  X19  in  dilution  of 
1 :2560  was  positive.  Fever  dropped  by  lysis. 
Blood  count  and  blood  differentiation  showed 
nothing  distinctive.  This  boy,  and  also  his 
brother,  had  negative  Wassermann  and  Kahn 
tests.  As  in  the  case  of  the  older  boy,  the  younger 
brother  had  no  nervous  symptoms.  As  concerns 
the  etiology,  the  wood  tick  was  the  vector.  Two 
days  prior  to  the  onset,  the  mother  had  removed  a 
wood  tick  from  the  father  of  the  boys.  The  father 
and  the  boys  slept  in  the  same  bed. 

The  third  case,  of  the  mild  protracted  type,  was 
suspicious,  but  was  never  positively  diagnosed 
either  by  agglutination  or  protective  tests.  The 
patient  was  a female,  married,  thirty  years  of  age. 
She  became  ill  on  December  26,  1935.  Because 
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she  was  experiencing  aching,  she  had  diagnosed 
the  condition  as  influenza.  On  December  28,  fol- 
lowing this  two-day  period  of  malaise  and  aching, 
she  had  a period  of  severe  chilling,  muscle  aching 
and  pain  in  the  left  elbow.  Her  temperature  rose 
to  102  degrees.  There  was  injection  of  the  con- 
junctiva with  photophobia,  a slight  cough,  some 
swelling  of  the  skin  and  a rash  on  the  forehead, 
ankles,  wrists,  arms  and  legs.  This  rash,  during 
its  course,  spread  to  the  back,  chest,  palms  of  hands 
and  soles  of  the  feet.  A lesion  developed  on  the 
conjunctiva  of  the  left  eyelid  and  a few  on  the 
soft  palate.  The  rash  was  subcuticular,  hemor- 
rhagic in  appearance,  and  had  many  fine  striations 
leading  from  several  of  the  macules.  X^o  glandu- 
lar or  splenic  tenderness  was  observed.  On  the 
second  day  the  temperature  dropped  to  100  de- 
grees, ranging  in  this  vicinity  for  five  or  six  days, 
and  gradually  falling  by  lysis.  The  rash  started 
to  fade  on  January  3,  hut  some  remained  as  bluish 
areas  for  three  weeks  on  the  palms,  soles  and 
around  the  ankles.  On  December  31  and  January 
1 the  patient  had  experienced  drowsiness,  mental 
aberration  and  loss  of  location.  Another  compli- 
cation was  arthritis  of  the  left  elbow,  right  shoul- 
der and  right  hip.  Her  recovery  has  been  slow ; 
she  is  still  weak  and  has  a secondary  anemia. 

The  case,  to  me,  was  Rocky  Mountain  spotted 
fever,  but  the  blood  findings  were  not  conclusive. 
Iowa  City  laboratories  in  the  second  week  of  the 
condition  did  not  find  positive  agglutinins. 
They  were  negative  for  spotted  fever,  malta  fever, 
and  the  typhoid  groups.  In  the  third  week  blood 
was  sent  to  the  Rocky  Mountain  Laboratory  at 
Hamilton,  ^Montana,  where  Dr.  Parker  made  both 
agglutination  and  protective  tests.  He  found  posi- 
tive agglutination  in  1 :80  and  partial  in  1 ;160. 
This  is  held  positive  by  some  laboratories,  but  Dr. 
Parker  classed  it  as  a borderline  case  or  as  one 
of  the  other  typhus-like  diseases.  He  admitted 
that  the  history  was  fairly  conclusive.  He  also 
ran  protective  tests  on  guinea  pigs  with  negative 
results. 

This  resume  of  cases  brings  us  to  the  general  dis- 
cussion of  Rocky  Mountain  spotted  fever.  The 
disease  is  defined  as  an  acute  disease,  occurring  in 
certain  of  the  western  states  of  the  United  States, 
conveyed  by  ticks,  characterized  by  chills,  fever, 
general  pains  and  a macular  rash  becoming  hemor- 
rhagic. It  is  a disease  of  spring  and  fall,  rarely 
occurring  in  winter  months ; is  carried  by  various 
varieties  of  ticks  from  animal  to  animal  and  to 
man  by  accident.  The  burrowing  animals  seem  to 
be  the  carriers  of  the  virus.  The  virus,  in  turn, 
is  spread  by  the  bite  of  an  infected  tick  that  trans- 


mits the  disease  through  its  salivary  glands.  Oc- 
casionally the  spread  is  through  the  accidental 
crushing  of  an  infected  tick.  The  disease  is  most 
prevalent  from  March  to  June,  the  prevalence  cor- 
responding to  seasonal  abundance  of  ticks,  as  well 
as  favorable  environmental  factors.  In  the  west 
the  Dermacentor  andersoni,  in  the  Pacific  states 
the  Dermacentor  occidentalis,  and  in  the  south  and 
east  the  Dermacentor  variabilis  carry  the  infec- 
tion. 

As  to  classification  Rocky  Mountain  spotted 
fever  formerly  fell  into  two  classes,  the  severe  or 
Montana  type,  and  the  mild  or  Idaho  type.  More 
recently,  however,  the  classification  has  been  ex- 
tended to  include  the  following  types : the  malig- 
nant (Montana  and  Wyoming)  ; intermediate 
(Colorado  and  Utah)  ; and  mild,  which  has  been 
further  subdivided  into  acute  mild  (Idaho  and 
Oregon)  ; protracted  mild  (Nevada)  ; and,  lastly, 
the  mid-zone  strain,  or  typhus-like  eruption  of  the 
eastern  and  southeastern  states.  We  see  then  that 
certain  types  are  more  prevalent  in  certain  geo- 
graphic areas.  Cases  in  Iowa,  however,  have  not 
held  true  to  any  type,  since  they  have  ranged  from 
the  mild  to  the  severe  forms.  Our  geographic 
location  may  line  us  for  any  of  the  types  men- 
tioned, and  should  be  kept  in  mind  when  consider- 
ing suspicious  cases. 

The  incubation  period  varies  from  two  to  twelve 
days,  the  average  being  four  to  seven  days.  Cer- 
tain factors  influence  the  jiroduction  of  a virulent 
virus  in  a tick.  The  longer  the  tick  feeds  on  a 
human,  the  more  virulent  the  infection,  since  warm 
blood  activates  and  accelerates  the  virus.  Feeding 
of  the  tick  on  a succession  of  hosts  also  activates 
the  virus.  The  incubation  period  seems  to  be 
shorter  in  the  severe  types  of  infection. 

Following  the  incubation  period,  symptoms  usu- 
ally develop  soon.  The  preliminary  symptoms  are 
malaise,  aching  and  pains,  and  chilly  sensations, 
proceeding  to  severe  chilling  of  several  hours’ 
duration,  or  a dramatic  chill  followed  by  high 
fever,  which  in  most  instances  is  retained  through- 
out the  entire  course.  Coinciding  with  the  tem- 
perature rise,  there  is  usually  headache,  joint  ache 
and  muscular  pain,  and  occasionally  abdominal 
pain  which  is  often  mistaken  for  appendicitis. 
X^ervous  symptoms  are  to  be  expected  at  the  onset 
in  most  patients,  and  this  ranges  from  slight  stu- 
por to  coma.  Low  delirium  is  common.  Many 
cases  have  meningeal  symptoms  which  lead  to  the 
diagnosis  of  meningitis.  Muscular  twitching  is 
often  seen,  h'ever  in  the  moderately  severe  case 
runs  a fairly  even  keel,  with  slight  morning  re- 
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missions.  As  the  patient  recovers,  the  tempera- 
ture falls  by  lysis.  A pseudocrisis  occasionally 
occurs. 

The  mainstay  of  diagnosis  lies  in  the  cutaneous 
findings,  the  rash  being  the  most  constant  and  char- 
acteristic feature.  This  rash  usually  appears  on 
the  third  to  fourth  day,  and  is  described  as  being 
erythematous  lenticular  macules,  at  first  slightly 
raised  above  the  surface  of  the  skin.  Fine  stria- 
tions  that  follow  skin  lines  will  lead  over  the  sur- 
face of  the  macule  in  many  instances.  This  is  the 
first  evidence  of  the  hemorrhagic  nature  of  the 
condition.  These  macules  tend  to  become  petechial 
fairly  early  in  the  disease,  and  are  decidedly  so  by 
the  second  week.  In  severe  cases  the  rash  may 
become  confluent,  or  in  the  moderate  case  may 
appear  only  around  the  wrists.  Later  these 
petechiae  may  become  purjniric  and  remain  as 
purplish  ai'eas  for  many  weeks  after  recovery.  In 
most  instances  the  order  of  eruption  is  distinctive. 
The  wrist,  ankles,  arms  and  legs  are  first  involved, 
then  the  limbs,  and  finally  the  back  and  chest. 
The  face  may  be  involved  at  any  time.  Lesions 
are  occasionally  found  on  the  conjunctiva  and  in 
the  mouth.  The  palms  and  feet  sometimes  have 
the  eruption.  The  macules  become  necrotic  in 
some  patients,  especially  those  with  the  more  se- 
vere types  of  macular  eruption.  This  does  not 
occur  in  the  eastern  form,  nor  has  any  report  been 
made  of  it  in  Iowa  cases.  The  life  cycle  of  the 
spots  is  about  fourteen  days. 

The  pulse  helps  to  determine  the  prognosis ; 
the  faster  the  pulse,  the  graver  the  prognosis. 
Urinary  findings  are  likely  to  be  negative,  al- 
though anuria  sometimes  occurs  in  the  aged.  In 
fact,  the  older  the  patient,  the  graver  the 
prognosis.  The  blood  picture  is  usually  one  of 
leukocytosis,  which  appears  in  many  cases  early, 
in  others  within  the  second  week.  The  agglutina- 
tion test  to  Protens  X19  should  be  slightly  posi- 
tive at  the  second  week,  and  decidedly  so  in  the 
first  week  of  convalescence.  At  this  time  protec- 
tive features,  which  will  protect  guinea  pigs  against 
the  virus,  have  been  produced  in  the  patient’s 
blood.  This  is  called  the  protection  test.  In  cer- 
tain instances,  with  fairly  definite  clinical  history, 
agglutinins  have  not  been  demonstrated  in  the 
blood,  which  further  complicates  the  diagnosis. 
There  is  a possibility  of  two  or  more  strains  of 
the  virus  or  one  of  the  other  typhus-like  diseases. 
The  mild  case  may  not  produce  the  immunity  ex- 
pected in  the  protection  tests,  or  the  strains  of 
virus  used  in  the  guinea  pigs  are  too  virulent. 

The  atypical  case  may  be  confusing;  conse- 
quently, with  definite  suspicion  our  only  hope  rests 


with  these  tests.  Since  guinea  pigs  are  highly 
susceptible  to  the  infection  of  Rocky  Mountain  i 
spotted  fever,  blood  from  an  acutely  ill  patient  in- 
jected into  a guinea  pig,  commonly  shows  a diag-  ' 
nostic  reaction.  Here,  again,  the  mild  case  may  ' 
give  no  response,  or  blood  that  has  undergone  lysis  l 
will  not  produce  this  scrotal  phenomenon.  Any  1 
phenomena  observed  have  to  be  taken  with  reser-  • 
vations,  since  interpretations  ai*e  only  fairlv  safe 
after  a wide  experience.  Dr.  Parker  states  that 
a considerable  proportion  of  Rocky  Mountain  r 
sera,  even  when  taken  at  the  most  favoralile  time,  ,■ 
do  not  cause  agglutination  in  sufficiently  high  ;• 
titer  to  be  definitely  diagnostic.  Three  samples  i! 
of  blood  should  be  taken  from  each  case.  The  first  :L 
as  soon  as  the  nature  of  the  condition  is  sus- 
pected,  the  second  hetw'een  the  tenth  and  fifteenth  | 
days,  and  the  third  in  the  first  week  of  convales-  1 
cence.  A positive  test  is  indicated  by  an  increas-  | 
ing  agglutination  titer.  The  protection  tests  are 
performed  by  using  early  convalescent  serum  in- 
jected into  guinea  pigs,  with  varying  amounts  of 
serum  virus.  This  test  is  not  always  positive,  but  : 
occasionally  helps  to  differentiate  Rocky  Mountain  i 
spotted  fever  from  other  typhus-like  infections.  • 

Diagnosis  has  been  made  after  death  by  histo- 
logic  study  of  the  skin,  and  occasionally  a biopsy  i 
is  done.  The  pathology  is  fairly  definite  in  the  • 
specific  lesion,  being  a peripheral  endangitis  with  c 
typical  endothelial  proliferation  and  medial  necro-  J 
sis.  Rickettsia  are  best  demonstrated  in  the  endo- 
thelial  leukocytes  and  in  the  media  of  blood  ves-  f 
sels  of  the  skin.  The  discussion  so  far  has  been  i|i 
concerned  primarily  with  severe  cases.  Some  pa-  i 
tients  have  no  rash,  some  die  before  a rash  occurs,  j,? 
some  have  an  atypical  rash  eruption.  All  these 
features  tend  to  complicate  the  diagnosis.  When  jji 
we  consider  that  the  disease  varies  from  the  very  [j[ 
mild  to  the  very  severe  form,  we  realize  that  con-  m 
stant  attention  must  be  paid  to  all  facilities  for 
diagnosis.  ' 

In  the  differential  diagnosis  we  must  consider  it 
typhoid  and  allied  diseases,  cerebrospinal  meningi-  j 
tis,  especially  the  septicemic  type,  severe  measles, 
typhus,  smallpox,  undulant  fever,  streptococcic 
septicemia,  purpura  and  typhus-like  spotted  fever.  J 
Typhoid  and  paratyphoid  may  simulate  the  con-  t 
dition  early,  but  fairly  definite  eruption  and  the  i 

absence  of  typhoid  organisms  in  the  stool  should  !'■ 
point  to  Rocky  Mountain  spotted  fever.  Cerebro- 
spinal meningitis  should  have  more  definite  ner-  ' 
vous  symptoms,  but  a spinal  puncture  should  dif-  t 
f erentiate.  This  also  applies  to  pneumococcic  men-  ; 
ingitis.  Severe  measles  could  be  erroneously  diag- 
nosed early  in  the  disease,  but  the  respiratory 
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symptoms  of  measles  are  more  pronounced,  and 
the  eruption  would  not  conform  to  the  standard 
description.  Typhus  is  the  most  common  source 
of  error  in  areas  where  it  is  endemic.  The  history 
of  tick  bite,  the  more  rapid  onset  and  the  course  of 
development,  the  order  of  eruption  spreading  from 
limbs  to  body  in  contrast  to  typhus  which  spreads 
from  body  to  limbs,  and  the  more  profuse  and 
cyanotic  rash,  point  to  Rocky  Mountain  spotted 
fever.  Both  diseases  agglutinate  Proteus  X19, 
and  the  final  decision  may  lie  in  cross  immunity 
tests.  Smallpox  is  sometimes  diagnosed,  due  to 
pain  and  aching  and  to  the  macule  formation. 
Whth  the  development  of  the  eruption,  however,  it 
should  be  easy  to  differentiate  between  them.  Un- 
dulant  fever  is  slow  in  its  initial  stage,  does  not 
have  a rash,  and,  if  so,  only  in  a slight  degree. 
The  jiatient,  when  he  first  goes  to  the  physician, 
has  a positive  agglutination  for  undulant  fever,  in 
most  instances  because  of  delay  in  seeking  consul- 
tation. Streptococcic  septicemia  has  a more  septic 
course,  the  rash  is  usually  hemorrhagic  at  the  on- 
set and  more  random  in  development.  Purpura 
is  definitely  hemorrhagic  at  the  onset,  and  there 
is  a lessened  clotting  time.  Typhus-like  spotted 
fever  has  been  described.  This  is  typical  spotted 
fever,  without  formations  of  agglutinations  in  the 
blood.  If  the  clinical  history  is  right,  the  diag- 
nosis is  left  as  Rocky  ^Mountain  spotted  fever. 

The  treatment  has  been  largely  symptomatic, 
accompanied  by  relatively  large  doses  of  <|uinine 
administered  either  orally  or  intravenously.  Vari- 
ous arsenical  preparations  have  been  used.  In 
heavily  infested  districts  prophylaxis  by  the  use 
of  vaccine  has  aided  in  preventing  the  disease. 
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SOME  FACTORS  IN  THE  MANAGEMENT 
OF  THE  FAILING  HEART 
A.  G.  Felter,  M.D.,  Van  Meter 

The  remark  was  recently  made  l)v  an  eminent 
English  physician  that  the  major  work  of  the 
cardiologist  of  today  consists  in  the  treatment  of 
congestive  failure.  This  remark  was  countered 
by  an  equally  eminent  American  physician  who 
stated  that  the  greatest  work  of  the  cardiologist 
of  today  is  the  prevention  of  congestive  failure. 
Too  often  in  our  smug  self-satisfaction  and  con- 
ceit we  familiarize  ourselves  with  a series  or  clas- 
sification of  e.stablished  changes  in  a particular 
system,  and  having  studied  the  histopathology  and 
accustomed  ourselves  to  a certain  syndrome  we  let 
this  syndrome  represent  to  us  a disease  entity. 
With  too  little  thought  of  the  degenerative  changes 
and  infections  which  have  produced  the  syndrome 
constituting  to  us  the  disease  entity,  we  proceed 
to  cure  the  entity  by  the  antidotes  discovered 
through  medical  research  or  perchance  stumbled 
onto  during  ages  past.  All  too  seldom  do  we  rec- 
ognize the  .state  of  dysfunction  or  dis-ease,  or  in- 
fection that  is  bringing  about  any  certain  series  of 
established  changes  which  ultimately  awaken  our 
slumbering  consciousness  to  the  fact  that  at  last 
we  have  the  classical  syndrome  and  therefore  a 
disease  exists. 

During  the  years  of  our  youth  while  running, 
jumping,  climbing  trees  and  turning  somersaults 
we  develop  a wonderful  cardiac  reserve.  It  is 
estimated  that  if  we  represent  our  cardiac  potential 
as  ten  units  our  normal  activities  call  for  an  output 
of  only  one-tenth  of  that  cardiac  potential.  Not 
until  the  other  nine-tenths  reserve  is  exhausted  do 
we  have  evidence  of  venous  congestion ; and  not 
until  dysfunction  and  disease  have  dissipated  this 
reserve  do  we  classify  our  patients  as  cardiac  cases. 
It  is  true  we  do  not  see  many  of  these  patients 
in  the  initial  stage  : but  many  times  we  do  not  diag- 
nose and  properly  treat  them  until  we  can  pick  out 
the  particular  syndrome  of  established  changes 
brought  about  by  functional  disease  and  distress. 
All  too  often  we  can  but  bolster  up  and  sustain 
for  a brief  time  the  failing  heart. 

It  is  maintained  that  one  of  the  outstanding 
factors  underlying  the  success  of  the  clinic  admin- 
istration of  medicine  is  that  dysfunction  is  en- 
countered in  the  pre-sym])tom  .stage,  that  is,  be- 
fore degenerative  changes  have  seriously  depleted 
the  reserve  tissue  which  nature  has  jirovided  in 
each  organ  of  the  body.  It  is  much  easier  to  main- 
tain good  health  than  to  cure  ill  health,  and  it  is 
much  easier  to  treat  cardiac  dysfunction  than  to 
cure  a series  of  established  changes  which  we  are 
wont  to  term  the  entity,  heart  disease,  if  we  would 
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recognize  the  patient  as  the  entity  to  be  treated 
and  then  as  Williamson  puts  it  “The  disease  is 
recognized  as  an  abnormal  state  of  dis-ease,  in 
which  the  cells  of  the  patient  are  laboring  under 
influences  which  tend  to  bring  their  activities  to 
a standstill.” 

PROPHYLAXIS 

In  the  first  place  training  decides  the  thresh- 
olds of  ease  and  exhaustion.  The  heart  grows 
and  develops  according  to  the  demands  put  upon 
it  in  early  life.  Our  function  as  physicians  is  to 
see  that  reserve  force  is  not  only  built  up  but  that 
it  is  thereafter  preserved  from  unnecessary  wast- 
age. We  must  early  endeavor  to  conserve  and 
direct  the  cell  life  of  the  heart  by  prevention  of 
excessive  response  in  cell  activity  either  to  physio- 
logic or  pathologic  stimuli.  Insomnia  and  volun- 
tary disregard  for  sleep  create  imbalance  in  the 
nervous  control  of  the  heart,  and  exaggerated  re- 
sponses out  of  all  proportion  to  body  needs  may 
occur  as  in  the  simple  examples  of  the  wasteful- 
ness of  effort  shown  in  palpitation  of  the  heart  and 
tachycardia.  The  heart  does  not  always  act  with 
reason.  Why  should  a normal  heart  beat  at  a 
tremendous  rate  when  some  exciting  news  is 
heard  ? Why  should  a fihrillating  heart  beat  at  a 
hundred  and  twenty-five  when  sixty  or  seventy 
beats  per  minute  would  better  accomplish  the  nec- 
essar}-  work  and  at  much  less  effort  ? 

Both  overactivity  and  underactivity  of  cells 
lead  to  atrojihy  and  death.  Anything  that  in- 
creases the  pulse  rate  does  so  through  the  shorten- 
ing of  the  diastole.  As  the  blood  is  crowded  out 
of  the  myocardium  during  the  systole,  and  as  the 
coronary  vessels  fill  and  nourish  the  myocardium 
during  the  diastole,  it  can  readily  be  seen  that  any 
factor  which  causes  a prolonged  increase  in  heart 
rate  does  so  at  the  expense  of  the  myocardial  cir- 
culation and  if  such  rate  be  unduly  sustained,  a 
weakened  myocardium  must  of  necessity  result. 
Disuse  leads  to  atrophy.  If  we  do  not  retain  our 
capillary  fields  senility  is  upon  us  as  we  develop 
contraction  of  these  fields.  The  adult  who  has  seri- 
ous valvular  defects  should  be  warned  to  live  a 
life  whose  cell  demand  will  be  in  proportion  to 
the  volume  output  of  his  particular  heart.  We 
often  find  a failing  heart  and  elicit  information 
which  relates  it  etiologically  to  some  infectious 
disease  or  to  the  presence  of  focal  infection  of 
long  standing.  Some  day  an  enlightened  public 
may  say,  “I  will  have  this  dead  tooth  or  these  dis- 
eased tonsils  removed,”  or  “I  will  go  to  bed  and 
secure  proper  care  during  unavoidable  infections 
so  that  I will  not  some  day  have  heart  disease 
because  of  my  neglect.” 

We  are  now  treating  a man  with  auricular  fibril- 
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lation  and  angina  pectoris  decubitus  who  admit- 
tedly worked  for  several  days  and  nights  on  end  at  i 
hard  labor  and  when  symptoms  and  signs  of  fail-  . 
ure  manifested  themselves  he  still  continued  until 
utter  collapse  finally  put  an  end  to  his  activities. 

He  is  now  a well  built  man  in  his  forties  with  but 
one  defect,  a completely  ruined  heart ; a superb  | 
and  elegant  chassis  with  a burned  out  motor,  and 
the  human  motor  cannot  always  be  reconditioned.  I 
While  we  are  educating  the  public  to  protect  them-  i 
selves  against  infectious  diseases  and  to  recognize  > 
early  or  possible  evidence  of  cancer,  let  us  also  in- 
still into  the  lay  mind  a wholesome  respect  for  the 
human  motor  and  its  limitations,  and  encourage 
the  laity  to  exercise  the  same  diligence  in  avoiding  i 
overstrain  that  they  would  exercise  in  caring  for 
their  automobile. 

EARLY  SYMPTOMS 

As  has  been  stated,  “The  very  essence  of  cardio-  | 
vascular  practice  is  recognition  of  early  heart  fail-  I 
ure  and  discrimination  between  different  grades 
of  failure.”  We  wish  to  distinguish  two  stages; 
first,  the  stage  of  waning  reserve ; and  second,  the  ! 
stage  of  actual  signs  of  circulatory  embarrassment 
and  breakdown.  Symptoms  result  from  faults  in 
function.  Instead  of  tuning  our  ears  to  the  sym-  ■ 
])hony  of  classical  murmurs,  many  of  which  may 
have  persisted  for  years  without  relation  to  func-  i 
tion,  let  us  consider  first  functional  distress.  A 
patient  submits  himself  for  examination.  Two 
questions  present  themselves  to  us  for  solution; 
first,  has  the  heart  the  capacity  to  do  the  work 
which  is  demanded  of  it;  and  second,  what  is  the 
condition  of  the  cardiac  reserves.  The  first  in- 
dication of  cardiac  failure  may  be  an  increased 
heart  rate,  and  rate  plus  dynamic  force  are  impor- 
tant factors  in  the  study  of  the  status  of  cardiac 
function.  We  have  a patient  recovering  from  an 
infectious  disease.  The  rate  is  above  normal.  Is 
this  due  to  some  psychic  or  non-essential  factor,  i 
to  increased  metabolism,  or  to  loss  of  myocardial  1 1 
force  and  an  efifort  to  compensate  for  the  latter?  ji 
Sometimes  observation  of  the  sleeping  rate  will  | • 
decide  whether  the  myocardium  is  or  is  not  at  1: 
fault.  Again  the  apnea  test  may  render  valuable  j ■ 
assistance.  It  is  claimed  that  psychic  or  emotional 
tachycardia  can  be  recognized  by  having  the  pa-  . ■ 
tient  hold  his  breath.  This  is  best  seen  following  | 
expiration.  By  arresting  breathing  a temporary  ' 
bradycardiac  action  is  created  which  urgently 
stimulates  the  vagus,  the  accelerator  action  of  the 
sympathetic  nerves  is  cut  out  and  the  heart  comes  ' 
under  vagal  control.  A slower  pulse  rate  under 
these  conditions  is  a favorable  indication.  Metab-  i 
olism  tests  are  often  required  in  ruling  out  in- 
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creased  metabolism  as  an  essential  factor  in  tachy- 
cardia. 

Probably  the  first  symptoms  which  a patient 
notes  at  the  onset  of  cardiac  failure  are  fatigue 
and  a limitation  of  activity  through  breathlessness 
or  increased  breathlessness  on  usual  exertion.  The 
complete  course  from  health  to  constant  distress  is 
usualh’  associated  with  breathlessness  from  an 
inadequate  suppl\-  of  aereated  blood  to  the  head 
and  neck.  We  need  not  ■ resort  to  mechanical 
means  of  measuring  vital  capacity : in  fact,  no 
standard  gives  us  information  equal  to  that  ob- 
tained by  a careful  history.  If  we  can  elicit  the 
fact  that  a patient  has  more  respiratory  discomfort 
after  retiring,  that  he  now  uses  two  pillows  in- 
stead of  one,  that  he  becomes  short  of  breath  on 
climbing  the  stairs,  or  more  short  of  breath  than 
he  formerly  was  on  performing  some  ordinarv 
task,  then  we  have  found  available  and  pertinent 
criteria.  We  cannot  measure  one  man’s  reserve  by 
another  man’s  capacity  or  by  a universal  standard. 
If  a ])atient  is  unusually  fatigued  following  slight 
e.xertion.  we  must  think  of  lowered  cardiac  reserve, 
especially  if  the  fatigue  is  promptly  relieved  by- 
rest.  If  the  fatigue  is  not  relieved  by  rest,  some 
non-cardiac  factor,  such  as  infection  or  toxemia 
must  be  considered. 

SIGNS  OF  congestive  FAILURE 

Next  in  order  are  the  signs  of  congestive  fail- 
ure. Let  us  reiterate  that  nine-tenths  of  the  car- 
diac reserve  has  been  depleted  before  these  signs 
api>ear.  Not  until  the  output  at  rest  begins  to  de- 
cline do  we  have  manifest  signs  of  engorged  veins 
from  the  blood  collecting  on  the  venous  side.  For- 
tunate still  is  the  j)atient  whose  early  signs  of 
failure  are  recognized  and  whose  activities  are  re- 
adjusted before  more  distressing  conditions  de- 
velop. The  increased  size  of  the  heart  is  more 
inifxirtant  than  the  heart  sounds.  The  patient  who 
complains  of  epigastric  distress  with  flatulence 
may  be  sufifering  from  an  early  venous  congestion 
of  the  liver.  Percussion  may-  elicit  the  earliest  sign 
of  such  congestion.  If  the  heart  fails  to  transfer 
enough  l)lood  from  the  venous  to  the  arterial  side 
the  blood  collects  in  the  veins  and  as  they  swell  we 
have  our  first  signs  of  circulatory  failure.  Direct 
measurement  of  venous  pre.ssure  is  not  adajjtable 
to  general  use.  However,  Lewis  has  described  a 
simple  bedside  test,  which  is  universally  applicable. 
This  method  is  based  upon  observation  of  the 
level  at  which  the  veins  collap.se.  In  the  normal 
individual  distention  of  the  veins  ends  at  a height 
rcpre.senting  atmospheric  pressure  almo.st  at  a 
level  with  the  manubrium  .sterni.  Veins  in  the  re- 
laxed hand  will  normally  collapse  if  the  hand  is 


lifted  above  the  level  of  the  manubrium  sterni. 
N^atural  swelling  of  external  jugular  veins  will 
extend  one-third  of  the  way  to  the  jaw  according 
to  the  tilt  of  the  neck.  The  venous  level  rises  to 
various  heights  in  congestion.  It  may  rise  to  the 
middle  of  the  sternocleidomastoid  muscle  or  if  the 
congestion  is  great  the  jugular  veins  are  engorged 
to  higher  and  higher  levels.  Never  are  these  veins 
filled  in  the  normal  unclothed  person  in  the  up- 
right or  standing  position.  Whenever  pulsation 
can  be  seen  in  the  superficial  veins  of  the  neck  in 
the  erect  patient  the  veins  are  too  full  and  the 
level  of  pulsation  is  indicative  of  the  degree  of 
congestion.  In  the  jiresence  of  these  signs  neither 
close  observation  nor  any  great  skill  is  required  to 
diagnose  the  advanced  stage  of  congestive  failure. 

PROGNOSIS 

Our  prognoses  in  cases  of  cardiac  failure  need 
be  guarded  at  all  times.  Frequently  about  two  and 
one-half  years  sees  the  close  of  the  battle.  Yet 
seldom  do  we  see  more  spectacular  responses  than 
we  encounter  in  some  of  these  cases.  I remember 
a patient  whom  I saw  five  years  after  the  onset  of 
failure.  She  then  had  extreme  ascites,  edema, 
venous  congestion,  passive  congestion  of  lungs 
and  auricular  fibrillation.  After  vainly  wracking 
our  brains  for  means  of  relief  we  finally  tapped 
the  lower  extremities,  introduced  a trocar  into  her 
abdomen  and  drained  off  about  13,000  cubic  cen- 
timeters of  fluid.  We  then  advised  several  months 
of  rest,  and  to  our  surprise  the  ascites  and  edema 
did  not  return  for  about  seven  years.  Her  final 
exitus  was  delayed  until  about  fourteen  and  one- 
half  years  had  elapsed  from  the  onset  of  failure. 
Another  patient  who  had  heart  disease  of  rheumatic 
origin  was  seen  by  us  with  the  late  Dr.  Myers  in 
1927  and  an  effort  to  reestablish  normal  rhythm 
with  (luinidine  failed  at  that  time.  Later  she  was 
relieved  of  extreme  ascites  on  June  1,  1929,  b\- 
paracentesis.  Repeated  paracenteses  were  done  at 
intervals  over  a period  of  about  two  and  one-half 
years,  forty  in  all.  From  that  time,  December  24. 
1931,  until  her  death  on  May  1,  1934,  no  further 
tappings  were  required.  The  faster  the  ventricular 
rate  at  the  onset  of  failure  the  better  is  the  prog- 
nosis. If  failure  has  been  induced  by  some  infec- 
tious ])rocess  which  can  be  eliminated  or  by  some 
unusual  effort,  the  prognosis  may  be  better  than  if 
it  occurred  after  an  usual  effort.  .\s  a rule  little 
is  to  be  gained  by  repeated  auscultations.  .\  pro- 
todiastolic gallop  rhythm  signifies  ventricular  dila- 
tation. 

TRIiATM  ENT 

In  considering  the  treatment  of  the  failing 
heart  we  would  mention  rest,  drugs,  diet,  drainage 
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of  excess  fluids,  and  thyroidectomy.  Of  para- 
mount importance  is  rest,  both  physical  and  men- 
tal. If  venous  congestion  is  evident  this  rest  needs 
to  be  the  more  complete.  At  times  morphine  may 
he  given  without  hesitation.  Often  one  of  the 
liarbital  group  will  lessen  the  nervous  tension  and 
reduce  cardiac  load.  The  Lewis  cardiac  bed  which 
can  be  converted  into  a chair  permits  the  patient 
to  change  his  position  with  little  effort.  Deep 
breathing  exercises  and  passive  exercises  of  the 
extremities  are  of  value  for  those  in  whom  venous 
congestion  prohibits  active  exercise. 

It  is  believed  that  the  only  feature  in  a cell  open 
to  influence  by  drugs  is  the  velocity  at  which  its 
specific  function  is  executed,  since  the  function  of 
a cell  is  fixed.  Thus  velocity  in  vital  activity  is 
subject  to  change  and  this  is  the  only  variant  fea- 
ture in  the  living  cell.  In  digitalis  we  have  a not- 
able example  of  an  influence  transmitted  through 
a nerve  path  and  affecting  the  rate  of  the  activity 
of  heart  cells.  In  the  purine  derivatives  and  cer- 
tain mercurial  medicines  we  have  drugs  that  in- 
crease the  activity  of  the  kidneys  in  eliminating 
excess  fluid,  which  in  the  form  of  edema  and  as- 
cites add  an  unwanted  burden  to  the  overtaxed 
circulation.  Digitalis  is  our  most  potent  and  uni- 
versally adaptable  drug  in  the  treatment  of  the 
failing  heart.  The  urgency  of  the  need  gives  the 
indication  for  the  rapidity  with  which  digitalization 
should  be  secured.  Once  secured  the  heart,  which 
has  previously  failed,  should  thereafter  have  a 
maintenance  dose  of  the  drug,  probably  for  life. 
Of  the  mercurial  diuretics  salyrgan  seems  most 
satisfactory  and  may  be  given  intravenously  or  in- 
traperitoneally  in  the  ascitic  cases,  provided  the 
patient  is  able  to  concentrate  the  urine.  One  or 
two  cubic  centimeters  biweekly. ' will  eliminate  a 
great  deal  of  fluid.  The  xanthine  group  also  is 
very  helpful  in  ridding  the  system  of  excess  fluid. 

There  is  no  specific  cardiac  diet ; wholesome 
food  small  in  volume  and  high  in  calories  is  indi- 
cated. In  those  patients  with  excess  fluid  it  may 
be  well  to  leave  the  salt  off  the  tray,  but  I do  not 
think  a miserable  patient  should  be  punished  by 
an  unlivable  diet.  \Tnesection  is  still  advocated 
for  the  cardiac  patient  suffering  from  asthma,  but 
is  seldom  used  otherwise. 

Of  late  considerable  interest  has  been  manifest 
in  the  brilliant  results  obtained  by  complete  thy- 
roidectomy in  some  cases  of  cardiac  failure,  both 
of  the  congestive  and  the  anginal  types.  I re- 
cently saw  a number  of  patients  at  the  Beth  Israel 
Hospital  in  Boston  who  had  been  operated  upon 
by  Dr.  Blumgart.  He  contends  that  complete 
thyroidectomy  with  its  lowered  basal  metabolic 
rate  and  reduced  blood  flow  reduces  the  work  of 


the  heart  about  thirty  to  forty  per  cent.  In  angina 
if  a certain  amount  of  work  causes  an  attack,  the 
attack  may  be  prevented  because  of  the  lessened 
initial  load.  In  congestive  failure  the  heart  has  v 
much  more  recuperative  power  because  of  a les-  " 
sened  initial  load.  I saw  a man  who  had  been  j 
down  for  about  one  and  one-half  years,  was  ede-  | 
matous  and  could  not  turn  over  without  palpita-  | 
tion.  Yet  now,  his  congestive  failure  was  no  i 
longer  apparent,  his  edema  was  gone  and  after  two 
and  one-half  years  he  was  helping  in  research 
work,  working  from  eight  to  ten  hours  a day. 
This  operation  has  been  done  in  twenty-six  clin- 
ics. Of  250  operated  there  has  been  a mortality 
record  of  6.8  per  cent.  Dr.  Blumgart  reported  no^ 
mortality  in  the  last  62  patients  operated  upon  by 
him.  His  results  are  listed  in  the  accompanying 
table. 


Congestive 

Failure 

Angina  of 
Effort 

Satisfactory  improvement 

37% 

36% 

Definite  improvement 

31% 

24% 

Slight  improvement 

22% 

20% 

No  improvement 

10% 

20% 

CONCLUSIONS 

1.  We  must  give  more  attention  to  prophylaxis  | 
in  heart  disease. 

2.  We  must  not  ignore  functional  disease  while  i| 
awaiting  a definite,  established  syndrome  of  | 
changes  upon  which  to  base  a diagnosis  and  begin  i| 
a too  long  delayed  recovery  program. 

3.  We  must  remember  that  patients  with  heart  jlf 
disease  of  long  standing  often  live  for  some  time  |4 
despite  our  predictions  of  sudden  and  early  death,  j'l 


FRACTURES  OF  THE  VERTEBRA* 

Verl  A.  Ruth,  M.D.,  Des  Moines 

Fractures  of  the  vertebra  are  being  seen  with  I 
ever  increasing  frequency.  This  is  due  to  the  . 
continued  increasing  popularity  of  the  motor  car. 
Formerly  falls  of  slate  in  mines,  being  thrown  ; 
from  horses,  and  similar  accidents,  accounted  for  ' 
most  of  such  derangements.  Within  the  last  few 
years,  more  fractures  of  the  vertebrae  have  oc- 
curred than  formerly,  although  industry  and  the  ■ 
accidents  commonly  resulting  therefrom  have  de- 
creased. The  increased  proportion  of  such  in- 
juries in  motor  car  accidents  is  a direct  result  of 
the  greater  numbers  and  higher  speed  of  the  mo- 
tor car.  The  mechanism  of  the  car  has  improved 

•Presented  before  the  Eighty-fifth  Annual  Session,  Iowa  State 
Medical  Society.  Des  Moines,  April  29  and  30,  and  May  1,  1936. 
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proportionately  with  its  capacity  for  speed,  and 
accidents  from  failure  of  brakes,  tires  or  steer- 
ing means  are  uncommon.  However,  the  human 
factor  has  in  no  way  kept  pace  with  improvements 
in  the  vehicles  nor  the  speed  at  which  they  are 
driven.  It  is  unlikely,  in  spite  of  safety  campaigns 
and  the  warnings  one  sees  displayed  along  the 
highways,  that  overturning  of  these  vehicles  or 
collisions  between  them  will  decrease. 

The  most  common  motor  car  fracture  of  the 
spine  is  a moderate  degree  of  compression  of  the 
bod\-  of  a vertebra.  A car  driven  at  moderate 
or  high  speed  hits  a bump ; the  individual  riding 
in  the  back  seat  is  tossed  upward  by  the  reaction 
of  the  springs ; he  automatically  ducks  his  head 
to  prevent  its  striking  the  top.  In  doing  this,  the 
anterior  trunk  muscles  are  tightened,  the  erector 
spinae  group  is  slackened  and  while  in  this  most 
unfavorable  position  he  starts  downward.  Dur- 
ing the  downward  fall,  he  is  struck  on  the  buttock 
by  the  seat  of  the  car,  w'hich  is  thrown  upw’ard  a 
.second  time  by  the  recoil  of  the  springs.  This 
mechanism  vastly  increases  the  force  of  the  im- 
pact between  the  passenger  and  the  car  seat.  It 
occurs  at  a time  when  the  pow’erful  erector 
spinae  are  oflf  guard,  completely  relaxed,  and  the 
anterior  abdominal  muscles  firmly  contracted. 
This  contraction  of  the  abdominal  muscles  pro- 
duces a compression  factor  to  w'hich  is  added  the 
force  of  the  impact,  making  it  easier  to  crush  the 
vertebral  body.  Compression  fracture  caused  in 
this  manner  most  commonly  occurs  at  the  level  of 
the  first  lumbar,  less  frequently  at  the  second  lum- 
bar or  twelfth  dorsal.  It  almost  never  occurs 
elsewhere  than  in  these  three  vertebrae  except  in 
the  cervical  region  where  the  fifth  or  sixth  is  most 
often  involved.  When  the  mechanism  is  similar 
to  that  just  described,  the  head  of  the  passenger 
strikes  the  top  in  fractures  of  the  cervical  spine. 

The  most  common  residt  of  extraordinary  strain 
throughout  the  full  length  of  the  spine  is  com- 
pression fracture  of  some  one  of  the  vertebrae, 
but  because  there  is  such  a fracture  present  it 
must  not  be  understood  that  no  other  injury 
exists.  Not  uncommonly  there  are  associated 
fractures  of  the  articular  processes,  the  pedicles, 
the  laminae  or  spinous  proces.ses.  Not  only  is  com- 
pression fracture  of  a body  the  most  common 
lesion,  but  it  is  the  least  likely  to  result  in  death 
or  permanent  disability.  The  reason  for  this  is 
purely  mechanical.  The  force  causing  a compres- 
sion fracture  is  a])plied  in  such  a manner  that  the 
displacement  beyond  the  normal  range  of  motion 
results  in  an  increased  angle  of  the  hinging  at 
the  articular  facets.  Such  increased  motion  be- 
yond the  normal  is  nearly  parallel  to  the  long  axis 


of  the  cord,  whereas  it  requires  a sliding  motion 
to  damage  the  cord  by  shearing  or  crushing. 

It  becomes  convenient  at  this  point  to  divide 
fractures  of  the  spine  into  two  groups;  those  with 
cord  damage  and  those  without.  In  either  case, 
prompt  reduction  is  indicated.  It  becomes  impera- 
tive in  those  in  which  cord  damage  exists.  For- 
tunately those  with  cord  damage  are  easily  diag- 
nosed on  the  spot.  No  lengthy  training  in  medi- 
cine is  required  to  see  that  a neck  or  a back  is 
“broken”  when  a complete  paralysis  below  the 
lesion  occurs  at  the  time  of  the  injury.  Hence, 
prompt  and  proper  diagnosis  is  more  often  accom- 
plished and  treatment  instituted.  Fracture  with- 
out damage  to  the  cord  is  seen  more  frequently, 
perhaps  because  it  occurs  more  often,  or  perhaps 
from  a reason  quite  as  obvious,  that  other  injuries 
in  the  same  person  have  caused  death  to  ensue 
with  such  speed  that  a physician’s  services  have 
not  been  required  at  all  or  not  for  long.  Frac- 
tures of  the  spine  may  also  be  grouped  according 
to  whether  there  is  or  is  not  a displacement  of  the 
parts.  There  may  be  great  displacement  without 
cord  damage.  There  may  be  complete  paralysis 
below  the  lesion  with  no  apparent  displacement  of 
the  bony  structure.  This  may  seem  somewhat 
paradoxic  but  is  easy  to  explain.  The  vertebrae 
are  surrounded,  braced,  protected  and  held  in  posi- 
tion by  very  powerful  muscles.  The  cord  lies  in 
a canal  in  which  there  is  much  room  to  spare. 
Pow^erful  ligaments  check  displacement.  The  en- 
tire structure  is  remarkably  elastic  and  tends  to 
spring  back  to  normal  from  the  maximum  defiec- 
tion.  Hence,  very  great  displacement  may  occur, 
the  cord  may  be  completely  severed,  and  yet  the 
spinal  column  may  return  to  normal  contour  and 
the  canal  to  its  usual  capacity  with  little  or  no  bony 
evidence  that  displacement  has  occurred.  No  less 
remarkable  but  more  fortunate,  the  force  causing 
the  injury  may  be  of  such  an  amount  and  applied 
in  such  a manner  that  marked  damage  to  the  bony 
structure  and  considerable  displacement  of  the 
parts  is  possible  without  cord  injury.  This  is  pos- 
sible liecause  of  the  capacity  of  the  canal.  It  is 
likely  that  in  such  cases,  the  deflecting  force  has 
been  less,  but  the  rupture  of  the  parts  causes  inter- 
locking with  prevention  of  the  springing  back  to 
anything  like  a normal  position.  Strangely 
enough,  potentially  serious  derangements  in  the 
spine  may  produce  sufficiently  moderate  symptoms 
so  that  weeks  or  months  elapse  before  the  contin- 
ued discomfort  and  disability  drive  the  patient  to 
seek  relief  from  well  informed  sources.  Even 
then  the  absence  of  grave  symptoms  may  lead  to 
a variety  of  diagnoses,  such  as  lumhago,  sjirain, 
sacro-iliac  disease.  In  severe  injury  the  linihs  are 
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* paralyzed  below  the  lesion  with  saddle  anesthesia, 
bladder  and  bowel  dysfunction  and  changed  re- 
flexes. In  these  latter  cases,  x-ray  examination  is 
immediately  made  and  treatment  instituted.  Such 
x-ray  examination  should  be  done  whenever  there 
is  a suspicion  of  injury  to  the  spine.  This  should 
he  correlated  with  the  physical  findings  in  order 
to  arrive  at  a proper  diagnosis. 

X-ray  examination  consists  of  two  parts,  the 
exhibition  of  superior  films  and  their  skillful  inter- 
pretation. Reliance  must  not  be  made  upon  stand- 
ard positions  in  such  an  examination.  The  central 
ray  of  the  tube  must  often  coincide  exactly  with 
the  plane  in  which  the  fracture  lies  in  order  that  it 
may  be  seen.  This  is  especially  true  in  those  with 
little  or  no  displacement.  Too  much  insistence 
cannot  be  placed  on  the  necessity  for  good  films. 
It  is  very  disappointing  for  a surgeon  to  be  called 
in  consultation  in  a suspected  injury  to  the  spine 
to  find  that  the  films  already  available  for  his  ex- 
amination are  poor  and  an  incorrect  opinion  al- 
ready expressed  to  the  patient  and  to  his  family. 
It  is  easier  for  the  consultant  to  explain  a discrep- 
ancy in  the  diagnosis  than  it  is  for  him  to  explain 
how  poor  the  films  are  and  how  impossible  it  is 
for  him  to  make  a diagnosis  from  them.  With  the 
very  best  films  there  is  often  great  difficulty  in 
arriving  at  a diagnosis,  the  lines  of  fracture  some- 
times never  being  visible  regardless  of  the  quality 
of  the  film  or  the  angle  at  which  the  picture  is 
taken.  An  estimate  of  the  situation  then  is  pos- 
sible only  by  comparing  the  displacement  with  the 
normal  anatomy.  Diagnosis  should  be  as  rapidly 
completed  as  possible,  but  exactness  should  not  be 
sacrificed  for  speed.  When  cord  symptoms  are 
missing,  and  especially  if  days  or  weeks  have 
elapsed  since  the  injury,  more  days  may  be  safely 
expended  in  a study  of  the  case.  This  is  not  jier- 
missible  in  the  presence  of  paralysis  when  treat- 
ment must  be  instituted  as  promptly  as  possible. 
If  a prompt,  accurate  and  complete  diagnosis  is 
for  any  reason  impossible,  one  of  the  conservative 
methods  may  be  instituted  as  a stop  gap,  traction 
or  hyperextension  by  the  Bradford  frame  or 
similar  means. 

-\s  in  other  fractures,  the  aim  of  treatment  is  a 
restoration  of  form  and  function.  All  methods  of 
treatment  of  fractures  in  the  thoracic  and  lumbar 
region,  and  in  certain  cases  in  the  cervical  region 
as  well,  have  hyperextension  as  their  base.  Trans- 
portation to  the  x-ray  laboratory  and  the  place  of 
treatment  should  be  considered  as  a part  of  the 
treatment.  This  transportation  is  another  prob- 
lem. 

It  is  very  fortunate  that  this  structure,  the 
spine,  is  a resistant  one  with  powerful  ligaments 


and  muscles,  for  otherwise,  many  more  patients 
would  die  or  be  seriously  injured  from  the  hand- 
ling they  receive  before  definite  treatment  for  the 
condition  is  begun.  Invariably,  injured  persons 
are  turned  face  up  where  they  lie,  the  head  and 
shoulders  being  raised  by  pillows  and  folded  cloth- 
ing. When  carried  from  the  place  of  the  accident, 
careful  hands  raise  them  at  both  ends  by  grasping 
head  and  shoulders  at  the  one  and  hips  and  legs 
at  the  other.  The  victim’s  middle  sags.  This 
shortens  the  arc  of  curvature  anteriorly  and 
lengthens  it  posteriorly,  thus  compressing  the  bod- 
ies of  the  vertebrae  which  may  have  already  sus- 
tained an  injury.  This  tends  to  exaggerate  in- 
stead of  decrease  deformity.  It  may  even  cause 
cord  damage  which  would  otherwise  not  super- 
vene. It  would  be  much  better  if  all  individuals 
suspected  of  having  a back  injury  would  be  placed 
face  dowmward  and  so  maintained  until  a positive 
diagnosis  is  made.  All  stretchers  and  all  beds 
tend  to  sag  in  some  degree  and  even  a patient  face 
downward  on  the  ground  or  a 'floor  tends  to  have 
the  hollow  of  his  back  increase,  for  the  abdomen 
is  soft  and  compresses  with  his  weight,  allowing 
the  spine  to  sag  anteriorly.  This  is  especially  true 
if  pillows  are  used  under  his  head  and  shoulders 
to  increase  his  comfort.  When  the  patient  is 
lifted  or  carried  face  downward,  the  raising  of  the 
shoulders  and  the  hips  actually  initiates  the  type 
of  treatment  subsequently  relied  upon  to  reduce 
and  maintain  reduction.  Such  lifting  and  carry- 
ing may  actually  reduce  the  fracture  of  the  spine 
before  roentgen  examination  is  done.  It  has  been 
said  in  criticism  of  this  method  of  handling  that 
if  reduced  in  this  way  a fracture  may  be  missed 
because  of  the  replacement  of  the  parts,  but  such 
an  argument  is  an  apology  for  poor  or  careless 
roentgen  technic  or  unskillful  reading  of  the  films. 
Proper  transportation  in  this  manner  is  especially 
important  in  cord  damage  to  prevent  further  in- 
jury and  reproduce  normal  capacity  of  the  canal 
to  lessen  the  likelihood  of  permanent  evil  re- 
sults from  hemorrhage  or  edema.  It  is  not  always 
possible  in  the  beginning  to  distinguish  between  a 
complete  transverse  myelitis  of  the  cord  due  to 
shearing  or  crushing,  and  a blocking  of  all  nerve 
im])ulses  produced  by  the  pressure  of  confined 
fluid.  In  a smaller  degree  prompt  restoration  of 
the  normal  canal  contour  is  desirable  to  provide 
maximum  space  for  expansion  if  edema  occurs  or 
hemorrhage  continues,  so  that'  the  resultant  ten- 
sion will  not  subsequently  break  the  passage  of 
nerve  impulses  or  cause  death  of  the  nerve  cells 
or  fibers  by  shutting  off  the  circulation. 

In  the  cervical  region,  the  transportation  situa- 
tion is  somewhat  different.  There  is  no  paralysis. 
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The  patient  is  likely  to  assist  and  steady  the  head 
with  his  hands  and  his  suggestion  in  the  matter 
of  position  can  be  relied  upon.  This  is  not  true 
in  paralysis  below  the  lesion  in  this  location  ex- 
cept in  the  matter  of  suggestion,  the  patient  being 
without  the  power  to  control.  Here  extreme  cau- 
tion in  transportation  is  advisable. 

Treatment  of  fractures  of  the  spine  is  carried 
out  by  several  methods.  All  fractures  in  the  dorsal 
and  lumbar  region  depend  upon  hyperextension 
produced  in  one  of  several  different  ways.  There 
is  the  hypertension  Bradford  frame  and  a similar 
one  of  flexible  metal,  both  adjustable  so  that  over 
a period  of  days  or  weeks  reduction  may  be  ac- 
complished. Some  reduce  immediately  by  pulling 
upward  with  a sling  near  the  point  of  the  lesion, 
this  being  done  by  the  operator  direct  or  by  block 
and  tackle,  fixing  the  hips  and  shoulders,  with  the 
patient  in  a supine  position.  Others  force  the 
area  of  the  fracture  upward  with  a jack  or  other 
similar  means.  Some  hang  the  prone  patient  be- 
tween two  tables  and  allow  the  sag  to  reduce  the 
fracture.  While  in  this  position  a plaster  jacket  is 
applied  from  the  shoulders  to  the  pelvis.  This  is 
one  of  the  simplest  methods  and  one  which  can  be 
used  almost  anywhere  under  any  circumstances. 
None  of  these  is  so  simple  or  effective  as  pulling 
the  feet  of  the  patient  upward  with  a block  and 
tackle  from  a hook  in  the  ceiling,  with  the  pa- 
tient lying  face  downward.  Wdien  the  feet  have 
been  raised  so  that  only  the  chest  and  arms  are 
in  contact  with  it,  the  table  can  then  be  turned 
crossways  so  that  his  fingei's  grasp  the  farthest 
edge.  Finally  the  legs  are  nearly  vertical.  In  the 
end,  even  the  chest  clears  the  near  edge,  the  pa- 
tient is  supported  almost  entirely  by  the  feet,  the 
arms  carrying  but  a small  portion  of  the  weight 
and  acting  to  prevent  swinging.  When  this  point 
is  reached,  the  fracture  is  reduced  and  the  plaster 
may  be  applied.  This  should  be  done  over  stock- 
inet with  no  other  padding.  In  this  way,  a perfect 
fit  and  extreme  hyperextension  is  obtained.  The 
patient  hangs  clear.  There  is  nothing  to  interfere 
with  the  rapid  and  effective  application  of  the  plas- 
ter spica.  This  method  is  only  advisable  in  cases 
without  cord  symptoms.  No  anesthetic  is  needed 
and  no  great  amount  of  time  is  required. 

Recently  it  has  been  said  that  sufficient  pressure 
cannot  be  obtained  to  maintain  such  hyi)erexten- 
sion  without  damage  to  the  skin.  No  one  exjiects 
.Mich  force  to  be  applied.  Except  when  the  jiatient 
i.s  lying  down,  the  cast  does  not  actually  carry  any 
load.  It  merely  makes  the  patient  so  uncomfort- 
able by  anterior  pressure  over  two  points,  the 
chest  and  the  pelvis,  and  jxisteriorly  at  one  point, 
the  small  of  the  back,  that  the  jiatient  arches  his 


back  by  tension  of  the  erector  spinae  muscles  to 
relieve  the  three  pressure  points  and  in  this  man- 
ner carries  the  load  with  his  own  muscles  and  the 
articular  processes,  not  relying  upon  the  supj)ort 
of  the  plaster  jacket.  In  the  employment  of  this 
method,  the  stockinet  chosen  should  be  of  such 
size  that  it  fits  tightly  over  the  skin.  If  it  is  snug 
enough  to  give  some  sujiport  to  the  abdomen  and 
lessen  its  sagging,  it  is  even  better.  The  jdaster 
is  then  laid  on.  Under  no  circumstances  should 
the  bandage  be  pulled  tight.  It  should  be  laid  on 
smoothly  and  patted  into  place  so  that  there  will 
be  no  ridges  or  wrinkles.  It  is  in  the  first  few 
turns  that  such  irregularities  occur,  subsequent 
turns  of  the  bandage  being  drawn  tighter  and 
causing  wTinkles  in  the  underlying  earlier  turns. 
This  must  be  prevented  at  all  cost.  In  the  begin- 
ning the  bandage  should  be  cut  with  scissors  in- 
stead of  being  folded  back  or  reversed  in  order 
to  run  properly  on  the  curves.  When  the  initial 
turns  have  set,  the  remainder  can  be  put  on  as  rap- 
idly and  roughly  as  may  be.  At  the  wings  of  the 
ilium  the  plaster  should  be  pressed  in  by  the  palms 
of  the  hand.  One  runs  less  risk  of  wrinkles  if,  in 
making  the  turns  of  the  plaster,  the  bandage  hangs 
several  inches  below  the  abdomen  so  that  it  must 
always  be  pressed  up  in  place.  If  this  suggestion 
is  followed  there  is  much  less  risk  than  if  there  is 
the  slightest  hint  of  tension.  When  all  is  set,  the 
edges  may  be  trimmed  to  suit  and  the  stockinet 
draw'n  up  and  over  to  provide  a slightly  rolled 
edge.  If  one  is  expert  and  exjierienced  in  the  use 
of  this  method,  no  cutting  may  be  necessary,  all 
the  edges  being  formed  at  the  proper  level  as  the 
plaster  is  ajqdied.  With  the  edges  rolled  back  by 
the  stockinet,  one  or  two  rolls  of  jdaster  should 
be  applied  to  finish  the  outer  surface  and  hold  the 
exj)osed  portion  of  the  stockinet  in  place. 

Care  must  be  taken  to  allow  room  at  the  axillae 
for  the  free  movement  of  the  arms.  If  this  is  not 
done  the  jiatient  will  comj)lain  that  he  is  unahle 
to  care  j)roj)erly  for  himself  at  the  toilet.  This 
freedom  at  the  axillae  must  be  allowed  while  still 
keeping  the  plaster  high  over  the  chest.  Freedom 
must  also  be  allowed  for  flexion  of  the  thighs  on 
the  trunk,  at  least  to  a right  angle,  for  in  this 
jacket  it  is  e.xjiected  that  the  jiatient  will  later  sit 
and  walk  as  well  as  recline,  at  the  same  time  car- 
rying the  jilaster  low  over  the  jielvis  almost  to  the 
symjihysis  jmbis.  No  other  method  is  so  sim- 
jile  to  accomjilish  nor  (juite  as  satisfactory  to  the 
jiatient.  .No  jiadded  cast  can  be  made  as  comfort- 
able as  this  nor  give  as  firm  fi.xation.  When  the 
Jiatient  is  swung  between  two  tables,  the  hijis  arc 
uncomfortable  to  the  jiatient  and  the  tables  inter- 
fere with  the  rapid  comjiletion  of  the  jacket.  The 
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edges  of  the  table  make  it  almost  impossible  to 
get  the  cast  high  enough  on  the  chest  or  low  enough 
on  the  pelvis.  Although  it  is  possible  that  this 
treatment  would  be  satisfactory  for  patients  with 
cord  involvement  or  very  marked  displacement,  it 
is  commonly  limited  to  those  patients  who  have  no 
cord  symptoms  and  no  marked  displacement.  Pa- 
tients with  cord  involvement  or  marked  displace- 
ment are  usually  placed  face  ujiward  on  Gold- 
thwaite  bars  which  have  been  bent  in  advance  to 
form  the  curve  estimated  to  maintain  the  reduc- 
tion once  it  has  been  accomplished.  The  reduction 
is  then  done  by  the  sling  or  jack  method  and  the 
patient  is  allowed  to  .settle  downward  on  the  bars. 
In  this  case,  the  plaster  is  carried  to  the  knees  or 
the  head,  depending  upon  whether  the  lesion  is 
high  or  low.  Such  a cast  is  well  jiadded  through- 
out. It  is  an  advantage  to  cover  the  Goldthwaite 
bars  with  tubes  of  felt  which  then  distribute  the 
body  weight  to  the  muscles  of  the  erector  spinae 
group  instead  of  allowing  all  the  pressure  to  be 
concentrated  on  the  superficial  spines  of  the  ver- 
tebrae. Pressure  sores  are  therefore  less  likely. 
Why  there  should  be  any  adherence  to  the  slow 
and  waiting  method  of  attempting  reduction  by 
traction  or  slowly  increasing  hyperextension  is  not 
apparent  except  when  the  operator  fears  for  his 
lack  of  skill  or  the  referring  physician  or  family 
is  ultra-conservative  and  will  not  permit  imme- 
diate reduction.  If  reduction  is  essential,  so  also 
is  its  prompt  accomplishment.  If  the  patient  is  in 
poor  condition  from  shock  with  marked  displace- 
ment and  cord  damage,  there  is  perhaps  some 
slight  excuse  for  the  slower  method  ; but  it  is  more 
logical  to  assume  in  such  a case  that  more  rapid 
improvement  would  occur  if  displacement  was 
immediately  accomplished. 

.Ml  derangements  in  the  cervical  spine  with  the 
exception  of  compression  fracture  of  a body  of  a 
vertebra,  where  speed  is  not  so  important,  should 
he  corrected  immediately  that  a diagnosis  can 
be  arrived  at,  and  although  there  may  be  no  ap- 
jiarent  damage  to  the  cord  or  nerve  roots,  enough 
pressure  may  be  exerted  by  the  displacement  to 
cause  a delayed  myelitis  with  all  the  disabilities 
such  a condition  may  produce,  or  the  malposition 
may  cause  excess  callus  to  form  at  such  places 
which  may  later  impinge  the  nerve  roots.  Prompt 
reduction  lessens  the  likelihood  of  this  misadven- 
ture but  proper  diagnosis  is  essential.  Sufficient 
time,  care  and  skill  must  be  exercised  in  making 
the  diagnosis  before  manipulation  is  carried  out, 
but  when  once  made,  the  displacement  should  be 
promptly  corrected.  Days  and  weeks  of  traction 
on  the  cervical  spine  by  means  of  head  harness, 
weights  and  pulleys,  is  not  only  useless  but  often 
dangerous  and  can  be  excused  only  as  an  expe- 


dient of  those  unfamiliar  with  the  necessary  proce-  i 
dure  or  while  awaiting  a diagnosis  or  a decision  as 
to  the  method  of  treatment.  The  only  definite 
and  positive  results  of  the  head  traction  treatment 
are  pressure  sores  on  the  chin  and  occiput,  and 
continued  pain  and  discomfort  to  the  patient.  In 
traction  there  is  no  fixation  of  the  cervical  spine 
of  any  moment  whatever,  and  the  amount  of  avail-  . 
able  traction  short  of  pressure  sores  is  utterly 
inadequate  even  if  traction  were  the  proper  treat-  j 
ment.  But  this  traction  is  not  treatment  and  even  : 
as  a stop-gap  .should  be  discontinued  as  soon  as  a i 
definite  plan  can  be  put  in  operation.  It  does  not  | 
aid  in  preventing  cord  damage  if  such  has  not  yet  i 
occurred,  although  this  idea  is  prevalent.  There  I 
is  no  restriction  of  rotation  of  any  amount  and  the  i 
little  available  tractive  force  is  no  very  great  deter-  I 
rent  of  bending.  It  is  a question  that  with  the  | 
patient  at  rest  in  bed  anything  more  is  required  [< 
until  a definite  plan  is  undertaken.  Traction  upon  |> 
the  patient  may  be  necessary  as  treatment  to  the  |i 
family,  but  it  is  unfortunate  that  the  patient’s  | 
chin  should  become  sore  because  some  one  member  | 
of  the  family  desires  that  something  be  speed-  v 
ily  done.  ; 

Here  as  elsewhere  in  the  spine  the  force  exerted  |> 
has  caused  much  greater  displacement  than  is  usu-  a 
ally  observed  at  the  time  of  examination.  Upon  9 
cessation  of  the  causative  force  there  is  a springing  J 
hack  of  the  displaced  parts  due  to  muscular  and  5 
ligamentous  pull  to  as  near  normal  as  bony  im-  ii 
pingement  permits.  If  there  has  been  no  injury  f 
to  the  cord  or  nerve  roots,  there  is  not  likely  to  be  i 
any  by  such  incidental  and  accidental  motion  as  ij 
might  be  caused  by  the  patient  himself  or  by  the  n 
nursing  care.  It  is  inconceivable  that  the  patient  rc 
could  produce  against  the  resistance  of  his  mus-  i 
cles  and  ligaments  a force  equivalent  or  superior  ■( 
to  that  which  caused  the  original  injury. 

Some  years  ago,  reduction  of  all  fractures  in  this  i 
region  was  considered  dangerous  and  laminectomy  1 
was  advised  as  a means  of  relieving  present  or 
anticipated  pressure  on  the  cord  or  roots.  The 
results  of  this  operation  were  discouraging  and  it  ‘ 
has  been  largely  discontinued.  At  the  present 
time  it  is  being  revived  for  fractures  in  the  lower 
regions.  Here  also,  it  is  likely  to  enjoy  but  the 
briefest  life.  The  reason  for  the  discontinuance 
of  laminectomy  is  not  obvious  but  is  clear  when 
properly  considered.  A displacement  may  pinch 
the  cord  momentarily  due  to  the  previously  men- 
tioned elasticity  of  all  the  involved  soft  tissue. 
Following  this  instantaneous  trauma  of  the  cord, 
edema  may  occur,  but  not  cause  sufficient  damage 
to  block  nerve  impulses.  If  laminectomy  is  done, 
normal  resistance  of  the  tissue  surrounding  the 
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cord  is  removed,  and  if  there  is  no  pro])er  re- 
sistance against  swelling,  the  edema  may  progress 
to  a point  which  has  been  described  as  an  explosion 
and  the  patient  soon  may  have  all  the  symptoms 
of  a transverse  myelitis.  This  situation  is  said  to 
have  been  not  uncommon  after  laminectomy.  If 
restoration  of  normal  contour  of  the  canal  is  ac- 
complished by  manipulation,  its  resistance  to  the 
swelling  of  the  cord  tends  to  prevent  this  so- 
called  cord  explosion  which  may  otherwise  result 
from  unrestricted  swelling.  This  advice  should 
not  be  construed  to  mean  that  when  fragments  of 
the  laminae  are  depressed  upon  the  cord  these 
fragments  should  not  be  raised  or  removed.  This 
is  a definite  situation.  It  may  give  rise  to  a defi- 
nite set  of  symptoms  and  require  its  own  particu- 
lar treatment. 

In  correcting  displacement  of  the  cervical  ver- 
tebra, whether  fracture,  dislocation  or  a combi- 
nation of  both,  manipulation  without  traction  is 
preferable  in  most  cases.  In  general,  the  lesion  is 
one-sided  so  that  the  uninjured  side  may  be  de- 
pended upon  to  aid  in  reduction.  If  traction  is 
used  with  manipulation,  it  interferes  with  the 
proper  performance  of  the  manipulation  by  caus- 
ing tension  on  both  sides,  whereas,  to  accomplish 
reduction  most  easily,  tension  is  required  on  one 
and  compression  on  the  other.  If  both  sides  are 
involved,  neither  side  can  be  used  as  a fulcrum 
and  traction  is  essential  if  reduction  is  accom- 
plished. 

No  set  rules  can  be  established  for  the  applica- 
tion of  the  plaster  in  cervical  spine  injuries  except 
that  a normal  position  should  be  obtained,  and  the 
plaster  collar  or  jacket  be  constructed  to  prevent 
rotation,  flexion,  extension  and  bending,  and  to 
provide  a weight  bearing  support  for  the  head. 
The  cervical  spine  may  need  to  be  fixed  in  a posi- 
tion of  hyperextension,  anterior  flexion  or  lateral 
bending.  At  times  a simple  collar  carrying  the 
weight  to  the  shoulders  is  sufficient.  Usually  a 
long  spica  to  the  jielvis  with  the  shoulders  free  is 
more  efficient.  Elastic  or  adjustable  web  shoulder 
straps  can  be  used  if  desired,  providing  a constant 
and  controllable  uplift  to  the  head.  In  this  man- 
ner a moderate  degree  of  traction  may  be  added 
to  the  plaster  fixation. 

CONCLUSIONS 

1.  Transportation  of  all  suspected  hack  injuries 
should  be  with  the  patient  face  down. 

2.  Transportation  of  j^atients  with  suspected 
injuries  to  the  cervical  spine  may  he  permitted 
with  the  ])atient  face  uj). 

3.  None  but  superior  x-ray  examination  should 
be  tolerated. 

4.  Reduction  should  be  as  prompt  as  possible. 


MODERN  TRENDS  IN  PSYCHO- 
NEUROTIC REACTION  TYPES* 
William  Malamud,  M.D. 

Iowa  State  Psychopathic  Hospital 
Iowa  City,  Iowa 

Whatever  the  attitude  of  physicians  may  have 
been  at  any  stage  of  medical  history  in  regard  to 
the  importance  of  postgraduate  training,  at  pres- 
ent there  exists  no  doubt  in  the  minds  of  all  earn- 
est workers  in  this  field  that  the  graduation  from 
a medical  school  is  not  to  be  taken  as  the  completion 
of  our  study  of  the  subject.  The  rapid  progress 
that  has  been  made  in  medicine  within  recent 
years,  the  permeation  into  allied  fields  of  the  basic 
sciences  and  the  discovery  of  new  facts  about  the 
etiology,  nature  and  treatment  of  a large  number 
of  pathologic  conditions  have  definitely  shifted 
the  emphasis  from  undergraduate  to  postgraduate 
training.  The  necessity  of  such  a shift  in  our  atti- 
tude stands  out  particularly  clearly  when  we  con- 
sider those  phases  of  the  medical  field  that  have 
been  affected  in  an  especially  pronounced  fashion 
by  these  new  trends  and  of  these  there  are  very 
few  that  can  rival  the  subject  of  the  psychoneu- 
roses. 

Practically  speaking,  the  psychoneuroses  were 
introduced  into  the  field  of  the  medical  sciences  as 
late  as  the  second  half  of  the  nineteenth  century. 
At  that  time  the  brilliant  group  of  neurologists 
and  psychopathologists  gathered  around  the  stim- 
ulating influence  of  Charcot  at  the  Saltpetriere, 
made  the  first  attempt  to  lift  this  group  of  ailments 
out  of  the  enshrouding  mists  of  metaphysical  spec- 
ulation and  establish  a place  for  them  within  the 
field  of  medicine.  Since  then  the  subject  has 
grown,  particularly  in  its  practical  significance, 
.and  at  present  most  physicians  will  recognize  the 
fact  that  whatever  one’s  chosen  field  of  activity 
may  be,  a fundamental  knowledge  of  the  psycho- 
neuroses is  indispensable.  Even  from  the  point  of 
view  of  numbers,  we  have  reached  a point  now 
where  some  reliable  authorities  claim  that  per- 
haps seventy-five  per  cent  of  all  cases  admitted 
to  the  average  general  hospital  are  either  wholly 
or  partly  ]),sychoneurotic.  In  addition  to  this  and 
in  spite  of  the  comparatively  short  existence  of 
this  subject  it  has  had  more  varied  and  radical 
developments.  j)crhaps,  than  is  true  of  any  other 
disease  entity.  Changes  in  attitude  toward  the 
Ijsychoneuroses,  radical  departures  in  method  of 
treatment,  contradictory  and  disputed  concepts  of 
etiology,  and  inqx)rtant  imj)lications  in  the  rela- 
tionship of  these  maladjustments  to  sociologic, 
legal,  religious  and  philosophic  problems  have  each 
contributed  to  the  vast  ch.'iin  of  new  and  imi)or- 
tant  discoveries. 

•Presented  before  the  Eighty-fifth  Annual  Session.  Iowa  State 
Me<lical  Society,  Dee  Moines.  April  29  and  30,  and  May  1,  1936. 
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It  is  necessary  for  the  practicing  physician  to 
take  cognizance  of  these  new  developments  if  lie 
is  to  deal  adequately  with  the  large  number  of 
patients  who  suffer  from  these  maladjustments 
and  in  most  cases  he  has  done  so.  In  the  present 
contribution,  however,  we  should  like  to  empha- 
size the  importance  and  implications  of  another, 
equally  significant  but  less  generally  appreciated, 
development  in  this  field,  viz.,  the  metamorphosis 
in  the  actual  clinical  aspects  of  these  disturbances 
as  w’e  see  them  today.  One  does  not  have  to  look 
far  for  evidences  of  such  a change.  To  begin  with 
we  have  the  fact  that  since  the  first  formulation 
of  the  modern  concept  of  the  psychoneuroses,  en- 
tirely new  entities  in  this  group  have  been  de- 
scribed. Thus  we  have  the  formulation  of  the 
concept  of  neurasthenia  by  Beard  and  its  further 
clarification  by  Freud,  and  we  have  the  isolation 
of  the  syndrome  of  the  anxiety  neurosis  from  the 
broader  concept  of  neurasthenia  by  Freud,  to  men- 
tion only  two  of  the  more  important  of  these.  Be- 
side this,  however,  there  has  been  a more  impor- 
tant and  far-reaching  series  of  changes  in  the 
clinical  pictures  of  all  the  neuroses  from  what 
they  were  in  the  days  of  Charcot. 

The  actual  symptom  complexes  presented  by  the 
psychoneurotic  patient  of  today  will  seem  new  and 
strange  to  the  student  who  has  received  his  mental 
pictures  from  the  older  textbook  concepts  and  who 
thinks  of  hysteria  in  terms  of  Charcot’s  descrip- 
tions or  of  psychasthenia  along  the  lines  estab- 
lished by  Janet.  The  modern  clinician  who  has 
Irad  an  opportunity  to  observe  a large  number  of 
psychoneurotic  patients  will  seek  in  vain  for  the 
clear-cut  “grand  hysteria’’  of  Charcot  with  its  typi- 
cal stigmata,  theatric  convulsions,  definite  hemi- 
anesthesia and  telescopic  vision.  In  the  same  way 
he  will  seldom  see  the  definitely  circumscribed, 
multiple  personality  or  the  distinct  phobias  or 
obsessional  neuroses  as  described  by  Janet  and 
others.  Instead,  he  will  find  an  almost  endless 
chain  of  nondescript  and  vague  pictures  with  mix- 
tures of  feelings  of  restlessness  and  inadequacy, 
numerous  somatic  complaints,  empty  intellectuali- 
zations  and  indistinct  depressions  with  general 
listlessness  and  inability  to  concentrate.  These 
pictures  not  only  fail  to  conform  to  the  early  de- 
scriptions but,  for  the  most  part,  they  lack  consist- 
ency within  themselves,  shifting  from  one  symp- 
tom to  another  and  changing  their  clinical  pictures 
as  various  methods  of  treatment  are  undertaken. 

As  we  attempt  an  analysis  of  this  change  we  are 
first  of  all  confronted  by  this  question ; has  there 
actually  been  a drastic  change  in  the  clinical  pic- 
ture of  the  neuroses  or  have  the  earlier  writers 
failed  to  appreciate  the  true  nature  of  the  ordinary 
run  of  such  conditions?  This  problem  is  of  more 
than  theoretic  importance.  It  represents  a prac- 


tical need  because,  if  it  is  true  that  the  p.sycho- 
neuroses  as  a whole  have  changed  for  some  rea- 
sons, the  appreciation  of  these  reasons  will  bring 
us  nearer  to  the  discovery  of  the  causes  of  psycho- 
neuroses in  general  and  will  thereby,  also  give  us 
an  opportunity  to  establish  more  adequate  meth- 
ods of  treatment.  Furthermore,  since  different 
types  of  psychoneuroses  are  amenable  to  different 
forms  of  treatment  we  must  be  able  to  diagnose 
the  new  forms  of  these  maladjustments  properly, 
if  they  do  exist,  in  order  to  keep  up  with  ade- 
([uate  therapeutic  methods.  An  equally  important  I 
consideration  would  come  to  the  fore  if  we  were 
to  find  that  some  forms  of  treatment  in  themselves 
produce  a change  in  the  clinical  picture.  We  must 
know  whether  the  treatment  actually  lessens  the 
seriousness  of  the  condition  or  whether  it  causes  i 
a shift  to  a more  serious  mental  disease. 

It  was  suggested  above  that  this  change  in  the 
types  of  clinical  pictures  is  subject  to  two  possi- 
bilities. Either  the  older  observations  were  made 
on  isolated  cases  and  were  not  true  of  the  majority, 
or  they  were  adequate  samples  of  conditions  that  | 
existed  at  that  time  but  which  are  not  present 
today.  Actually  both  of  these  possibilities  are 
true  and  in  the  following  discussion  we  wish  to 
present  an  analysis  of  the  problem  in  relation  to 
them. 

If  the  neuropsychiatrist,  especially  one  who  is 
connected  with  an  institution  for  patients  with 
mental  diseases,  should  undertake  an  analysis  of 
the  patients  diagnosed  as  psychoneurotic  and 
would  compare  them  with  those  who  come  under 
the  observation  of  the  general  practitioner  he  will  ; 
be  impressed  with  a most  striking  discrepancy  in 
the  types  of  reaction.  The  general  practitioner  is 
likely  to  continue  to  treat  the  chronic  complainer, 
the  inveterate  hyjiochondriac,  the  so-called  “neu- 
rotic” and  other  “harmless”  patients  by  sympto- 
matic medication  or  by  “common-sense”  methods, 
such  as  scolding  or  reasoning,  but  will  not  do  so 
with  those  patients  who  present  a more  serious  or 
at  least  a more  sensational  departure  from  normal 
behavior.  Given  a particularly  intriguing  case  of 
hysteria  which  involves  the  differential  diagnosis 
from  a possible  intricate  neurologic  condition  or 
a far-reaching  and  unintelligihle  series  of  obses- 
sive or  compulsive  phenomena,  he  will  refer  them 
to  a .specialist  in  neuropsychiatry.  It  is  logical  to  ! 
expect,  therefore,  that  the  patients  referred  to  such 
clinics  will  be  of  a special  type  and  will  represent 
the  more  serious  involvements  which  are  more 
strictly  differentiable  from  other  conditions.  When  I 
we  consider  how  small  the  number  of  such  sj^e- 
cialists  actually  is  we  can  see  how  such  a group  of  |« 
patients  would  fail  to  present  a typical  cross-sec-  j 1 
tion  of  that  seventy-five  per  cent  of  all  medical  j t 
cases  that  was  mentioned  above.  When  the  num-  , ; 
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her  of  neuropsychiatrists  interested  in  such  cases 
is  reduced  to  the  minimum  which  existed  in  Char- 
cot’s time,  and  when  the  number  of  general  prac- 
titioners who  regard  the  psychoneuroses  as  inter- 
esting curiosa  rather  than  medical  diseases  is  raised 
to  the  maximum  which  existed  at  that  time,  we 
can  easily  account,  at  least  for  a part  of  the  dis- 
crepancy that  exists  between  the  early  descriptions 
of  psychoneuroses  and  their  actual  occurrences 
today. 

This  can  account  for  only  a ]iart  of  the  differ- 
ence, however.  In  some  of  the  modern  contribu- 
tions to  this  problem  by  observers  who  have  been 
in  the  work  for  many  years  and  wdio  have  seen 
large  numbers  of  patients,  we  find  repeated  state- 
ments that  the  old-time  neuroses  seem  to  have  been 
reduced  to  a negligible  minimum.  Very  few  of 
these  workers,  for  instance,  have  seen  more  than 
a few  isolated  cases  of  the  Charcot  type  of  hys- 
teria and  yet  we  read  rejwrts  of  large  numbers  of 
such  cases  in  the  older  literature.  The  old  epi- 
demics of  mass  hysteria  are  rare  in  present  day 
society,  at  least  in  the  form  of  the  famous  group 
afflictions  where  whole  communities  would  de- 
velop hysterical  convulsions  or  fugues.  Wechsler, 
in  his  textbook  on  the  neuroses,  suggests  and  quite 
justifiably,  that  the  reasons  for  the  disappearance 
of  certain  forms  of  neuroses  are  to  be  looked  for 
in  the  general  changes  that  have  taken  place  in 
the  social  life  and  customs  of  modern  civilized 
communities.  It  must  be  remembered  that  of  all 
forms  of  maladjustments,  the  psychoneuroses  are 
mo.st  intimately  related  to  sociologic  conditions  and 
it  would  seem  much  more  significant  to  apply  the 
name  “social”  disease  to  the  psychoneuroses  than 
to  other  well-known  ailments.  IMost  modern  con- 
cepts of  the  causes  and  develojiment  of  psycho- 
neuroses regard  them  as  failures  in  adjustment 
to  conventionalized  social  life  with  the  symptoms 
appearing  as  sulistitute  and  compensatory  activi- 
ties; but  we  must  admit  that  social  conditions  of 
today  are  radically  different  from  those  of  the 
early  Victorian  days  in  which  the  first  concepts  ol 
the  psychoneuroses  were  established.  If  the 
psychoneuroses  are  deix^ndent  uiuni  sociologic 
conditions  it  is  not  surprising  that  they  have  under- 
gone a radical  change. 

Various  ob.servations  tend  to  su|>port  this  view. 
.\n  interesting  and  scientifically  reliable  proof  of 
this  contention  is  found  in  studies  which  have 
been  undertaken  in  conij)arative  neuropsychiatry. 
• \s  an  exami)le  we  will  (|uote  the  work  which  has 
been  done  by  a grouj)  of  Russian  students  on  this 
subject  on  conditions  among  Caucasian  tribes. 
'I'hese  studies  were  carried  out  over  a number  of 
years  and  it  was  actually  shown  that  not  only  was 
there  a difference  between  the  tyjx's  of  neuro.ses 
found  in  tribes  f)f  different  levels  of  civilization 


but  that  in  the  same  community  improved  educa- 
tional conditions  have  actually  effected  a transfor- 
mation from  one  kind  of  neurosis  to  another.  Thus 
Serejski  reports  that  with  the  change  from  primi- 
tive life  to  that  which  we  call  civilized  has  come 
a marked  decrease  in  the  so-called  extraverted  and 
childish  hysterical  symptoms  to  a more  \'ague  and 
variegated  picture  iff  psychogenic  depressions, 
neurasthenic  pictures  and  somatic  complaints. 
This  would  mean  that  the  change  in  the  forms  of 
the  neuroses  is  more  than  just  an  apparent  one  and 
is  related  to  other  changes  in  human  life  following 
inevitably  on  radical  sociologic  transformations 
that  have  taken  place  during  the  past  two  or  three 
decades.  F'urther  proof  of  interrelationships  of 
this  type  is  easily  afforded  by  the  development  of 
the  new  entities  to  which  we  referred  above.  For 
instance,  we  need  not  go  intO'  great  detail  in  order 
to  appreciate  the  close  relationship  between  the 
complexity  and  confusion  introduced  by  conditions 
in  congested  city  areas  since  the  end  of  the  last 
century  and  the  appearance  of  that  series  of  symp- 
tom complexes  which  Beard  describes  under  neur- 
asthenia : nor  is  it  hard  to  see  the  relationship  be- 
tween the  development  of  the  anxiety  neuroses 
and  the  economic  conditions  that  have  necessitated 
late  marriages  wdth  consequent  prolonged  periods 
of  sexual  abstinence. 

There  is  also  a third  possibility  which  is  more 
subtle  and  less  easily  recognized  but  is  just  as  im- 
portant in  the  changes  in  these  disturbances  in  ad- 
justment. We  might  almost  regard  this  as  the 
expression  of  the  disease  itself  in  the  form  of  a 
purposive  reaction  to  the  methods  of  treatment 
which  have  prevailed  among  physicians  since  the 
first  systematic  attempt  at  treatment  by  Charcot 
and  his  followers.  To  understand  this  we  will 
have  recourse  to  the  time-honored  custom  in  medi- 
cine of  searching  for  parallels  between  develop- 
ments in  the  individual  and  developments  in  the 
race.  It  is  a generally  accepted  fact  that  the  indi- 
vidual repeats  the  hi.story  of  the  race  in  his  (wvn 
development.  Embryologists  have  made  some  use 
of  this  concept  to  gain  insight  into  the  dift'erent 
stages  of  the  development  of  the  embryo  on  the 
basis  of  its  parallel  in  the  evolution  of  the  race.  It 
is  reasonable  to  reverse  this  process  and  attempt 
to  understand  a given  series  of  changes  in  the 
group  by  way  of  a study  of  the  individual.  We 
have  suggested  above  that  in  the  treatment  of 
psychoneurotic  patients  we  freciuently  observe 
shifts  in  the  nature  of  the  process  in  direct  re- 
sjjonse  to  certain  types  of  treatment.  By  follow- 
ing that  line  of  approach  we  shall  attempt  to  ex- 
])Iain  such  shifts  in  the  ]).sychoneuro.ses  in  general 
on  the  basis  of  certain  methods  of  treatment  and 
certain  attitudes  toward  psychoneuroses  which 
have  prevailed  during  the  jK'riod  we  are  fliscussing. 
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Let  us  consider,  therefore,  the  possibilities  as  we 
meet  them  in  individual  cases.  These  cases  have 
been  selected  primarily  because  they  show  in  a 
very  striking  way  the  drastic  changes  in  the  clin- 
ical pictures  that  have  been  introduced  by  certain 
methods  of  treatment. 

The  first  case  is  that  of  a married  woman, 
thirty-nine  years  of  age,  in  good  physical  condi- 
tion, and  showing  no  clinical  signs  of  the  meno- 
pause. She  was  admitted  to  the  Psychopathic  Hos- 
])ital  from  a general  hospital  in  a state  of  agitated 
depression  with  fears  of  persecution,  torture  and 
impending  death.  She  had  been  in  the  general 
hospital  for  several  weeks  where  her  initial  com- 
plaints had  been  rather  obvious  conversion  symp- 
toms of  abdominal  pain.  A thorough  physical 
examination  there  had  shown  no  organic  basis  for 
her  complaints  and  the  physicians  had  tried  to  dis- 
suade her  from  her  symptoms  hy  telling  her  it 
was  “all  her  imagination”  and  that  she  ought  to 
“snap  out  of  it”  or  she  would  develop  more  serious 
mental  trouble.  A little  later  she  overheard  two 
nurses  talking  about  her  case  and  one  of  them 
said  that  the  physicians  "were  tired  of  her  com- 
plaints and  would  probably  send  her  on  to  a state 
hospital.”  Following  this  .she  developed  the  state 
of  depression  which  brought  her  to  the  mental 
clinic.  Here  it  was  necessary  to  deal  with  the 
new  symptoms  before  any  attempt  could  be  made 
to  discover  the  original  psychoneurotic  manifesta- 
tions and  their  nature.  A careful  analysis  was 
undertaken  which  brought  out  the  following  facts. 
She  had  always  been  of  a shy.  sensitive  and  with- 
drawn personality  hut  had  shown  no  symptoms 
otherwise  until  six  months  prior  to  her  admission. 
She  was  married  at  the  age  of  thirty-two  to  a man 
who  was  very  strongly  attached  to  his  mother. 
Because  of  his  mother’s  advise  he  had  refu.sed  to 
allow  the  patient  to  have  children  although  she 
had  always  wanted  to  have  a family.  This  made 
her  unhapi>y  although  she  said  very  little  and  kept 
her  worries  to  herself.  As  time  went  on  and  she 
considered  herself  approaching  the  menopause 
her  feelings  of  frustration  became  accentuated. 
.\bout  six  months  before  her  admission  her  sister 
had  an  appendectomy.  The  patient  went  to  visit 
her  and  when  she  saw  the  removed  appendix  in 
a jar  she  fainted  and  after  returning  home  began 
to  complain  of  the  abdominal  pain  which  brought 
her  to  the  general  hospital.  Her  symptoms  at  first 
succeeded  in  making  her  the  center  of  attention 
with  her  mother-in-law  and  her  husband  but  when 
repeated  examinations  failed  to  reveal  signs  of 
organic  disease  they  lost  interest  and  suggested 
that  she  was  only  pretending  to  be  sick.  The 
analysis  which  brought  to  light  several  other  ex- 
periences which  were  responsible  for  the  develop- 
ment of  the  particular  conversion  symptom  suc- 
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ceeded  in  removing  it  and  a discussion  of  the  wdiole 
problem  with  the  husband  brought  about  an 
amelioration  of  the  patient’s  difficult  home  situa- 
tion. We  find  in  this  case  that  as  a result  of  a j, 
certain  type  of  treatment  (superficial  suggestion) 
and  the  threat  of  removal  to  a hospital  for  the 
insane  the  clear-cut  psychoneurotic  symptoms  are 
renounced  and  are  replaced  hy  a much  more  seri-  I 
ous  condition  which  offers  a greater  interference 
with  her  adjustment.  ' 

The  second  case  is  that  of  a woman,  fifty-five  _ 
years  of  age,  who  was  brought  to  the  hospital  with  I 
a typical  picture  of  a paranoid  dementia  praecox.  jl 
An  intensive  study  of  the  history  brought  out  the  [ 
following  facts  : She  was  married  to  a man  whose  [ 
intellectual  and  educational  level  was  lower  than  || 
hers  and  whose  personality  was  crude  and  unsym-  f 
pathetic.  Three  children  were  born  and  in  each  i 
case  the  birth  was  followed  by  minor  neurotic 
symptoms.  As  the  husband  grew  older  the  marital  I 
situation  became  more  unsatisfactory  and  several 
years  before  the  present  admission  she  began  to  i 
show  hypochondriac  manifestations  such  as  con-  ^ 
tinuous  headaches,  backaches  and  feelings  of  lassi- 
tude. Here,  too,  the  symptoms  at  first  succeeded  ! 
in  procuring  the  sympath}^  of  her  family  and  nu-  i 
merous  consultations  with  physicians  were  under-  ■ 
taken.  When  no  organic  signs  were  discovered, 
however,  the  family  lost  interest  and  made  no 
attempt  to  understand  the  psychogenic  reasons,  for  |j 
them.  Finally,  the  oldest  daughter  who  had  ac- 
quired some  second-hand  knowledge  of  the  popu-  r 
lar  versions  of  psychotherapy  started  an  amateur  p 
analysis  which  only  reinforced  the  patient’s  intro-  i 
spection  and  brooding  about  her  emotional  frus-  • 
tration.  When  the  daughter  saw  that  the  case  a 
was  beyond  her  understanding  she  suggested  that  li 
the  mother  go  to  the  Psychopathic  Hospital  where  a 
“they  could  really  cure  her.”  The  idea  of  going  | 
to  a hospital  for  insane  patients  only  intensified  b 
the  mother’s  symptoms  with  the  addition  of  feel-  4 
ings  of  apprehension  almost  amounting  to  panic. 
The  tension  thus  developed  led  to  the  administra-  i 
tion  of  large  doses  of  luminal  and  after  a short 
time  the  patient  began  to  develop  delusions  and  > 
hallucinations  of  a persecutory  nature  in  which  1 
the  director  of  the  hospital  was  the  leading  figure 
in  a plot  to  imprison  her  for  life.  This  went  on 
for  a long  time  before  she  was  finally  brought  to 
the  hospital,  but  by  this  time  the  process  had  be- 
come so  well  established  that  all  attempts  at  psycho- 
therapy failed  to  help  her. 

\Vhatever  the  relationship  between  dementia  ' 
praecox  and  psychoneuroses  may  be  and  whether 
or  not  we  consider  it  possible  for  a psychoneurotic 
individual  to  he  forced  to  find  refuge  in  this  more 
serious  and  malignant  disease  by  virtue  of  faulty 
treatment  alone,  we  do  find  in  this  case  a change 
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from  one  type  of  mental  disease  to  another.  As 
conditioning  factors  certain,  if  not  the  only 
causative  ones,  we  find  that  the  failure  to  recognize 
the  fundamental  psychogenic  reasons  for  the  de- 
velopment of  the  neurosis,  the  accusation  that  she 
was  consciously  trying  only  to  gain  attention  and 
the  facilitation  of  the  development  of  projections 
by  the  large  doses  of  luminal  played  an  important 
role. 

A third  case  also  shows  a similar  situation  with- 
out, however,  actually  driving  the  patient  into  an 
irreversible  mental  disease.  This  patient,  a woman 
thirty-two  years  of  age,  was  brought  to  the  hos- 
pital complainyig  of  feelings  of  unreality,  inability 
to  concentrate,  suggestions  of  ideas  of  influence 
and  loss  of  control  of  her  thought  processes.  An 
analysis  showed  that  there  were  pronounced  ten- 
dencies toward  abnormal  sensitivity,  suspicious- 
ness and  day  dreaming,  both  in  her  family  history 
and  in  her  own  development.  Her  early  life  was 
characterized  by  a series  of  psychosexual  traumata 
which  conditioned  her  against  an  adequate  hetero- 
sexual adjustment.  She  was  married  to  a non- 
medical practitioner  who  had  dabbled  in  what  is 
popularly  known  as  “psychic  healing.”  The  patient 
was  sexually  frigid  from  the  beginning  of  the 
marriage  and  soon  began  to  develop  hysterical 
symptoms  mainly  in  the  form  of  sick  headaches, 
dizziness  and  anxiety.  I'he  husband  attempted 
analytic  treatment  which  succeeded  only  in  mak- 
ing the  patient  w'ithdraw  more  and  more  into  her- 
self. The  failure  of  the  analytic  treatment  made 
the  husband  change  his  tactics  and  he  began  to 
discuss  the  symptoms  with  her  telling  her  they 
were  due  to  some  alleged  fixations  and  compensa- 
tions for  lack  of  sexual  drive.  He  succeeded  in 
making  the  original  symptoms  disappear  but  she 
soon  began  to  show  the  more  serious  and  incapaci- 
tating manifestations  which  were  present  on  ad- 
mission. An  adequate  analysis  of  the  case  and  a 
discussion  of  the  situation  with  the  husband  se- 
cured a recovery  and  a better  adjustment. 

One  need  go  no  further  in  quoting  cases.  Nu- 
merous-exami)les  are  available  in  which  such  re- 
sults of  inadequate  treatment  can  he  shown. 
.Anxiety  attacks  and  sleeplessness  treated  with 
strong  doses  of  improper  sedatives  leading  to  the 
superimposition  of  toxic  conditions  on  neurotic 
symptoms,  strong  suggestion  and  intimidation  of 
hysterical  patients  with  a temporary  disappear- 
ance of  the  symptoms  which  may  recur  later  or 
be  reinforced  by  other  and  more  serious  ones,  in- 
adequate analyses  of  comparatively  harmless  con- 
ditions which  may  make  for  the  development  of 
introsjxjction,  rationalization  and  empty  intellec- 
tualization  more  .serious  than  the  original  symp- 
toms, are  all  common  occurrences  to  physicians 
who  have  had  exyx-rience  in  this  field. 


The  important  point  is  that,  given  adequate  rea- 
sons for  the  development  of  a psychoneurosis  in 
a person  whose  make-up  and  upbringing  permit 
such  a development,  only  two  possibilities  can  be 
considered.  Either  the  cause  is  discovered  and 
removed  or  some  channel  of  escape  must  be  avail- 
able. If  the  psychoneurotic  symptom  is  rendered 
unavailable  and  the  cause  is  not  removed  it  is  in- 
evitable that  some  other  form  of  reaction  must 
develop.  In  some  few  cases,  it  is  true  that  if  the 
patient  is  not  tainjicred  with  other  than  refusing 
to  accept  the  symptoms,  the  given  personality  may 
be  strong  enough  to  render  the  symptoms  self-lim- 
ited  or  the  imagination  may  be  rich  enough  to  pro- 
cure new  ones  of  the  same  type.  In  a large  num- 
ber of  cases,  however,  where  the  fundamental 
causes  are  not  found  the  results  may  be  seriously 
detrimental. 

In  individual  cases,  therefore,  certain  methods 
of  treatment  can  condition  a change  in  the  type 
of  reaction.  Is  it  possible  that  special  types  of 
treatment  if  carried  on  for  a long  period  of  time 
may  have  a similar  effect  on  the  members  of  a 
given  group  and  actually  condition  the  occurrence 
of  new  forms  of  neuroses?  The  modern  concept 
of  psychoneuroses  and  the  methods  of  treatment 
which  have  developed  in  relation  to  the  discovery 
of  some  of  the  causes  has  become  systematic  only 
within  recent  years  hut  it  hears  a distinct  relation- 
ship to  the  older  ideas  concerning  these  maladjust- 
ments. The  importance  of  sexual  frustrations  and 
traumata  as  causes  of  the  neuroses  so  clearly 
brought  to  our  minds  hy  the  psychoanalytic  theory 
has  its  forerunner  in  the  rather  nebulous  concepts 
of  the  ancient  Greeks  as  is  proved  hy  the  very 
name  of  “hysteria.”  The  search  for  unconscious 
mechanisms  as  fundamental  disturbances  is  not 
unrelated  to  the  medieval  notions  of  the  good  and 
evil  forces  struggling  within  us  for  possession  of 
our  souls.  The  idea  that  the  psychoneuroses  are 
developed  to  gratify  some  personal  need  or  crav- 
ing finds  its  rudiments  in  the  old  method  of  treat- 
ment which  considered  the  patient  as  “play-acting” 
or  shamming  and  used  “strong-arm”  measures  to 
make  him  give  up  these  methods  of  behavior.  As 
the  subject  became  systematized  and  introduced 
into  the  more  scientific  limits  of  medicine,  the 
treatment,  too,  began  to  he  systematized  along  the 
lines  of  the  possible  fundamental  causes  of  their 
development. 

Two  trends  stand  out  clearly  from  the  many 
differences  of  opinion  in  the  various  schools 
which  have  developed  since  the  day  of  Charcot. 
These  schools  have  directly  opposite  altitudes 
toward  the  develoinnent  of  these  maladjustments 
and  consequently  of  the  most  advisable  methods 
of  treatment.  We  have,  on  the  one  hand,  the 
group  that  considers  the  psychoneuroses  as  pn- 
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niarily  purposive  trends  produced  by  persons  of 
an  hereditarily  poor  make-up  with  a more  or  less 
conscious  effort  to  gain  a definite  goal.  Opposed 
to  this  is  the  more  recent  attitude  that  the  psycho- 
neuroses are  acquired  and  are  dependent  upon  an 
unconscious  process  in  which  conflicting  instinc- 
tive drives  lead  to  the  development  of  symptoms 
which  are  not  understood  by  the  patient.  With 
this  split  in  the  attitude  toward  the  neuroses  there 
have  also  develojjed  two  extreme  methods  of 
treating  them.  (9n  the  one  hand  we  have  the 
“hard-headed”  idea  of.  forcing  the  patient  to  re- 
liiKiuish  his  symptoms  by  strong  suggestive  meth- 
ods, by  intimidation  and  accusations  of  malinger- 
ing. We  still  find  physicians  attempting  to  cure 
hysterical  paralyses  by  strong  electric  currents,  by 
slapping  the  patients,  by  threatening  them  or  by 
ridiculing  them.  Such  methods  can  only  lead  to 
the  formation  of  other  symptoms  because  the  cause 
is  not  appreciated  either  by  the  patient  or  bv  the 
physician.  The  extreme  protagonist  of  the  purely 
psychogenic  and  unconscious  causation  of  the 
neuroses,  on  the  other  hand,  who  regards  the  mal- 
adjustment as  developing  .solely  on  the  basis  of 
certain  rigidly  prescribed  early  exj>eriences  will 
fail  to  see  the  importance  of  social  settings,  of 
personality  peculiarities  and  of  possible  conscious 
superimpositions  which  are  present  in  most  cases. 
Without  adequate  training  and  insight  such  a ther- 
apist may  lead  the  patient  into  minute  introspec- 
tion and  self-observation,  and  both  the  patient 
and  the  therapist  will  be  deluded  into  the  belief 
that  it  is  only  necessary  to  discover  a few  in- 
triguing sexual  adventures  in  the  patient’s  early 
life  to  provide  a panacea  for  all  psychoneurotic 
ills. 

Our  experience  with  individual  cases  ixmmits 
certain  conclusions  in  relationship  to  the  possible 
effects  of  some  methods  of  treatment.  We  gain 
first  of  all  the  insight  that  the  psychoneurotic  symp- 
tom complex  will  respond  to  treatment  in  a man- 
ner similar  to  that  of  any  other  pathophysiologic 
process.  Here  too  a symptom  must  be  regarded 
as  a reaction  of  the  organism  to  a noxious  agent. 
If  the  symptom  is  treated  by  removing  the  cause 
we  can  exjiect  recovery,  otherwise  we  run  the  risk 
of  jrroducing  other  symjitoms  more  serious  than 
the  original.  We  all  know,  for  instance,  that  the 
symptomatic  treatment  of  fever  without  removal 
of  its  cause  will  result  in  taking  away  one  of  the 
methods  of  defense  of  the  organism,  thus  allow- 
ing the  invading  agent  to  cause  more  harm.  Cer- 
tain drugs,  for  instance,  which  interfere  with  leu- 
kocytosis have  similar  dire  results.  The  situation 
in  case  of  a psychoneurosis  is  similar  and  the  treat- 
ment must  aim  not  at  a removal  of  symptoms  but 
at  the  treatment  of  their  causes. 

In  the  case  of  mental  symptoms,  however,  the 


implications  go  deeper.  Since  the  attitude  of  the 
physician,  his  statements,  and  his  manner  toward 
the  patient  exert  a powerful  influence,  the  injurious 
results  of  over-accentuation  of  certain  methods 
need  not  depend  upon  direct  contact  between  phy- 
sician and  patient.  Prevalent  ideas  originated  by 
physicians  but  becoming  popular  notions,  state- 
ments of  a general  type  applied  erroneously  to  in- 
dividual cases,  popular  literature  which  usually 
picks  up  catch  phrases  and  tends  to  expand  and 
interpret  them  in  a manner  which  was  never  in- 
tended for  them,  all  these  will  have  the  same  effect 
upon  the  group  as  the  personal  interview  has  on 
the  individual  patient.  In  this  same  manner,  the 
process,  which  we  found  occurring  in  the  single 
cases  previously  quoted,  is  repeated  in  the  group. 
.\ctually  we  can  trace  the  development  of  peculiar 
.symptoms  in  some  of  our  psychoneurotic  patients 
to  the  gradual  permeation  of  certain  ideas  into 
popular  theories.  With  the  indirect  transmission 
of  such  ideas  from  person  to  person  an  undisci- 
plined but  deeply  rooted  tradition  arises,  which, 
since  it  is  believed  to  have  originated  in  medical 
teachings,  carries  with  it  the  same  authority.  Thus 
it  is,  probably,  that  the  beliefs  in  the  dire  effects 
of  masturbation,  the  relationship  of  heredity  to 
mental  disease,  the  stigma  of  malingering  attached 
to  hysteria  and  finally  the  distorted  ideas  about 
psychoanalysis  have  developed  and  have  gradually 
influenced  the  group  as  a whole  in  the  same  manner 
as  certain  inadequacies  of  treatment  affect  single 
cases. 

In  our  work  with  individual  cases,  mistakes  in 
treatment  have  the  compensatory  effect  of  teach- 
ing us  to  be  more  careful  with  future  cases.  Let 
us  hope  that  the  recognition  of  faulty  ideas  that 
have  found  their  way  into  popular  belief  will  lead 
to  a program  of  education  of  the  public  which  may 
serve  to  eradicate  their  injurious  effects. 

Discussion 

Dr.  Russell  C.  Doolittle,  Des  Moines:  I am  sure 

we  have  all  enjoyed  this  interesting'  and  original 
paper  by  Dr.  Malamud,  and  while  we  have  all  been 
conscious  of  some  changes  in  the  psychoneuroses,  the 
fact  that  there  have  been  such  definite  and  extensive 
changes  may  come  to  some  as  a distinct  surprise. 
We  have  all  noted  the  decreased  incidence  of  major 
hysteria,  and  in  fact  I doubt  that  in  our  times,  except 
during  the  World  War,  it  ever  r-anked  numerically  in 
proportion  to  its  prominence  in  textbook  descriptions. 
It  is  spectacular  and  definite,  and  writes  up  better 
than  the  more  indefinite  psychoneurotic  manifesta- 
tions and  is  therefore  given  more  textbook  space 
than  it  desei’ves,  except  historically.  I have  always 
thought  of  it  as  a relic  of  the  Middle  Ages,  and  as  a 
defense  reaction  of  the  more  primitive,  emotional, 
ignorant  and  i-eligion  burdened  type  during  periods 
of  violent  stresses  and  strains  such  as  wars,  pesti- 
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lence  and  famine.  It  seem.s  to  be  dropping  out  rap- 
idly of  the  American  picture.  It  would  seem  also 
that  in  addition  to  fewer  cases  of  hysterical  convul- 
sions, paralysis,  etc.,  there  are  fewer  cases  marked 
by  complaints  of  increased  fatiguability  and  more 
cases  characterized  by  anxiety  states,  which,  because 
emotional  and  anxiety  states  react  promptly  and  vig- 
orously through  the  sympathetic  nerves,  set  up  what 
we  now  see  more  commonly,  the  organic  reactions 
such  as  the  functional  cardiac,  gastro-intestinal  and 
neurocirculatory  disturbances. 

I believe  that  the  change  in  educational  standards 
is  an  important  factor  in  the  problem.  It  is  as  if 
patients  are  retreating  to  a second  and  more  highly 
camouflaged  line  of  defense  of  more  subtle  complaints 
as  education  and  general  information  make  the  older 
complaints  too  obvious  to  others  and  too  conscious  to 
the  patient  to  be  good  defense  mechanisms. 

There  is  no  question  but  that  changing  social  and 
economic  conditions  are  also  a factor.  The  neuras- 
thenia of  1870  was  not  closely  associated  with  hys- 
teria. It  was  interpreted  as  a fatigue  reaction  to  fast 
living,  money  making,  social  climbing,  the  drive  of 
work  and  more  work,  and  was  significantly  called 
nervous  exhaustion  and  nervous  prostration,  a com- 
plaint of  business  executives  and  society  women,  cer- 
tainly not  a poor  man’s  illness.  It  was  strictly  an 
American  disease,  although  skilled  workers  imported 
from  England  did  develop  it  in  the  American  atmos- 
phere. S.  Weir  Mitchell,  writing  about  1870,  thought 
the  speeding  up  of  American  life  due  to  the  telephone 
and  the  railroad  w'as  a factor.  Times  have  changed 
and  w'e  now  come  to  a period  of  excitement,  competi- 
tion, of  extreme  uncertainty  as  to  employment  and 
financial  security,  of  contrasting  states  of  overwork 
and  idleness,  and  as  the  essayist  has  suggested,  a 
period  of  delayed  or  prevented  marriage  with  its  re- 
sultant nervous  tensions.  These  conditions  result  in 
anxiety  states  with  their  especial  effects  on  cardio- 
vascular, gastro-intestinal  and  glandular  systems. 
Aeroneurosis,  described  recently  by  Armstrong,  has 
all  the  features  etiologically  and  symptomatically  of 
an  anxiety  neurosis  and  should  be  so  considered,  yet 
it  deserves  special  emphasis  as  evidence  of  this  pro- 
cess of  change  in  the  neuroses. 

Another  aspect  of  the  situation  will  be  apparent  if 
we  compare  the  female  neurasthenic  of  forty  or  fifty 
years  ago  with  a similar  patient  of  today.  The  for- 
mer was  much  more  subject  to  hard  and  monotonous 
work,  masculine  domination,  large  families,  unhy- 
gienic dress,  little  recreational  or  diversional  exercise, 
and  the  unattractive  outlets  of  church,  missionary 
society.  Ladies’  Aid  Society,  etc.  Under  such  circum- 
stances what  would  be  more  natural  and  likely  than 
that  a woman  would  take  to  her  bed  with  the  major 
complaint  of  excessive  fatiguability  as  her  defense 
reaction  ? Any  other  type  of  escape  would  have 
ruined  her  reputation.  I am  speaking  now  of  the 
“illness  for  gain’’  type  of  reaction  which  in  the  final 
analysis  is  a factor  to  be  considered  in  a considerable 
proportion  of  our  psychoneurotic  individuals.  Now 
there  is  less  work  and  less  child  bearing,  much  more 


financial  and  domestic  independence,  and  easier  and 
quite  respectable  divorces  as  means  of  escape  from 
intolerable  situations.  There  are  much  more  attrac- 
tive outlets  for  feminine  energy,  the  club,  the  movies, 
the  auto,  the  cocktail  party,  the  pleasures  of  which 
need  not  be  sacrificed  when  a defense  reaction  is 
being  chosen.  Therefore,  the  modern  neurotic  woman 
unconsciously  chooses  the  more  subtle  and  restless 
complaints  which  require  lessened  responsibility  and 
more  attention,  but  which  still  admit  of  activity 
rather  than  bed  rest  which  would  close  the  avenues 
to  those  more  attractive  activities.  Of  course  all 
women  do  not  conform  to  the  above  description. 
However,  there  are  enough  of  this  type  to  affect  the 
statistics. 

Turning  from  external  influences  we  find  that  the 
medical  profession,  too,  has  changed  the  complexion 
of  the  psychoneuroses  by  gradually  adding  to  the 
group  various  ailments  which  had  heretofore  been 
on  a basis  of  unknown  or  erroneous  etiology.  For 
example,  the  spastic  colon,  heart  palpitation  without 
demonstrable  organic  pathology,  certain  dermatoses, 
certain  features  of  gastric  hyperacidity  and  ulcer, 
exacerbations  of  diabetes,  and  etiologic  influences  in 
hyperthyroidism  and  hypertension,  are  admittedly  on 
a psychogepic  basis.  Better  methods  of  differential 
diagnosis  and  a better  understanding  of  psycho- 
pathology have  made  this  possible. 

No  doubt  the  “effects  of  treatment”  which  is  the 
essayist’s  major  thesis,  have  operated  to  distort  or 
complicate  as  well  as  to  simplify  many  psychoneu- 
rotic pictures.  When  forced  from  one  position  with- 
out a resolution  of  the  conflict  the  psychoneurotic 
patient  is  likely  to  entrench  himself  behind  a set  of 
symptoms  more  deeply  rooted  in  unconscious  mech- 
anism and  therefore  more  stubborn  and  more  malig- 
nant. Therapy  often  suggests  new  symptoms  and 
recalls  to  consciousness,  without  dispelling  them, 
certain  troublesome  memories,  certain  factors  of  the 
personality,  the  acceptance  of  which  is  incompatible 
with  mental  peace  and  to  which  the  therapist  is  pos- 
sibly unable  to  desensitize  the  subject.  However, 
with  the  fact  before  us  that  certain  psychoses,  par- 
ticularly the  late  schizophrenias,  so  often  begin  with 
a neurasthenic  state  and  with  the  lingering  idea  of 
the  specific  nature  of  the  various  psychoses  and  neu- 
roses, one  should  accept  with  caution  the  conception 
of  transmutation  on  the  basis  of  suggestion.  One 
must  admit  that  the  whole  matter  of  psychiatric 
diagnosis  and  treatment  is  in  a healthy  state  of  slow 
but  steady  change  and  that  the  nature  of  certain 
psychiatric  conditions  is  changing.  One  must  also 
remember  that  the  average  layman  is  much  better 
informed  on  these  matters  than  ever  before.  There- 
fore, to  understand  and  manage  the  modern  psycho- 
neurotic patient  one  must  possess  a much  broader 
knowledge  of  psychiatry  than  was  necessary  in  our 
student  days.  It  behooves  us  as  physicians  to  note 
the  implication  of  such  papers  as  this  in  order  that 
we  may  be  on  guard  to  treat  these  cases  adequately 
and  to  avoid  meddlesome  practice. 
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THE  REFINEMENTS  IN  REFRACTION* 
F.  W.  Dean,  M.D.,  Council  Bluffs 

In  1893  while  working  at  Moorfields,  London, 
Mr.  Nettleship  asked  me  to  do  a refraction  for 
him.  I asked  if  I should  use  a mydriatic.  He  re- 
plied in  the  negative  and  then  explained  at  length 
how  with  care  I could  do  a better  refraction  with- 
out using  a mydriatic.  I began  private  jiractice  in 
the  fall  of  1893.  From  that  time  I have  followed 
Mr.  Nettleship’s  advice  and  have  prescribed 
glasses,  except  with  children  and  very  rarely  with 
adults,  without  the  use  of  a mydriatic.  In  early 
years  that  method  was  embarrassing.  Now  that 
so  many  are  refracting  without  a mydriatic  I do 
not  feel  so  much  alone.  There  are  still  those  who 
insist  the  muscles  of  accommodation  must  be  par- 
alyzed in  every  case  in  order  to  do  a refraction 
properly.  Some  day  they  will  wake  up  to  the  fact 
that  they  are  doing  no  better  work  than  others  and 
are  putting  their  patients  to  a great  deal  of  unnec- 
essary inconvenience. 

IMy  technic  has  been  changed  from  time  to  time 
if  a method  was  found  which  seemed  an  improve- 
ment over  the  one  in  use.  The  method  to  be  de- 
sired is  the  one  which  leaves  as  little  as  possible 
to  the  judgment  of  the  patient.  At  present  we  are 
refracting  with  the  aid  of  Verhoeff’s  charts.  With 
them  one  gets  the  degree  of  the  cylinder  axis,  the 
amount  of  astigmatism  and  the  whole  refraction 
accurately,  and  easily,  and  very  little  is  left  to  the 
judgment  of  the  patient.  The  following  expla- 
nation will  describe  our  use  of  the  Verhoeff’s 
charts. 

A record  of  vision  is  made  for  each  eye  without 
lenses,  using  an  ordinary  test  chart  at  six  meters, 
one  eye  being  covered.  Plus  lenses  of  increasing 
strength  are  put  in  the  trial  frame  until  the  vision 
is  reduced  to  20/70,  or  less  if  the  original  vision 
was  very  poor,  making  sure  the  focus  of  the  entire 
astigmatic  cone  is  in  front  of  the  retina.  The  pa- 
tient is  cautioned  against  trying  to  improve  the 
vision,  as  we  want  the  vision  blurred.  If  the  pa- 
tient is  strongly  myopic  it  is  clear  that  the  focus  is 
already  in  front  of  the  retina  and  it  may  be  neces- 
sary to  use  minus  lenses  to  bring  the  vision  up  to 
20/70  or  20/200,  so  that  the  lines  on  the  charts 
may  be  visible.  With  this  blurred  vision  the  patient 
is  asked  which  spoke  in  the  Verhoeff  wheel  is  the 
most  distinct.  Whether  the  line  is  much  or  little 
clearer,  it  gives  the  degree  of  the  axis  of  the  cur- 
vation  of  the  cornea  which  focuses  nearest  to  the 
retina. 

The  second  chart  with  the  two  dark  lines  cross- 
ing at  right  angles  at  the  center,  is  now  hung  over 

•Presented  before  the  Eighty-fifth  Annual  Session,  Iowa  State 
Medical  Society.  Des  Moines,  April  29  and  30,  and  May  1.  1936. 


the  wheel  with  one  of  the  two  lines  at  the  degree 
of  the  axis  found  on  the  wheel.  Minus  cylinders 
are  placed  before  the  eye  with  the  axis  at  right  ^ 
angles  to  the  more  distinct  line,  until  both  lines  j! 
are  equally  clear,  indicating  that  the  focus  in  each  ' 
direction  is  equidistant  from  the  retina.  We  are 
thus  able  to  determine  the  strength  of  the  cylinder  || 

required  to  correct  the  astigmatism  and  the  de-  i 

gree  of  the  axis.  In  most  cases  this  can  be  done 
so  accurately  that  a minus  one-eighth  diopter  cyl- 
inder placed  before  the  eye  with  its  axis  in  the 
direction  of  either  of  the  two  lines  will  make  that 
line  the  clearer.  This  measures  the  amount  of 
astigmatism  more  accurately  than  any  other  method  | 
with  the  use  of  atropine. 

The  next  step  is  to  reduce  the  strength  of  the 
spherical  lens  until  the  best  vision  is  secured.  That 
occurs  when  the  focus  of  the  cone  of  light  falls  on 
the  retina.  If  at  the  beginning  of  the  examination 
the  vision  had  been  reduced  to  20/70,  the  removal 
of  about  1.00  or  1.25  diopter  will  give  the  best 
vision  for  the  eye.  If  this  reduction  shows  incon- 
sistency and  one  is  certain  no  error  has  been  made 
during  the  examination,  it  is  an  indication  that  a 
mydriatic  may  be  necessary.  These  cases  are  so 
rare  that  we  do  not  find  more  than  one  or  two  dur- 
ing a year’s  work  in  our  office.  A full  strength 
cylinder  is  prescribed.  Last  summer  a 12.00 
diopter  cylinder  was  prescribed  for  an  untraumat- 
ized eye.  If  the  cylinder  is  strong  and  at  an  off 
axis  or  a different  axis  than  the  one  he  had  been 
wearing,  the  patient  is  warned  that  until  the  eyes 
become  accustomed  to  the  change  the  glasses  may  ' 
not  feel  comfortable  and  objects  may  look  mis- 
shapen. By  this  method  of  examination  we  add 
plus  spherical  lenses  to  reduce  the  vision  to  20/70  , 

or  less  and  in  so  doing  we  are  making  use  of  the 
fogging  test  for  overcoming  the  much  talked  of  : 
spasm  of  accommodation,  a condition  which,  as  I j 
have  said,  is  very  infrequent. 

A bulletin  from  the  Green  hospital  in  San  Fran- 
cisco describes  a “precision  refraction  instrument’’ 
with  a claim  that  the  time  of  examination  is  much 
shortened.  Quoting  from  this  bulletin,  “If  one  ' 
realizes  that  at  every  change  in  lenses,  or  adjust- 
ments during  a refraction,  the  eye  attempts  to  , 
adapt  itself  to  the  new  condition,  it  is  easily  under- 
stood why  inaccuracy  may  result  from  the  fatigue 
and  mental  confusion  that  accompanies  a pro- 
longed examination.”  I can  understand  that  the 
instrument  may  shorten  the  time  of  an  examina- 
tion as  compared  with  trial  lenses  placed  before 
the  eye  by  hand,  but  I doubt  if  less  time  is  re- 
quired than  in  this  method  with  the  Verhoeff 
charts.  Moreover,  with  the  “precision  refraction 
instrument”  the  eye  must  attempt  to  adapt  itself  to 
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the  new  condition  at  each  change  of  lens  or  adjust- 
ment, while  with  the  method  I have  described  the 
eye  is  relaxed  during  the  entire  examination,  due 
to  the  fogging  with  plus  lenses  and  there  is  no 
attempt  of  the  eye  to  readjust  itself. 

When  both  eyes  have  been  given  the  proper  cor- 
rection for  distance  and  with  the  correction  still 
in  place  the  eyes  are  examined  for  a possible 
])horia.  If  there  is  a phoria  due  to  a lack  of  ener- 
vation, exercise  with  perhaps  a prism  given  tem- 
porarily, or  a muscle  operation,  is  advised.  If  the 
phoria  is  due  to  an  anatomic  condition  of  the  eye 
in  which  the  fovea- is  out  of  alignment  in  its  rela- 
tion to  the  extrinsic  muscle  cone,  or  to  a malposi- 
tion of  the  eyes  in  the  head,  prisms  are  prescribed 
for  constant  wear  for  exophoria  and  hyperphoria, 
unless  the  phoria  would  require  prisms  of  more 
than  six  diopters.  In  that  case  a muscle  operation 
is  advised.  In  my  experience  esophorias  of  the 
anatomic  type  do  not  produce  discomfort.  The 
correction  of  these  phorias  is  important.  A one 
degree  hyperphoria  causes  much  more  trouble  than 
a one  diopter  hyperopia.  Lenses  for  near  work 
should  be  of  a strength  suitable  for  the  work  to 
be  done,  as  well  as  for  the  age  of  the  patient : for 
e.xample,  for  reading  from  fifteen  to  eighteen 
inches,  up  to  2.50  diopters  : for  piano  or  organ  and 
for  instructors  who  stand  behind  their  pupils,  the 
lenses  should  be  intermediate  between  distance 
and  reading,  up  to  1.50  diopters. 

When  reading  glasses  are  added  as  bifocals, 
narrow  segments  should  be  used  for  those  who 
wear  their  glasses  primarily  for  distance  and  read- 
ing. For  desk  workers,  bookkeepers,  etc.,  wide 
segments  are  better.  .A.  very  satisfactory  bifocal 
for  a class  of  workers  repre.sented  by  railway  mail 
clerks  is  a large  .segment  such  as  orthogon  xAA 
which  has  a large  sjiace  for  near  work  and  still 
allows  for  di.stant  vision.  For  librarians,  attorneys 
and  others  who  must  consult  titles  on  high  shelves, 
a small  segment  of  intermediate  strength  on  the 
upper  part  of  the  lens  is  a comfort.  For  pres- 
byopes  who  use  head  mirrors,  a pair  of  glasses  for 
office  work  with  a duplicate  of  the  lower  segment 
l>laced  at  the  upjier  part  of  the  lenses  gives  clear 
vision  without  the  necessity  of  changing  glasses. 
Fused  bifocals  may  be  prescribed  up  to  1.75 
diopters.  For  over  1.75  diopters  a one  piece  lens 
should  be  used  to  eliminate  chronic  aberration.  Flat 
toj)  .segments  have  no  particular  advantage.  The 
frames  must  be  so  adjusted  as  to  be  comfortable, 
and  the  lenses  fifteen  millimeters  from  the  cornea. 
The  optical  centers  of  the  lenses  must  corresjxind 
to  the  interpupillary  distance.  The  interpupillary 
distance  for  near  work  is  the  measurement  to  be 
usefl  for  hyperopes.  For  myopes  one  should  use 


the  distant  vision  interpupillary  distance.  This  is 
done  to  avoid  extrinsic  muscle  strain. 

If  the  distant  potential  difference  is  used  for  a 
hyperope  of  four  diopters,  the  lines  of  vision  pass 
to  the  inner  side  of  the  optical  lens  centers  when 
the  individual  is  doing  close  work,  giving  him  an 
exophoria  of  1.25  prism  degrees.  It  is  true  that 
when  using  the  glasses  for  distance  with  the  poten- 
tial difference  for  near  vision,  he  has  an  esophoria 
of  the  same  amount,  but  that  esophoria  will  not 
cause  any  discomfort  unless  his  abduction  is  un- 
usually small. 

Unless  a patient  has  some  pathologic  condition 
of  the  eye,  he  should  not  be  deprived  of  happiness 
by  being  told  to  refrain  from  using  his  eyes  for 
near  work.  All  eye  strain  is  a muscle  strain.  A 
picture  thrown  on  the  retina  from  a near  object 
does  no  more  harm  to  the  retina  than  one  from 
afar.  A disagreeable  odor  does  the  olfactory  nerve 
no  more  injury  than  a plea.sant  one.  The  brain  does 
not  like  the  one,  but  there  is  no  system  of  mu.scles 
to  change  the  odor  and  hence  we  have  no  tired, 
painful  noses  from  continued  offensive  smells. 
When  the  refraction  is  completed,  the  following 
four  rules  for  close  work  with  normal  eyes  are 
exi>lained. 

1.  Hold  work  no  closer  than  sixteen  inches  so  that 
no  more  than  approximately  2.5  diopters  of  fo- 
cusing effort  and  a minimum  of  convergence  is 
required. 

2.  Hold  work  squarely  before  the  eyes  so  that  only 
the  direction  of  gaze  and  not  the  focal  length  is 
changed  when  the  eyes  travel  from  one  point 
of  the  work  to  another. 

3.  Work  in  a well  lighted  room  so  that  the  ratio 
of  illumination  of  foreground  to  background  is 
no  greater  than  five  to  one,  which  has  been 
determined  as  the  minimum  to  eliminate  glare. 
Glare  results  not  from  high  illumination  but 
from  low  illumination  of  background. 

4.  Rest  ten  minutes  of  each  hour’s  near  work,  the 
army’s  rule  for  resting  the  muscles  of  march- 
ing, since  reading  involves  the  u.se  of  muscles. 

Discussion 

Dr.  William  F.  Boiler,  Iowa  City:  Dr.  Dean  has 

given  us  a clear  exposition  of  his  methods  of  refrac- 
tion on  a broad  basis.  No  two  individuals  do  the 
same  thing  the  same  way,  even  to  putting  on  their 
hats.  The  question  of  cycloplegia  or  non-cycloplegia 
is  not  before  the  house.  It  is  rather  a question  of 
i-outine  or  procedure.  In  discussing  this  .subject,  a 
few  definite  principles  are  necessary,  and  this  is  true 
whether  a cycloplegic  is  used  or  not. 

1.  Some  knowledge  of  psychology.  You  must  have 
some  idea  of  the  manner  in  which  your  observer 
(patient)  thinks  and  resjiond.s.  Some  of  your  patients 
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are  good  reliable  observers,  others  are  very  erratic 
and  their  changeability  is  not  always  due  to  ciliary 
spasm.  Some  observers  honestly  cannot  look  at  a 
chart  and  consistently  answer.  The  mistake  of  size 
for  definition  is  a most  common  one  and  must  be 
recognized. 

2.  Patience  and  infinite  capacity  for  detail.  In 
other  words,  “check  and  double  check,”  as  Amos  and 
Andy  say. 

3.  Have  some  definite  routine  for  relaxation  of  the 
accommodation.  If  you  are  a good  enough  host  to 
put  your  visitor  at  perfect  ease  and  inspire  confidence, 
the  major  portion  of  your  problem  will  be  solved. 
Dr.  Dean  evidently  is  a past  master  at  this.  The 
best  method  I have  ever  heard  of  for  getting  relaxa- 
tion is  that  used  by  W.  H.  Bates  of  the  “Perfect  Sight 
Without  Glasses”  fame.  In  his  book  he  states  the 
fundamental  principle  as  follows: 

“Do  you  read  imperfectly  ? Can  you  observe  then 
that  when  you  look  at  the  first  word,  or  the  first  let- 
ter, of  a sentence  you  do  not  see  best  where  you  are 
looking;  that  you  see  other  words,  or  other  letters, 
just  as  well  as  or  better  than  the  one  you  are  looking 
at?  Do  you  observe  also  that  the  harder  you  try  to 
see  the  worse  you  see  ? 

“Now  close  your  eyes  and  rest  them,  remembering 
some  color,  like  black  or  white,  that  you  can  remem- 
ber perfectly.  Keep  them  closed  until  they  feel 
rested,  or  until  the  feeling  of  strain  has  been  com- 
pletely relieved.  Now  open  them  and  look  at  the 
first  woi’d  or  letter  of  a sentence  for  a fraction  of  a 
second.  If  you  have  been  able  to  relax,  partially  or 
completely,  you  will  have  a flash  of  improved  or  clear 
vision,  and  the  area  seen  best  will  be  smaller. 

“After  opening  the  eyes  for  this  fraction  of  a sec- 
ond, close  them  again  quickly,  still  remembering  the 
color,  and  keep  them  closed  until  they  again  feel 
rested.  Then  again  open  them  for  a fraction  of  a 
second.  Continue  this  alternate  resting  of  the  eyes 
and  flashing  of  the  letters  for  a time,  and  you  may 
soon  find  that  you  can  keep  your  eyes  open  longer 
than  a fraction  of  a second  without  losing  the  im- 
proved vision.  If  your  trouble  is  with  distant  in- 
stead of  near  vision,  use  the  same  method  with  dis- 
tant letters.  In  this  way  you  can  demonstrate  for 
yourself  the  fundamental  principle  of  the  cure  of  im- 
perfect sight  by  treatment  without  glasses.  If  you 
fail,  ask  someone  with  perfect  sight  to  help  you.” 

Do  you  appreciate  the  psychology  and  insight  of 
that  advice.  No  matter  what  you  think  of  the  author, 
you  must  acknowledge  he  knows  something  of  human 
nature.  Smith*  gives  as  safe  and  sane  a method 
as  any  I am  familiar  with.  It  is  too  long  to  be  taken 
up  at  this  place,  but  I earnestly  advise  you  to  read  it. 
If  you  do  not  have  the  book  at  hand,  I am  sure  Dr. 
Jeannette  Dean-Throckmorton  of  the  Medical  Library 
will  be  glad  to  lend  it  to  you. 

4.  The  mechanical  aids  to  refraction.  I do  not  like 
the  phoropter  because  it  gives  one  the  opportunity  to 
hurry  your  patient,  and  that  is  fatal.  Verhoeff’s 
charts  are  intended  to  gVve  a test  object  about  which 

♦Smith,  Borland:  The  estimation  of  the  total  refractive  error 

Vr'ithout  a cycloplegic.  Trans.  Am.  Acad.  Ophthalmol,  and  Oto- 
laryngol., 101,  1930. 


the  patient  may  have  no  preconceived  idea  of  what 
he  will  see,  and  they  are  valuable.  Personally  I never 
have  been  able  to  use  them.  Variable  illumination 
charts  give  me  the  most  satisfactory  results.  The 
cross  cylinder  is  a valuable  aid  within  certain  limits. 
You  must  remember  Sturm’s  interval  in  order  to 
appreciate  the  ease  with  which  a wrong  conclusion 
may  result. 

5.  No  discussion  of  refraction  is  complete  without 
a word  on  prisms.  I use  more  vertical  prisms  than 
any  other;  I practically  never  use  a horizontal  prism. 
The  human  eye,  through  the  ages  of  use  of  the  eyes 
quickly  in  the  lateral  and  downward  direction,  have 
developed  a set  of  muscles  which  are  very  efficient 
within  reasonable  limits.  If  the  horizontal  error  is 
more  than  fifteen  degrees  base  in  or  out,  it  had  best  be 
corrected  with  a graduated  tenotomy  or  other  type 
of  muscle  operation.  I have  patients  wearing  ten  to 
eleven  degree  vertical  prism  with  perfect  comfort 
and  always  on  one  eye;  the  prism  is  never  split  be- 
tween the  eyes.  If  the  error  is  greater  than  ten  or 
eleven  degree,  vertical  error,  operative  interference 
is  best.  I always  put  the  prism  before  the  eye  which 
has  the  weakest  convergence  stimulus. 

6.  Last  but  of  great  importance  is  the  balancing 
of  the  two  eyes.  In  all  cases  of  normal  vision  of  each 
eye,  the  two  eyes  must  be  made  to  see  the  same,  one 
with  the  other.  When  this  is  successfully  done,  the 
need  for  prism  correction  will  often  vanish  after  a 
few  months  with  the  glasses.  It  is  important  that 
the  letter  be  seen  the  same  size  with  each  eye  and  that 
the  color  of  the  background  of  the  letters  be  seen  the 
.same  with  each  eye. 

7.  Nose.  There  is  a definite  relation  between  the 
nasal  condition  and  the  function  of  the  external  ocu- 
lar muscles,  especially  the  elevators  and  depressors 
of  the  eyes.  This  I do  not  understand,  but  I have 
found  a five  or  six  degree  vertical  error  which  has 
been  uncovered  by  a two  weeks  occlusion,  by  Marlow’s 
method,  to  change  to  the  exact  opposite  type  of 
error,  or  indeed  vanish  entirely  on  cocainization  of 
the  posterior  palatine  and  vidian  nerves. 

Dr.  Cecil  S.  O’Brien,  Iowa  City:  We  have  practically 
abandoned  the  occlusion  test.  It  was  given  up  be- 
cause of  the  fact  that,  as  Dr.  Boiler  mentioned,  there 
apparently  was  a tendency  on  the  part  of  the  occluded 
eye  to  deviate  upward,  i.  e.,  there  might  be  either  a 
right  or  left  hyperphoria,  depending  upon  which  eye 
was  occluded.  I was  unable  to  explain  this  phenome- 
non and  in  view  of  such  variations  we  gave  up  the 
test. 

Dr.  Gordon  F.  Harkness,  Davenport:  I have  great 

respect  for  Dr.  Dean  and  his  conclusions.  I have  used 
the  Verhoeff  chart  in  very  much  the  same  way,  but 
I am  free  to  say  I have  not  been  able  to  go  as  far 
as  he  does,  and  I still  retain,  to  a large  extent,  my 
faith  in  a cycloplegic.  My  patients  seem  more  con- 
fused when  asked  to  make  a definite  statement  as  to 
the  angle  of  the  axis  of  astigmatism  than  Dr.  Dean’s 
patients.  I sometimes  find  variations  in  the  axis  in 
using  the  Verhoeff  chart,  not  only  before  but  after 
the  cycloplegic  has  been  used. 

I have  for  years  used  the  cycloplegic  in  a way 
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which  I think  is  heresy  to  a great  many  men.  Dr. 
French  a number  of  years  ago  presented  a paper 
on  measuring  the  cycloplegic  effect  of  atropine  and 
homatropine,  and  it  was  a very  able  paper.  Of 
course,  this  is  a practical  variation  from  the  stereo- 
typed way  of  using  atropine  for  two  or  three  days  to 
get  the  complete  effect.  I remember  that  in  by  far 
the  largest  pei'centage  of  cases  Dr.  French  found  he 
obtained  the  maximum  effect  within  about  two  hours’ 
time.  For  years  we  have  done  the  majority  of  our 
refractions  with  atropine  and  have  examined  two 
hours  after  instillation.  This  has  a practical  side, 
where  you  have  patients  coming  from  surrounuing 
territory  and  your  time  is  limited.  I also  feel  that 
in  hyperopes,  if  we  have  the  glasses  before  their  eyes 
as  the  cycloplegic  wears,  they  can  do  a great  deal  to 
accommodate  themselves  to  a comfortable  use  of  the 
glasses  and  prevent  a return,  perhaps,  of  muscular 
spasm. 

Dr.  Boiler’s  remark  about  equal  vision,  I think  is 
all  right  to  a certain  extent,  but  we  do  see  patients 
where  there  is  unequal  vision  of  a marked  degree,  and 
I think  in  these  instances  we  should  disregard  it 
because  we  later  find  that  the  eye  with  poor  vision, 
after  it  has  worn  a correction  for  a short  time,  will 
pick  up  and  build  up. 

The  psychology  of  refracting  patients  does  enter 
into  our  work,  and  I sometimes  wonder  if  we  do  not 
neglect  that.  For  a number  of  years  I had  in  my 
employ  an  optician  who  conducted  an  optical  shop. 
He  now  has  a prescription  optical  business  in  Cleve- 
land, Ohio.  I went  into  his  place  during  the  last 
meeting  of  the  American  Medical  Association  in 
Cleveland.  I noticed  at  one  side  a little  stand  with 
two  steps  going  up.  At  the  side  of  the  stand  was  a 
table.  Built  on  that  table  was  a music  rack.  On 
the  table  was  a deck  of  cards.  On  the  other  side  of 
the  table  was  one  of  those  things  our  mothers  stuck 
needles  in  and  kept  them  there.  I said,  “Lawrence, 
what  is  that?”  He  said,  “Oh,  that  is  a little  thing  I 
use.  These  patients  come  in  with  their  prescriptions, 
and  when  they  get  through  1 have  the  presbyopes 
walk  up  the  two  steps  and  down,  and  I show  them 
how  to  use  the  lower  segment  of  their  glasses,  so  as 
not  to  get  into  trouble.  If  it  is  a person  who  is  musi- 
cally inclined,  I put  them  down  at  the  music  rack 
at  just  about  the  distance  the  ordinary  musician 
places  the  music.  If  it  is  a bridge  addict,  I don’t 
exactly  deal  them  a hand,  but  I put  some  cards  on 
the  table.  If  it  is  an  old  lady,  I hand  her  a needle 
and  let  her  thread  it.”  That  is  good  psychology,  and 
it  is  something  we  might  use  a little  bit. 

Dr.  George  Albright,  Iowa  City:  I thoroughly 

believe  in  psychology,  but  I do  not  think  most  of  us 
are  ready  to  psychoanalyze  a patient  before  we  re- 
fract him.  According  to  Dr.  Malamud,  a proper 
psychoanalysis  requires  in  the  neighborhood  of 
three  years.  I differ  from  Dr.  Boiler  in  that  I like 
very  much  the  use  of  the  phoropter.  The  time  that 
I am  not  consuming  in  changing  lenses,  I can  use  for 
psychology.  Dr.  Dean  has  quite  properly  emphasized 
mental  as  well  as  physical  relaxation  of  the  patient. 
I do  not  think  it  contributes  very  much  to  the  pa- 


tient’s peace  of  mind  to  have  you  pushing*  a lens  up 
in  here  and  down  there,  skewing  it  around  and 
jiggling  the  frame  on  the  face  in  order  to  get  the 
proper  lens.  I do  find  they  are  greatly  relaxed  if 
these  changes  can  be  made  quickly,  easily  and 
painlessly,  and  allowing  them  time  to  estimate 
the  value  of  the  change  that  has  been  made.  Fifteen 
years’  experience  with  the  phoropter  has  convinced 
me  that  it  is  a very  satisfactory  method  of  refraction. 

Dr.  Wayne  J.  Foster,  Cedar  Rapids:  I want  to 

mention  the  great  time-saving  procedure  of  putting 
a patient  in  the  dark  room  and  doing  a very  careful 
retinoscopy  before  anything  else.  It  saves  consid- 
erable time. 

Dr.  Harold  J.  McCoy,  Des  Moines:  I would  like  to 
make  a little  confession.  I was  trained  in  refraction 
first  under  Dr.  E.  V.  L.  Brown  of  Chicago.  At  that 
time  he  was  using  atropine,  putting  in  drops  for 
three  days,  taking  one  eye  at  a time,  so  that  he 
would  not  get  too  much  disability.  I asked  him  about 
short  drops,  so  to  speak,  of  homatropine,  and  he  said 
he  had  used  those  for  ten  or  twelve  years  but  had 
never  been  satisfied  with  the  refraction,  so  he  used 
atropine.  When  I came  to  Des  Moines  they  were 
using  homatropine  and  cocaine,  so  I delved  into  that. 
I never  was  quite  satisfied,  so  I began  doing  refrac- 
tions without  a mydriatic,  studying  up  on  it  and  test- 
ing several  hundred  cases  with  and  without  cyclo- 
plegics  of  various  kinds.  In  other  words,  I worked 
at  it  a little  while  to  see  what  I could  learn.  I used 
the  retinoscope  on  the  naked  eye.  I got  a dollar 
rheostat  to  cut  light  down  in  a semi-dark  room  in 
which  the  pupil  dilates  fairly  easily,  and  a very  sat- 
isfactory examination  can  be  done,  in  my  estimation, 
in  a rather  short  time.  In  other  words,  you  can  get 
your  leads;  then  you  work  out  the  details,  as  prob- 
ably all  of  you  do.  Those  details  are  arrived  at  in 
your  own  individual  way,  but  suffice  it  to  say  there 
is  no  one  method  of  refraction  that  is  adequate  in 
all  cases. 

Regarding  the  phoropter  and  trial  lenses,  I think 
I can  shift  lenses  faster  than  you  can  handle  your 
phoropter.  I do  not  believe  that  some  of  these  fancy 
trial  frames  are  very  satisfactory.  You  need  a sim- 
ple one.  Set  the  lenses  in,  shift  them  around,  and 
be  quick  about  it. 

You  can  do  satisfactory  refractions  with  or  without 
a mydriatic,  if  you  work  at  it.  As  has  been  sug- 
gested, you  will  have  to  size  up  your  case  and  satisfy 
yourself  that  the  job  is  done  well. 

Whenever  the  various  phorias  present  themselves, 
you  should  question  the  general  medical  situation  of 
the  individual.  Many  times  some  general  or  local 
ailment  is  present.  W’e  should  be  slow  to  prescribe 
prisms  unless  the  phoria  is  definite,  persistent  and 
constant  in  degree. 

Dr.  Dean,  closing:  I agree  with  Dr.  Boiler  that 

we  must  have  our  patients  quieted  down.  When  an 
excitable  patient  comes  into  the  office,  the  first  thing 
she  does  is  to  twist  around  and  say,  “I  am  afraid  I 
can’t  see  what  you  want  me  to  see,  and  I just  know 
I can’t  answer  your  questions.”  If  you  tell  her  you 
are  going  to  blur  her  vision  and  that  you  do  not  want 
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her  to  see  clearly,  and  that  she  does  not  need  to  try, 
she  will  lose  all  nervousness.  That  is  good  psychol- 
ogy and  is  one  of  the  chief  values  of  the  Verhoeff 
charts  and  method. 

I imagine  Dr.  Boiler’s  trouble  in  using*  the  Verhoeff 
charts  is  that  he  does  not  get  the  whole  focus  in  front 
of  the  retina. 

Dr.  Darkness  speaks  of  the  use  of  atropine  chang- 
ing the  direction  of  the  cylinder  axis.  I have  found 
this  true,  but  when  I have  tested  the  eyes  without 
atropine  and  found  the  direction  of  the  axis  and  then 
with  atropine  find  it  changed,  I have  found  it  safer 
to  prescribe  the  cylinder  with  the  axis  where  it  is 
found  without  atropine.  I think  the  change  is  due  to 
an  unequal  tonicity  of  the  ciliary  muscle  and  when 
the  muscle  is  perfectly  relaxed  the  direction  of  the 
cylinder  axis  is  changed  sometimes. 

In  regard  to  the  cases  suitable  for  prescribing 
prism,  let  me  say  that  if  you  find  a phoria  which  is 
due  to  a muscle  unbalance  or  a lack  of  enervation, 
that  is  the  time  to  go  slow  in  prescribing  a prism. 
There  is  another  type  of  phoria  which  I call  an  ana- 
tomic type.  I have  had  patients  wear  the  same 
strength  of  prism  for  thirty-five  years  without  a 
change  in  the  amount  of  phoria.  There  is  no  case 
due  to  a lack  of  enervation  in  which  the  phoria  would 
stay  the  same  for  thirty-five  years.  When  you  find 
an  anatomic  phoria  you  should  correct  it  at  once  just 
as  you  prescribe  cylinders  for  astigmatism;  both  are 
anatomic  conditions  and  need  correcting. 

I read  a paper  on  prisms  at  the  American  Academy 
in  Philadelphia  in  1921.  In  discussion  Dr.  Hawley  of 
Chicago  said  he  had  been  prescribing  prisms  for  a 
good  while.  He  said  he  had  a patient,  a horseback 
rider,  who  complained  that  when  he  met  another 
rider,  there  would  be  two,  one  above  the  other.  Dr. 
Hawley  gave  his  patient  prisms,  base  up  for  one 
eye  and  down  for  the  other.  The  patient  returned 
later  saying  that  his  glasses  were  perfectly  satis- 
factory. Dr.  Hawley  said  he  looked  at  the  glasses 
and  found  that  the  optician  had  put  in  the  prisms 
wrong  side  up  for  each  eye,  but  that  the  effect  was 
good  because  it  threw  the  upper  horse  so  high  his 
patient  could  not  see  it. 


IMPROVED  MECHANICS  IN  MAGGOT 
THERAPY 

J.  James  Duffy,  M.D.,  Denison 

Since  the  advent  and  the  subsequent  proving 
up  on  the  practical  aspects  of  maggot  therap}' 
there  has  been  a great  deal  of  investigation  con- 
ducted upon  the  intrinsic  and  extrinsic  substances 
of  the  maggots  and  how  they  might  be  extracted  to 
render  available  some  more  simple  procedure  for 
their  use,  but  little  of  positive  value  has  been  ob- 
tained in  regard  to  improvements  for  using  them 
as  we  find  them,  i.  e.,  in  their  live  state. 

After  an  oral  investigation  carried  out  by  inter- 
rogating those  who  have  used  this  form  of  therapy, 
I found  that  it  had  very  quickly  fallen  into  dis- 


repute with  them  because  they  were  unable  to  con- 
trol the  maggots  within  the  confines  of  the  bone 
field ; because  the  cumbersome  sponge  rubber  gas- 
kets and  celluloid  covers  were  difficult  to  keep  in 
clo.se  apposition  with  the  .skin;  because  if  they 
succeeded  in  keeping  the  cover  and  the  gasket 
tight  the  wound  would  then  fill  up  with  the  puru- 
lent exudate  only  to  leak  out  through  the  gasket 
and  run  down  under  the  patient  thus  jmoducing 
a difficult  problem  in  hygiene  of  the  skin,  not  to 
mention  the  stench  created  in  that  sector  of  the 
hospital : because  the  adhesive  tape  used  to  hold 
the  cover  and  gasket  in  place  would  become  soiled 
and  the  .skin  beneath  infected;  because  the  usual 
semi-elevation  of  the  member  caused  the  exudates 
to  run  down  to  flood  one  end  of  the  field  while 
the  other  was  dry ; and  for  the  further  reason  that 
the  imj)lantation  of  the  maggots  themselves  con- 
stituted another  problem  vexing  beyond  words. 
In  the  latter  problem  the  maggots  of  course  arrive 
from  the  laboratory  in  a minimum  amount  of 
liquid  and  in  order  to  remove  them  saline  must  have 
been  addefl  to  suspend  them  long  enough  to  trans- 
fer them  to  the  infected  field.  If  enough  saline 
was  used  to  make  their  transfer  simple  then  there 
was  an  excess  of  liquid  in  the  bony  field;  if  a 
small  amount  was  used  many  of  the  maggots  were 
left  adherent  to  the  w'alls  of  the  shipping  container ; 
if  delay  ensued  during  the  implantation  the  mag- 
gots would  meanwhile  crawl  out  of  bounds.  Thus 
the  whole  task  from  the  beginning  to  end  became 
a cumbersome,  incomplete,  unsatisfactory,  ineffi- 
cient iirocedure,  because  the  number  of  maggots 
was  reduced  and  the  field  of  action  was  restricted 
because  of  the  above  listed  contingencies. 

Having  experienced  all  of  the  above  difficulties 
myself  I set  about  to  simplify  the  procedure,  to 
increase  the  per  maggot  efficiency  by  providing 
a feeding  ground  limited  to  the  diseased  bone  tis- 
sue. to  increase  the  mass  action  by  getting  all  of 
the  maggots  into  the  field  and  to  render  the  hygiene 
of  the  wound,  skin,  and  patient  practical. 

Since  using  these  immature  forms  I have  there- 
fore found  it  necessary  to  make  some  changes  in 
the  method  of  application,  the  method  of  preparing 
the  field  for  each  new  batch,  and  in  general  to  bring 
about  the  isolation  of  the  field  for  action  so  that 
they  would  spend  their  time  and  energy  in  the  war 
zone  and  not  in  the  adjacent  soft  tissues.  Since 
their  period  of  useful  stay  is  considerably  limited 
by  the  anti-qualities  which  the  patient’s  body 
builds  up  against  them,  it  becomes  apparent  that 
we  must  keep  their  activities  limited  as  largely  as 
possible  to  the  diseased  bone  tissue  if  we  are  to 
obtain  the  maximum  benefit  from  maggot  therapy. 
In  this  brief  article  I wish  to  point  out  tho.se  im- 
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provements  which  I have  devised.  Mechanical 
details,  difficult  to  describe,  will  be  clarified  by 
illustrations. 

The  operation  for  the  drainage  of  the  osteo- 
myelitis is  carried  out  with  radical  procedure  to 
expose  the  entire  involved  field.  A wide  ditch  is 
either  chiseled  or  sawed  so  as  to  expose  the  medul- 
lary canal,  and  the  bone  chips  are  removed  from 
the  field.  Personally  I prefer  the  chiseling  be- 
cause I can  see  with  each  chip  the  exact  condition 
of  the  bone  into  which  I am  progressing.  Cultures 
are  made  of  the  material  both  from  the  chips  and 
from  the  medullary  canal.  (Culture  material 
should  be  planted  immediately  without  permitting 
any  chilling  of  the  samples).  The  usual  curette- 
ment  of  the  dead  bone  is  carried  out  and  the 
wound  is  packed  widely  open  with  hot  saline  packs 
which  have  been  wrung  dry.  A tight  bandage  is 
applied  and  other  supportive  measures  incident  to 
the  immediate  postoperative  relief  of  symptoms 
are  carried  out.  Twenty-four  hours  later  the 
packs  are  removed  and  the  soft  tissues  are  now 
found  to  be  molded  apart  from  the  bony  field. 
Any  point  of  hemorrhage  is  carefully  checked  so 
that  the  field  is  dry,  and  the  time  for  implantation 
of  the  maggots  is  at  hand.  It  is  at  this  juncture 
that  most  of  the  technical  difficulties  arise,  first  in 
getting  the  maximum  number  of  maggots  into  the 
field,  and  second  in  keeping  their  field  of  action 
limited  to  the  bone.  Since  the  bone  bed  is  the 
most  dependent  it  naturally  fills  with  secretion 
first  and  thereby  impedes  the  direct  action  of  the 
maggots.  We  must  therefore  have  some  manner 
of  keeping  the  secretions  limited  to  their  minimum. 

The  first  improvement  which  will  be  found 
to  facilitate  the  efficient  form  of  treatment 
is  a metal  collar  which  holds  the  soft  tissues  in 
their  recently  molded  position  thus  keeping  them 
from  coapting  over  the  bone  trough  and  thereby 
keeping  the  infected  bone  field  freely  accessible  to 
the  maggots.  The  collar  which  I devised  is  a 
simple  strip  of  pure  sheet  copper  which  the  tinner 
]>repares  for  the  necessary  size.  The  edge  of  one 
side  of  this  strip  is  folded  over  to  produce  a rein- 
forced smooth  edge  which  will  occupy  the  posi- 
tion next  to  the  bone.  'I'he  other  edge,  about 
one-fourth  inch  wide,  is  folded  over  only  to  a 
ninety  degree  angle  thus  leaving  a shelf  like  effect. 
The  ends  of  the  band  are  bent  so  as  to  form  a 
locked  joint  when  the  band  is  bent  into  the  hooj) 
shape.  The  strip  is  now  bent  so  that  the  whole 
takes  the  shajic  of  a hoo]>  with  the  edges  on  the 
outside.  The  length  must  first  have  been  deter- 
mined and  an  inch  at  each  side  allowed  for  the 
width  of  the  collar.  Xicks  are  then  made  through 
the  edge  so  as  to  jiermit  the  curves  at  each  end  to 


form  freely  without  any  puckering  of  the  metal. 
The  object  of  this  shelf  will  become  apparent  di- 
rectly. A piece  of  strainer  screen  not  less  than 
90  mesh  is  cut  to  fit  the  top  of  the  collar  (i.  e.,  our 
one-quarter  inch  shelf),  and  is  fastened  down  with 
a light  ring  of  solder,  after  which  the  collar  is 
ready  for  electroplating.  A silver  plating  is  applied 
by  electroplating  process,  using  double  silver  cya- 
nide applied  at  two  amperes  and  six  volts.  This 
protects  tissues  and  maggots  from  any  copper 
chemical  actions.  All  of  the  above  technical  dif- 
ficulties are  now  needless  as  The  Zimmer  Manu- 
facturing Company  of  Warsaw,  Indiana,  manu- 
factures the  cages  in  pairs  made  from  stainless 
steel ; in  pairs  so  that  one  is  always  sterile  for 
changing  to  a new  batch  of  maggots ; in  different 
sizes  to  accommodate  the  varied  lesions  to  which 
they  may  be  applied. 

My  first  experience  with  these  maggots  and 
their  handling  as  outlined  by  Lederle  Laboratories 
was  that  it  was  hard  to  get  them  into  the  field 
without  losing  a great  many  of  them,  and  while 
one  was  trying  to  get  the  remaining  ones  out  of  the 
original  container  many  of  the  ones  in  the  im- 
jilanted  field  were  escaping.  Many  were  lost,  and 


the  efficiency  of  the  remaining  ones  was  diluted 
because  many  times  they  fed  on  the  soft  tissues 
which  were  more  accessible  than  the  deep  lying 
bone.  These  difficulties  I have  completely  over- 
come and  in  addition  I have  cut  down  the  time 
required  for  changing  batches. 

The  packs  are  now  removed  and  the  field  is  dry 
and  ready  for  the  first  inqilantation.  The  ap- 
jiropriately  sized  collar  is  tried  for  fitting  and  is 
found  to  I)e  snug  enough  to  be  held  in  jilace  hy 
the  soft  tissues.  Sometimes  a metal  shoe  horn 
is  necessary  to  slip  the  other  end  of  the  collar 
down  into  the  tissues  after  the  one  end  has  been 
butted  into  the  other  end  of  the  wound  down 
on  the  bone,  directly  over  tbc  trough.  The 
collar  now  being  appraised  the  right  size,  it  is 
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dried  with  sterile  gauze  after  having  been  rinsed 
with  sterile  saline,  and  is  then  given  a coating  of 
sterile  alboline.  The  container  of  sterile  maggots 
is  taken  from  the  icebox  and  to  it  is  added  very 
cold  saline.  The  cold  sterile  saline  keeps  them 
inactive  so  that  they  are  less  likely  to  crawl  away, 
if  any  delay  intervenes.  A copious  amount  of  the 


Anterior  view  of  eagre  tied  into  wound.  Edges  of  wound 
are  held  firmly  against  cage  by  circular  gauze  bands. 

cold  saline  is  added  until  all  are  removed  from 
the  edges  of  the  bottle.  In  the  meanwhile  the 
bottle  is  continuously  agitated  in  a rotary  manner 
to  keej)  them  free  of  the  walls.  With  the  collar 
held  in  the  left  hand  upside  down  in  strainer 
fashion  the  maggots  are  quickly  poured  into  the 
tormer  and  are  then  found  in  the  bottom  with  the 
saline  completely  drained  away.  The  collar  is 
quickly  inverted  and  slipped  into  the  position  over 
the  bone  where  it  is  firmly  held  by  the  soft  tissues. 
Wide  circular  gauze  bands  are  applied  around  the 
member  to  hold  this  firmly  in  place.  Nurses  are 
instructed  that  if  tightening  becomes  necessarv 
they  must  slip  something  under  the  band  and  not 
untie  it,  in  order  to  avoid  an  accident  or  the  pre- 
mature releasing  of  the  maggots. 

To  me  the  daily  care  of  the  wound  is  so  much 
better  than  the  old  method  that  there  is  little  com- 
parison. Regular  dressings  are  applied  against 


the  collar  over  the  .soft  tissues  and  these  can  be 
changed  frequently  without  interfering  with  the 
field  inside  the  collar.  These  dressings  take  uj) 
the  secretions  and,  probably  by  ca])illary  attrac- 
tion. they  keep  the  field  within  the  collar  drained 
also.  No  doubt  the  muscle  tonus  produces  enough 
motion  to  i>ermit  the  e.scape  of  fluids  around  the 
edges.  The  patient  is  free  from  that  nasty  manure 
{)ile  odor  so  characteristic  of  this  type  of  case.  No 
adhesive  is  necessary  to  protect  the  skin  edges 
as  these  are  covered  bv  the  dressings. 

The  final  improvement  in  technic  is  the  manner 
which  I use  to  free  the  wound  from  the  old  mag- 
gots. Its  greatest  asset  is  perhaps  in  time.  The 
collar  is  removed  and  the  wound  filled  with  three 
per  cent  hydrogen  peroxide  and  immediately  the 
foam  floats  them  all  out  of  the  wound.  This 
peroxide  is  continued  until  it  ceases  to  foam  and 
at  this  time  is  followed  by  saline  irrigation.  Since 
the  peroxide  is  such  a feeble  germicide  and  be- 
cause its  stability  is  so  limited  we  have  no  nee<l 
to  worry  about  it  affecting  the  new'  maggots.  It 
has  the  good  mechanical  effect  of  cleansing  out 
the  remaining  debris  as  the  now  fattened  maggots 
are  not  as  industrious  or  effective  as  when  they 
were  first  instilled. 

To  those  engaged  in  general  surgery  or  special- 
ized surgery  the  above  improvements  will  be  found 
to  conserve  time,  and  above  all  to  increa.se  the 
efficiency  of  the  maggots. 


THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCES 


BILATERAL  CONGENITAL  DISLOCA- 
TION OF  THE  HIP 

Donald  C.  Conzbtt,  M.D.,  Dubuque 

Congenital  dislocation  of  the  hip,  though  recog- 
nized since  the  days  of  Hippocrates,  had  been  con- 
sidered a hopeless  deformity  up  to  within  the  past 
half  century.  In  1826  Dupuytren,  after  dissec- 
tions and  anatomic  studies,  accurately  described 
the  lesion  but  concluded  that  corrective  treatment 
was  impossible.  This  situation  existed  until  Hoffa 
in  1890,  by  means  of  open  operation,  restored  a 
dislocated  head  to  the  acetabulum  and  secured  an 
anatomic  reposition  and  consequent  cure.  Shortly 
thereafter,  using  Hoffa's  work  as  a guide,  Lorenz 
was  able  to  secure  reductions  through  manipula- 
tive measures,  and  thus  was  introduced  the  popular 
named  “bloodless  operation,”  modifications  of 
which  are  generally  accepted  today. 
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The  etiology  of  this  entity  is  obscure  as  is  the 
dis])roportion  in  the  incidence  between  the  sexes. 
Eighty-eight  per  cent  according  to  Moore  occur 
among  girls.  Theoretically,  this  may  be  due  to 
the  wider  female  pelvis  and  consequent  laxity  of 
the  ligaments  about  the  joint.  Single  dislocation 
occurs  twice  as  frequently  as  the  bilateral  lesion. 
The  diagnosis  is  seldom  made  before  the  child  be- 
gins to  walk,  but  shortly  thereafter  the  "duck- 
waddle”  gait,  as  well  as  the  prominence  of  the  but- 
tock and  increasing  lordosis,  become  noticeable. 
The  diagnosis  is  made  complete  by  x-ray  examina- 
tion which  in  addition  to  demonstrating  the  up- 
ward and  backward  displacement  also  shows  the 
configuration  of  the  acetabular  cavity. 

The  treatment  of  congenital  dislocation  requires 
considerable  time  and  patience  on  the  part  of  both 
patient  and  surgeon  and  the  parents  should  early 
be  appraised  of  the  jiroposed  regimen.  Assurance 
of  a cure  depends  largely  on  the  age  of  the  child 
and.  of  course,  a bilateral  lesion  offers  a more  seri- 
ous problem  than  the  unilateral  type  of  deformity. 
Beyond  the  age  of  six  years  the  possibilities  of 
success  are  poor  through  the  use  of  the  closed 
method.  The  ideal  period  is  between  two  and  four 
years.  After  that  age  one  of  the  open  types  of 
reduction  offers  more  chance  of  success.  Whit- 
man briefly  lists  the  principles  of  the  Lorenz  oper- 
ation as  follows : “The  first  step  in  the  typical 
operation  is  to  overcome  the  resistance  of  the  tis- 
sues. namely  of  the  capsule  and  of  the  long  mus- 
cles that  have  become  structurally  shortened  in 
accommodation  to  the  upward  displacement  of  the 
head  of  the  femur.  The  second  step  is  to  reduce 
the  dislocation  or  rather  to  force  the  head  of  the 
femur  over  the  posterior  inferior  border  of  the 
acetabulum.  The  third  is  to  increase  the  securitv 
of  the  articulation  by  stretching  the  anterior  bor- 
der of  the  capsule.  The  fourth  is  to  fix  the  parts 
securely  in  a plaster  splint.” 

The  details  of  treatment  need  not  be  listed 
since  they  are  available  in  any  standard  orthopedic 
text.  .Several  factors,  however,  should  be  enum- 
erated. The  method  is  not  without  danger.  A 
general  anesthetic  is  es.sential  and  the  complete 
manij)ulation  and  application  of  the  plaster  casing 
ref|uires  the  better  part  of  one  hour.  The  general 
cf)ndition  of  the  child,  therefore,  must  be  known 
prior  to  treatment.  Accidetits  may  occur  during 
manipulation.  I.orenz  rej)orts  eleven  fractures  of 
the  neck  of  the  femur  and  fourteen  cases  of  paralv- 
sis  in  a series  of  4.S0  ca.ses.  Great  care,  therefore, 
must  l)e  used  in  attempting  reduction.  It  is  our 
custom  to  do  the  reduction  on  the  fluoroscopic 
table.  Though  the  rlegree  of  posterior  displace- 
ment cannot  be  determinecl,  and  considerable  dis- 


tortion exists  under  the  screen,  yet  a certain 
amount  of  correction  can  be  visualized.  When  e.x- 
treme  abduction  has  been  secured  the  posterior 
dislocation  can  be  more  easily  palpated  and  thumb 
pressure  will  frequently  lift  the  head  over  the 
posterior  acetabular  rim  with  an  audible  snap  that 
insures  reduction.  The  i)laster  casing  should  be 
well  i>added  and  strong  posteriorly,  as  the  child 
spends  a good  portion  of  his  time  in  the  sitting 
position.  We  further  encourage  the  use  of  a 
kiddy-car  when  reduction  is  complete.  By  use  of 
the  feet,  a jiressure  is  exerted  through  the  femoral 
head  which  aids  in  deepening  the  acetabular  cavity 
and  in  addition  helps  to  keep  the  child  amused. 
The  casings  are  changed  every  two  or  three  months 
and  the  degree  of  abduction  gradually  lessened, 
making  certain  with  each  change  of  cast  that  the 
position  is  maintained.  The  time  required  for 
treatment  varies  with  the  individual  but  usually 
requires  casting  for  a period  of  six  months  to  a 
year,  and  inspection  and  x-ray  check  for  a consid- 
erably longer  time. 

CASE  REPORT 

R.  B.,  a boy  three  and  one-half  years  of  age, 
was  fiivst  .seen  in  the  office  on  June  10,  19,56.  For 
the  pa.st  six  months  he  had  been  haying  osteopathic 
treatments  for  shortening  of  the  legs.  The  diag- 
nosis was  easily  made  for  the  “dnck-waddle”  gait, 
prominence  of  the  abdr^nen  and  lordosis  were  clas- 
sical. The  other  children  in  the  familv  were  nor- 
mal. There  was  no  history  of  birth  injury.  He 
did  not  walk  until  he  was  sixteen  months  of  age. 


P'iR.  1.  Cont?t‘nital  bilateral  dislocation  of  femur.  Note  poorly 
developed  acetabular  cavities.  The  femoral  heads  are  well  alM>ve 
the  acetabuli. 

.\s  he  gained  in  weight,  walking  became  more  difti- 
cull.  An  x-ray  examination  of  the  pelvis  verified 
the  diagnosis  (big.  1).  ’Fhe  following  day  under 
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ether  anesthesia  the  Lorenz  operation  was  done 
and  the  child  was  immobilized  in  plaster  (Fig.  2). 
Three  days  after  trimming  the  cast,  the  child  went 


Fig  2.  Following  non-operative  reduction.  Both  femoral  heads 
are  opposite  acetabular  cavities. 

home.  On  Sei)tember  21  the  casing  was  removed 
and  with  further  correction,  a new  plaster  dressing 
was  applied  (Fig.  3).  At  this  time  it  was  noted 


Fig.  3.  Photograph  of  the  patient  taken  at  home. 
He  is  able  to  walk  freely  about  the  yard  on  his 
kiddy-car. 


that  the  left  head  was  slightly  posterior,  but,  with 
the  marked  muscular  relaxation  which  had  been 
obtained,  the  head  was  slipped  over  the  posterior 
acetabular  margin.  Though  the  position  may  seem 
too  oroductive  of  discomfort,  the  child  is  perfectly 
hap]>y  and  goes  about  freely  on  his  kiddy-car. 


COMMENT 

Congenital  dislcxiation  of  the  hip  is  a curable 
lesion  if  seen  early.  When  the  deformity  is  bilat- 
eral the  prognosis  is  less  certain  of  success.  The 
Lorenz  manipulation  is  the  safest  method  of  re- 
duction up  to  four  years  of  age,  but  there  are 
complications  which  should  be  clearly  understood. 
Farly  diganosis  and  adequate  treatment  will  mini- 
mize the  possibility  of  a crippled  existence  in  this 
not  uncommon  deformity. 


CLINICAL  NOTES  FROM  THE 
COLLEGE  OF  MEDICINE 


REGIONAL  ILEITIS 

Raymond  Gregory,  M.D. 

Iowa  City 

Department  of  Internal  Medicine 
State  University  of  Iowa  Hospitals 

In  1932  Crohn,  Ginzburg  and  Oppenheimer^ 
described  fourteen  patients  with  a previously  un- 
recognized disease  of  the  small  intestine  affecting 
the  terminal  ileum,  mainly  in  young  adults,  and 
characterized  by  subacute  or  chronic  necrotizing 
and  cicatrizing  inflammation.  They  considered  the 
condition  to  be  a pathologic  and  clinical  entity. 
Ulceration,  accompanied  by  a very  marked  con- 
nective tissue  reaction  in  the  walls  of  the  involved 
portion  of  the  intestine  often  lead  to  stenosis  of  the 
lumen  of  the  terminal  portion  of  the  ileum.  The 
end  stages  of  the  disease  were  commonly  asso- 
ciated with  the  formation  of  multiple  fistulas  be- 
tw’een  the  ileum  and  various  intra-abdominal  or- 
gans, abscess  cavities,  and  the  external  abdominal 
wall.  Bargen^  and  his  associates  reported  a series 
of  eighteen  similar  patients  and  agreed  with  the 
findings  of  Crohn,  et  al.  In  1934  Crohn®  reported 
twenty-six  additional  cases  and  then  stated  that 
this  disease  may  occur  in  other  than  terminal  por- 
tions of  the  ileum. 

Harris^  and  Crohn®  independently  reported 
cases  in  which  the  jejunum  was  the  site  of  the 
same  type  of  pathologic  process,  and  Crohn®  has 
observed  several  patients  in  whom  there  was  in- 
volvement of  multiple  areas  with  long  strips  of 
normal  ileum  intervening.  In  addition  to  these 
two  larger  series  of  cases,  there  have  been  a 
number  of  smaller  series  and  individual  cases  re- 
ported by  a number  of  observers.  A total  of 
about  seventy-five  cases  of  this  disease  has  been 
reported®'  under  the  names  of  terminal 

ileitis,  regional  ileitis,  chronic  ulcerative  ileitis,  or 
chronic  cicatrizing  enteritis.  Regional  ileitis,  a 
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name  suggested  by  Bargen,  appears  to  be  the  most 
accurately  descriptive  term  and  is  the  one  most 
commonly  accepted. 

The  etiology  of  regional  ileitis  has  probably  not 
been  established.  Tuberculosis  and  syphilis  have 
been  suspected,  but  all  the  available  evidence  indi- 
cates that  neither  of  these  is  the  cause.  In  approxi- 
mately half  of  the  original  fourteen  patients  re- 
ported by  Crohn  and  the  eighteen  subsequently 
reported  by  Bargen,  at  least  one  or  more  abdominal 
operations,  usually  an  appendectomy,  had  pre- 
viously been  performed  without  amelioration  of 
symptoms.  In  patients  operated  upon  during  an 
early  stage  of  the  ileitis,  thickening  and  tumor-like, 
massive  inflammation  of  the  mesentery  and  small 
intestine  was  noted.  The  appendix  was  usually 
considered  to  be  subacutely  inflamed,  both  grossly 
and  micro.scopically  and.  therefore,  the  true  sig- 
nificance of  the  findings  in  the  terminal  ileum  was 
not  .suspected.  Crohn,  however,  believes  that  the 
process  never  goes  beyond  the  ileocecal  valve  and 
therefore  never  involves  the  appendix  directly. 

Corr  and  Boeck^'  reported  the  finding  of  Enta- 
moeba histolytica  in  the  stools  of  a patient  with 
symptoms  suggesting  regional  ileitis  but  feel  that 
this  was  purely  coincidental  for  the  following  rea- 
sons : lesions  of  the  small  bowel  due  to  this  parasite 
have  never  been  reported ; the  colon,  rectum  and 
liver  were  entirely  free  of  any  evidence  of  amebic 
invasion ; at  necropsy  the  amebae  could  not  be 
found  on  histologic  examination  of  the  involved 
ileum. 

Felsen'^  has  recently  observed  five  cases  which 
in  retrospect  were  clinically  compatible  with  a 
diagnosis  of  terminal  ileitis,  and  considers  the  dis- 
ease to  be  the  result  of  bacillary  dysentery.  At 
operation,  the  ileum  for  a distance  of  about  thirty 
centimeters  proximal  to  the  ileocecal  valve  was 
thickened  and  inflamed,  and  mesenteric  adenitis 
was  found.  In  one  ])atient  stool  cultures  and 
blood  agglutination  studies  showed  an  atypical 
Flexner  strain  of  Bacillus  dysenteriae.  In  two 
others,  the  Sonne-Duval  type  of  Bacillus  dysen- 
teriae was  found.  In  his  opinion,  the  rea.son  the 
specific  etiology  of  this  infection  is  not  recognized 
in  the  chronic  stages  is  that  secondary  nons])ecific 
infection  occurs.  Bacillus  dysenteriae  disappear, 
and  the  agglutination  titer  falls  to  normal  levels. 

CLINICAL  FEATURES 

Young  adults  comprise  the  large.st  number  of 
the  reported  cases.  In  one  series  the  ages  ranged 
from  seventeen  to  fifty-two  years,  the  average  be- 
ing thirty-two  years.  Only  two  patients  older  than 
forty  years  were  found.  The  male  sex  is  jirerloin- 
inantly  affected,  various  observers  reported  sex 
ratios  between  2:1  and  .t:1.  No  predisposing 


cause  has  been  discovered.  In  general,  the  patients 
run  a typical  course.  Most  of  them  are  ill  for 
several  months  to  years  before  a correct  diagnosis 
is  made.  The  symptoms  and  signs  depend  upon 
the  stage  of  the  disease  when  the  patient  is  seen, 
and  five  such  stages  have  been  recognized. 

Early,  the  signs  and  symptoms  are  those  of 
acute  intra-abdominal  inflammatorv  disease.  In- 
asmuch as  the  disease  is  most  often  found  in  the 
terminal  ileum,  the  signs  and  symptoms  are  in  the 
right  lower  quadrant  of  the  abdomen.  For  this 
reason,  it  is  very  difficult  or  impossible  to  dis- 
tinguish preoi>eratively  the  early  stage  of  regional 
ileitis  from  acute  appendicitis.  There  is  gen- 
eralized colic,  marked  tendency  for  the  pain  to 
localize  in  the  right  lower  quadrant,  pyrexia  of  101 
or  102  degrees,  and  a moderate  leukocytosis.  At 
operation  there  is  a greatly  thickened,  red,  and 
blotchy  terminal  ileum,  with  marked  edema  of  the 
surrounding  tissues  and  a slight  plastic  exudate  on 
the  ileal  wall.  The  thickened  and  edematous  mes- 
entery often  contains  numerous  large  lymph 
glands,  and  a small  amount  of  clear  fluid  may  be 
]wesent  in  the  abdomen.  The  future  course  of  the 
disease  at  this  stage  cannot  be  predicted  because 
although  there  may  be  resolution,  a majority  of 
the  patients  progress  to  the  chronic  stage. 

The  second  stage  of  the  disease  is  characterized 
by  the  symptoms  of  an  ulcerative  enteritis.  There 
is  colicky  pain  of  a diffuse  nature  and  a tendency 
to  diarrhea  with  two  to  five  daily  pussv,  mucoid, 
and  bloody  stools.  There  is  slight,  although  con- 
stant fever,  an  anemia  (the  hemoglobin  is  often 
as  low  as  30  per  cent),  and  loss  of  weight  and 
-Strength.  The  disease  at  this  stage,  therefore,  re- 
sembles idiopathic  ulcerative  colitis;  but  is  not 
accompanied  by  the  perirectal  abscesses  or  perianal 
fistulas,  so  commonly  complicating  ulcerative  coli- 
tis, because  the  rectum  and  colon  are  never  in- 
volved in  regional  ileitis. 

The  next  stage  of  the  disease  is  characterized  by 
symptoms  j)roduced  by  stenosis  of  the  bowel  and 
it  is  during  this  stage  that  most  of  the  patients  are 
commonly  encountered.  The  symptoms  are  those 
of  subacute  small  intestinal  obstruction,  as  evi- 
denced by  violent  cramps,  borborygmi,  attacks  of 
vomiting,  and  alternating  diarrhea  and  constipa- 
tion. There  is  visible  peristalsis  and  intestinal 
erection,  and  a palpable  mass  in  the  right  lower 
ipiadrant  is  practically  always  present.  Occasion- 
ally the  stenotic  phase  occurs  as  the  primary  mani- 
festation of  the  di.sea.se  but  usually  the  symptoms 
of  this  .stage  may  not  occur  until  .several  years 
after  the  onset  of  the  disease. 

The  fourth  stage  of  the  disease  is  characterized 
by  ])cr.sistent  internal  and  external  fistulas.  The 
latter  have  usually  resulted  from  operations  for 
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the  drainage  of  suspected  ajipendiceal  aiiscesses 
and  cannot  be  cured  by  simple  excision  as  is  the 
case  with  the  ordinary  fistula  which  occurs  in  this 
region  as  the  result  of  a ruptured  appendix.  Also, 
they  terminate  in  the  ileum  and  not  in  the  cecum, 
as  is  the  rule  with  appendiceal  fistulas.  Crohn  be- 
lieves that  persistent  external  fistulas,  in  the  ex- 
cised walls  of  which  tuberculosis  cannot  be  found, 
are  due  to  regional  ileitis  until  proved  otherwise. 
The  marked  persistence  of  these  fistulas  may  be 
contrasted  to  the  tendency  of  appendiceal  fistulas 
to  heal  spontaneously.  The  sigmoid  colon  often 
becomes  adherent  to  the  necrotizing  ileum,  and 
fistulas  between  these  two  hollow  viscera  develop. 
When  this  occurs  the  pain  is  very  frecjuently  ex- 
perienced in  the  left  lower  abdomen  so  that  a pal- 
pable mass  in  the  left  lower  abdomen  may  be  con- 
fused with  primary  disease  of  the  rectosigmoid 
area. 

In  the  late  cases  a tender,  firm,  somewhat  fixed 
mass,  the  size  of  a small  orange,  in  the  right  iliac 
region  can  usually  be  felt.  This  mass  is  composed 
of  hvperplastic  ileum,  the  stenotic  and  inflamed 
ileocecal  junction  and  a section  of  adherent  colon 
or  sigmoid.  Localized  suppuration  in  the  mesen- 
terv  or  elsewhere,  resulting  from  fistulas,  may  con- 
tribute to  the  mass.  Weakness,  rapid  and  progres- 
sive loss  of  weight,  and  anemia,  moderate  to  severe, 
practically  always  occur. 

PATHOLOGY 

'I'here  is  little  detailed  knowledge  available  con- 
cerning the  pathology  of  the  early  stages  of  this 
disease.  This  is  due  to  the  infrequency  with  which 
it  is  diagnosed  in  the  early  stages  and  the  lack  of 
resected  specimens  for  study.  Patients  operated 
u])on  for  appendicitis,  who  subsequently  developed 
the  late  stages  of  regional  ileitis,  have  been  de- 
scribed as  showing,  at  the  time  of  operation,  a 
terminal  ileum  which  was  thickened,  soggy  and 
edematous,  with  a blotchy  red  serosa.  The  mesen- 
tery of  the  terminal  ileum  is  also  thickened  and 
contains  numerous  hyperplastic  glands.  Owing  to 
the  possibility  of  spontaneous  resolution,  resection 
has  never  been  performed  at  this  stage  and  there- 
fore we  have  no  knowledge  of  the  intra-intestinal 
changes.  The  oldest  lesions  are  usually  found  just 
oral  to  the  ileocecal  valve.  Ulcers  of  the  mucosa 
about  one  centimeter  in  diameter  lying  in  the  long- 
axis  of  the  intestine  on  the  mesenteric  border  are 
often  found  sejiarated  by  normal  mucosa  from  the 
main  hypertrophic  mass  and  are  considered  to  be 
the  primary  lesions  of  the  disease.  The  character- 
istic, hypertrophic  process  is  usually  limited  to  the 
distal  twenty-five  to  thirty-five  centimeters  of 
terminal  ileum  and  shades  ofif  proximally  into  nor- 
mal mucosa.  The  normal  intestinal  folds  are  dis- 


torted and  broken  up  and  a series  of  small  linear 
ulcerations  are  nearly  always  present  in  a groove 
on  the  mesenteric  border  of  the  bowel.  The  sub- 
mucosal and  muscular  layers  of  the  bowel  are  the 
seat  of  marked  inflammatory  hyperjilastic  and  exu- 
dative changes.  As  a result,  the  wall  of  the  bowel 
becomes  enormously  thickened  and  greatly  en- 
croaches upon  the  lumen.  In  the  late  stages  the 
exudative  is  replaced  by  a fibrotic  and  stenosing 
process.  The  serosa  loses  its  gloss  and  frequently 
exhibits  tubercle-like  structures  on  the  surface. 
Tendency  to  perforation  is  a marked  feature  but 
seldom  occurs  into  the  free  peritoneal  cavity. 
However,  when  this  occurs,  a walled  oft'  abscess 
results.  The  chronic  nature  of  the  process  favors 
development  of  adhesions  to  omentum,  parietal 
peritoneum,  sigmoid  or  cecum.  No  specific  micro- 
scopic features  can  be  demonstrated,  but  stained 
sections  show  difTerent  degrees  of  acute  and 
chronic  inflammation  with  variations  in  predom- 
inance of  jiolymorphonuclear,  round  cell,  plasma 
cell  and  fibroblastic  elements.  In  some  cases  the 
presence  of  giant  cells  is  a striking,  but  not  essen- 
tial feature  of  the  condition.  Crohn  believes  these 
are  foreign-body  giant  cells  which  result  from  in- 
clusion of  vegetable  material  in  the  ulcer  and  that 
they  are  not  to  be  considered  indicative  of  tubercu- 
losis. Careful  pathologic,  cultural  and  animal  in- 
oculation studies,  particularly  by  Crohn  et  al,  have 
failed  to  show  any  evidence  that  regional  ileitis  is 
due  to  tuberculosis,  actinomycosis,  Hodgkin’s  dis- 
ease, lymphosarcoma,  or  syphilis.  In  none  of  his 
cases  has  there  been  an  associated  active  pulmon- 
ary tuberculosis  or  a positive  Wassermann  reac- 
tion. 

DIAGNOSIS 

In  general,  regional  ileitis  must  be  differentiated 
from  diseases  which  produce  a mass  in  the  right 
iliac  region,  particularly  when  accompanied  or  pre- 
ceded by  fever  and  diarrhea.  The  differentiation 
from  nonspecific  ulcerative  colitis,  the  disease 
most  commonly  confused  with  regional  ileitis,  can 
usually  be  made  by  sigmoidoscopy  and  the  roent- 
gen findings  following  the  barium  enema.  In  those 
cases  of  ulcerative  colitis,  however,  which  involve 
only  the  proximal  segments  of  colon  without  af- 
fecting the  rectum  and  sigmoid  regions,  this  dif- 
ferentiation is  difficult.  However,  it  is  only  in  the 
more  severe  cases  of  ulcerative  colitis  that  the 
process  involves  the  terminal  ileum,  and  even  in 
these  cases  only  a maximum  of  two  or  three  inches 
of  distal  ileum  is  involved.  In  regional  ileitis,  on 
the  other  hand,  all  of  the  damage  is  proximal  to 
the  ileocecal  valve.  Ileocecal  tuberculosis,  lympho- 
sarcoma, intestinal  or  mesenteric  tuberculosis. 
Hodgkin’s  disease,  sarcoma  of  tbe  intestines,  and 
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actinomycosis  of  the  cecal  region,  are  some  of  the 
diseases  which  should  be  considered  in  attempting 
to  establish  a diagnosis  of  regional  ileitis.  It  is 
desirable,  also,  to  consider  regional  ileitis  in  the 
differential  diagnosis  of  all  atypical  inflammatory 
or  malignant  conditions  of  the  colon.  Inasmuch 
as  early  resection  of  the  involved  bowel  at  this 
stage  is  the  treatment  of  choice  in  both  conditions, 
it  is  undesirable  to  delay  operative  attack  while 
waiting  for  an  accurate  diagnosis. 

Although  the  diagnosis  in  rare  instances  may 
he  made  on  clinical  grounds,  roentgen  study  of  the 
colon  with  the  barium  enema  should  always  he 
done.  This  is  of  value  in  two  ways:  the  colon  is 
most  often  found  to  he  normal  in  regional  ileitis 
and  a normal  colon  tends  to  exclude  ulcerative 
colitis.  If,  in  addition  to  the  usual  procedure,  the 
barium  is  made  to  regurgitate  into  the  terminal 
ileum,  the  abnormal  findings  characteristic  of 
regional  ileitis  may  usually  be  seen  provided  the 
disease  he  restricted  to  the  terminal  ileum,  as  is 
usually  the  case.  In  the  original  roentgenographic 
studies  of  these  patients  by  Crohn,  the  barium 
enema  was  not  considered  to  be  of  value  except 
when  the  result  was  negative.  He  relied  on  fre- 
quent observations  of  the  barium  motor  meal,  fol- 
lowing its  downward  course  to  the  diseased  por- 
tion of  the  ileum.  Rargen,  however,  believes  the 
barium  enema  with  regurgitation  into  the  ileum 
to  he  the  more  valuable  procedure.  Whether  the 
motor  meal,  barium  enema,  or  both  are  employed, 
the  pathognomonic  sign  of  this  disease  is  a mark- 
edly narrowed  ileum  shown  by  an  extremely  nar- 
row column  of  barium  which  extends  usually  over 
eight  to  twenty  inches  of  the  involved  gut.  This 
narrow  stream  of  barium  in  the  small  bowel  as 
shown  rocntgenographically  has  been  referred  to 
as  the  “string”  sign  and  is  said  to  be  the  most  valu- 
able single  item  of  evidence  in  the  diagnosis  of 
the  disease.  During  the  late  stages  a flat  film  of 
the  abdomen  may  show  the  usual  findings  of  in- 
testinal obstruction ; namely,  dilated  loops  of 
ileum  with  fluid  levels. 

TREATMENT 

Various  observers  have  generally  agreed  u])on 
the  proper  treatment,  particularly  of  the  late 
stages,  when  the  rlisease  is  most  often  diagno.sed. 
It  is  thought  that  medical  treatment  of  any  sort  is 
purely  palliative  and  more  or  less  futile  so  that 
surgical  intervention  with  resection  and  anasto- 
mosis is  the  treatment  of  choice.  Some  patients, 
however,  present  such  marked  involvement  of 
organs  other  than  the  intestines  that  some  type  of 
simple  ileocolostomy  without  re.section  must  he 
relied  u]>on  for  relief.  'I'he  necessity  of  perform- 


ing the  anastomosis  of  the  ileum  at  a point  suffi- 
ciently removed  from  the  diseased  portion  has 
been  emphasized.  Unless  this  is  done,  healing 
does  not  occur  and  subsequent  fistula  formation 
is  very  common.  Crohn  and  his  co-workers  feel 
that  the  operation  of  choice  in  terminal  regional 
ileitis  consists  in  the  division  of  the  ileum  three 
feet  from  the  ileocecal  valve,  closure  of  both  ends 
of  the  divided  ileum,  and  a side  to  side  ileotrans- 
versostomy.  Whenever  it  is  reasonably  possible, 
however,  the  diseased  portion  of  the  ileum  should 
he  resected. 
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BUREAU  OF  HUMAN  HEREDITY 

The  object  of  this  bureau  is  collecti'^n  on  as  wide 
a scale  as  possible  of  material  dealing  with  human 
genetics.  Later,  the  task  of  analyzing  and  distribut- 
ing the  information  will  be  added.  The  bureau  is 
directed  by  a council  representing  medical  and  scien- 
tific bodies  in  Great  Britain.  It  is  affiliated  to  the 
International  Human  Heredity  Committee,  which 
ensures  cooperation  in  all  areas  where  research  is 
proceeding. 

The  council  would  be  grateful  to  receive  all  avail- 
able material  from  institutions  and  individuals,  fur- 
nishing well-authenticated  data  on  the  transmission 
of  human  traits  whatever  these  may  be.  Pedigrees 
are  particularly  desired;  twin  studies  and  statistical 
researches  are  also  relevant.  As  research  workers 
and  others  who  send  in  material  may  in  some  cases 
wish  to  retain  the  sole  right  of  publication  (or  copy- 
right) those  who  so  desire  are  asked  to  accompany 
their  material  with  a statement  to  that  effect.  Ma- 
terial should  be  given  with  all  available  details  in 
regard  to  source,  diagnostic  symptoms  and  the  name 
and  address  of  the  person  oi'  persons  who  vouch  for 
accuracy.  .A.11  such  details  will  be  regarded  as  strictly 
confidential. 

Announcements  in  regard  to  the  services  under- 
taken by  the  bureau  will  be  published  from  time  to 
time.  Communications  should  be  addressed  to  the 
Rui'eau  at  ll.o  Gower  .Street,  London,  \V.(M,  Kngland. 
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CONTROL  MEASURES  AGAINST  SYPHILIS 

There  has  been  in  recent  months  a renewal  of 
interest  in  syphilis  and  in  the  attack  on  this  dis- 
ease. Under  the  leadership  of  Thomas  Parran, 
M.D.,  Surgeon  General  of  the  United  States 
Public  Health  Service,  steps  are  being  taken  in 
all  of  the  states  to  render  control  measures  more 
efifective  with  the  purpose  of  reducing  insofar 
as  possible,  the  morbidity  and  mortality  rates, 
which  until  now,  have  kept  syphilis  at  the  head 
of  the  list  of  communicable  or  infectious  diseases. 

O.  C.  Wenger,  M.D.,  Surgeon,  United  States 
Public  Health  Service,  was  in  Iowa,  October  28 
through  November  2,  to  advise  with  physicians 
and  health  officials  of  the  state  regarding  syphilis. 
On  the  evening  of  October  29,.  Dr.  Wenger  ad- 
dressed the  Iowa  State  Conference  of  Social  Wel- 
fare in  Des  Moines  on  the  subject:  “Care  and 
Control  of  Venereal  Disease.”  During  his  stay 
in  Iowa,  Dr.  Wenger  visited  the  State  Hygienic 
Laboratories  and  University  Hospitals  at  Iowa 
City,  conferred  with  officials  of  state  institutions 
at  IMarshalltown,  Woodward  and  Mount  Pleas- 
ant, and  with  interested  physicians,  nurses  and 
others  in  Des  Moines,  Cedar  Rapids  and  Burling- 
ton. Dr.  Wenger  has  made  similar  visits  to 
other  states. 

A symposium  on  syphilis  was  presented  to  the 
health  officers,  epidemiology  and  laboratory  sec- 
tions of  the  American  Public  Health  Association, 
at  the  Sixty-fifth  Annual  Meeting,  held  in  New 
Orleans,  October  20-23,  1936.  Administrative  as- 
pects of  syphilis  were  presented  in  a paper  by 
J.  N.  Baker,  M.D.,  State  Health  Officer  of  Ala- 
bama. George  H.  Ramsey,  M.D.,  Assistant 
Commissioner  for  Preventable  Diseases,  New 
York  State  Department  of  Health,  discussed  epi- 
demiologic aspects  and  A.  H.  Sanford,  M.D., 
Mayo  Clinic,  Rochester,  Minnesota,  laboratory 
aspects  of  syphilis.  The  discussion  was  opened 
by  Thomas  Parran,  M.D.,  Surgeon  General, 
United  States  Public  Health  Service,  Washing- 
ton, I).  C. 


lotm’s  Part  in  the  Struggle  Against  Syphilis  ^ 

One  of  the  most  encouraging  things  about  syph-  [ 
ilis,  is  that  specific  remedies  are  at  hand  with 
which  to  bring  about  arrest  and  apparent  cure 
in  a large  percentage  of  all  patients,  whose  con- 
dition is  recognized  early  and  who  receive  ade- 
quate treatment.  According  to  clinicians  and 
syphilologists,  adequate  treatment  calls  for  at 
least  twenty  treatments  of  arsphenamine  and 
twenty  of  bismuth,  the  latter  administered  intra- 
muscularly. Another  encouraging  feature  is  that  , 
funds  are  available  at  this  time  through  the 
United  States  Public  Health  Service,  making  pos- 
sible more  effective  carrying  out  of  the  necessary 
control  measures.  A third  heartening  aspect  is 
the  interest  of  physicians  and  their  willingness  to 
enlist  in  continued  efforts  to  limit  the  spread  of 
syphilis.  In  brief,  the  program  in  Iowa  centers  i 
attention  upon  the  need  for : 

1.  More  complete  reporting  of  cases. 

As  pointed  out  in  the  August,  1936,  number 
of  the  Journal  (pages  481-482),  the  reporting 
of  syphilis  in  Iowa,  is  very  incomplete.  In  order  i 
for  a program  to  be  effective,  we  must  realize  the  ' 
extent  of  the  problem.  More  complete  reporting  | 
will  help  greatly  in  providing  knowledge  regard- 
ing the  incidence  or  prer-alence  of  syphilis  in  this 
state.  In  connection  with  reporting,  it  is  desirable  i 
that  time  of  exposure  and  of  onset  of  symptoms 
be  stated,  so  that  early  and  late  cases  may  be  l 
reported  as  such. 

2.  Supplying  of  arsphenamine  and  bismuth. 

The  State  Department  of  Health  agrees  to  for- 
ward a supply  of  neoarsphenamine  and  bismuth 
for  use  in  cases  of  syphilis  reported  in  the  early  | 
stages.  j 

3.  Investigation  of  early  cases.  ; 

It  is  desirable  that  information  relative  to  the  | 

source  of  infection  in  reported  cases  be  as  com-  f 
plete  as  possible  and  that  follow-up  work  be  car-  | 
ried  out  by  physicians  and  nurses  to  determine  I 
contacts,  these  to  be  placed  under  medical  super-  ‘ 
vision. 
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4.  Discovery  of  new  cases. 

This  work  is  dependent  largely  upon  routine 
taking  of  blood  specimens  and  the  Wassermann 
test. 

5.  Adequate  facilities  for  treating  the  indigent. 

In  some  of  the  counties,  this  work  is  already 

well  organized ; extension  of  similar  facilities  to 
other  counties  is  desirable. 

6.  Education  regarding  means  of  control  and  pre- 
vention. 

Physicians  desiring  a copy  of  a reprint  entitled 
“Standard  Treatment  Procedure  in  Early  Syph- 
ilis, A Resume  of  Modern  Principles,”  will  re- 
ceive such  copy  on  request  from  the  Iowa  .State 
Department  of  Health,  Des  Moines,  Iowa. 


TUBERCULOSIS  THROUGH  THE  YEARS 

Reports  of  recorded  cases  of  and  deaths  from 
a communicable  disease  assume  increasing  sig- 
nificance and  value  through  the  course  of  years. 
The  steady  downward  trend  of  mortality  due  to 
tuberculosis  is  strikingly  apparent  when  the  total 
annual  deaths  covering  a period  of  twenty-eight 
years  are  shown  in  graphic  form.  (See  the  ac- 
companying bar  diagram,  Eig.  1.)  As  compared 
with  the  yearly  mortality  records,  reported  cases 
of  tuberculosis  (stippled  bars)  are  woefully  in- 
adequate and  for  certain  years  entirely  lacking. 
Information  on  which  the  diagram  is  based  was 
obtained  in  part  from  biennial  reports  of  the  Iowa 
State  Department  of  Health.  Although  the  first 
biennial  report  of  the  department  covered  the  year 
1880,  records  of  annual  tuberculosis  morbidity 
and  mortality  in  the  state  do  not  antedate  1908. 
During  the  decade  1910-1919,  there  is  no  record 
of  any  cases  having  been  reported.  (Eig.  1.) 

Attention  has  already  been  directed  to  the  fact 


tuberculosis  cases  and  deaths  in  IOWA  FOR  THE 
28-year  period  1908-1935 


that  in  past  years,  the  number  of  reported  cases 
of  tuberculosis  in  Iowa  has  been  considerably 
below  the  annual  number  of  deaths  from  the  dis- 
ease. The  minimum  standard  calls  for  the  re- 
jiorting  of  at  least  two  cases  of  tuberculosis  for 
each  death  which  occurs  during  the  course  of  a 
year.  Eor  example,  if  600  Iowa  persons  die  of 
tuberculosis  in  1936,  reported  cases  of  the  disease 
for  this  year  should  total  at  least  1,200.  A 
method  has  been  instituted  with  the  purpose  of 
obtaining  more  complete  reporting  of  cases  by 
attending  physicians.  The  method  consists  of  for- 
warding a letter  to  physicians  who  receive  a re- 
port from  the  State  Hygienic  Laboratories,  in- 
dicating the  pre.sence  of  tubercle  bacilli  in  a 
sputum  specimen.  The  letter  and  enclosures 
stress  the  need  for  the  reporting  of  active  cases 
of  inilmonary  tuberculosis  and  make  available 
to  the  physician  attractive  literature  obtainable 
from  the  Iowa  Tuberculosis  Association.  The  re- 
sponse to  the  above  mentioned  letter  on  the  part 
of  physicians  has  been  gratifying.  It  is  entirely 
po.ssible  that  reporting  of  tuberculosis  in  Iowa  may 
now  approach  and  possibly  exceed  the  minimum 
standard  of  reporting. 


PREVALENCE  OF  DISEASE 


Diphtheria  

September,  1936 
13 

August,  1936 
13 

September,  1935 
68 

Most  Cases  Reported  From 
Black  Hawk,  Osceola,  Polk 

Scarlet  Fever 

93 

79 

1.52 

Woodbury,  Black  Hawk 

Typhoid  Fever.. 

15 

22 

27 

Dubuque,  Polk 

Smallpox  

11 

7 

3 

Woodbury 

Measles  

9 

3 

7 

For  State 

Whooping:  Cough  . 

41 

50 

51 

Black  Hawk,  Lee 

Cerebrospinal  Meningitis 

, 2 

8 

1 

Black  Hawk,  Greene 

Chickenpox  

. 11 

15 

28 

For  State 

Mumps  

17 

28 

66 

For  State 

Poliomyelitis  

24 

6 

15 

Polk 

Tuberculosis  

59 

42 

42 

For  State 

Undulant  Fever 

12 

15 

6 

For  State 

Syphilis  

187 

88 

1.35 

For  State 

Gonorrhea  

127 

184 

227 

For  State 
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IMMUNIZATION  PLANS  IN  IOWA 

Diphtheria  immunization  has  lieen  under  way 
in  the  United  .States  for  the  past  fifteen  years, 
hut  only  recently  has  a greatly  enlightened  puhlic 
permitted  an  equally  aroused  medical  profession 
to  start  an  active  campaign  to  eradicate  this  wholly 
unnecessary  disease,  which  in  the  ]iast,  carried  an 
alarmingly  high  mortality  rate.  Numerous  re- 
ports during  the  last  two  or  three  years  reveal 
the  fact  that  the  profession  is  awake  to  the  seri- 
ousness of  this  problem.  Intensive  campaigns, 
designed  e.specially  to  reach  the  age  group,  six  to 
twenty-four  months,  have  been  conducted  in  many 
states,  and  Iowa  is  well  toward  the  front  in 
planning  and  carrying  out  efifective  measures  to 
prevent  diphtheria  from  exacting  its  previous  high 
toll  of  infant  lives. 

W'hen  the  Social  Security  Act  was  drafted,  an 
important  feature  was  a provision  for  immuniz- 
ing children  against  disease.  In  Iowa  this  im- 
munization program  has  been  confined  to  diph- 
theria, and  still  further  limited  to  those  rural  dis- 
tricts of  the  state  which  showed  the  highest  death 
rates  from  the  disease.  The  work,  which  is  con- 
ducted under  the  direction  of  the  State  Depart- 
ment of  Health  in  accordance  with  the  outline 
printed  in  the  August  issue  of  the  Journal,  has 
already  been  completed  in  the  following  counties: 
.Adams,  Appanoose,  Dallas,  Davis,  Decatur,  Keo- 
kuk, Louisa,  Lyon,  Aladison,  Mills,  Monona,  Mon- 
roe, Page,  Polk,  Poweshiek,  Ringgold  and  Shelby. 
The  number  of  children  immunized  in  these  coun- 
ties totals  6,989,  and  the  result  has  been  a decrease 
of  58  per  cent  in  the  number  of  cases  reported 
for  1936  as  compared  with  the  corresponding 
period  for  1935.  This  program  is  in  the  process 
of  being  completed  in  Audubon,  Crawford,  Han- 
cock, Harrison,  Winnebago,  and  Woodbury  coun- 


November,  1936  if 

ties,  where  2,930  children  have  been  immunized,  j; 
The  decrease  in  the  number  of  cases  in  these  coun-  '!• 
ties  is  only  fourteen  per  cent.  , 

As  mentioned  above,  this  procedure  reaches 
only  those  children  in  rural  areas  of  the  state.  In  | 
Polk  County,  the  Des  Moines  Academy  of  Medi- 
cine and  Polk  County  Medical  Society,  and  the 
Parent-Teacher  Association,  with  the  cooperation  : 
of  the  City  Health  Department,  the  Public  Health  | 
Nursing  Association,  and  the  School  Nursing  Bu-  } 
reau,  have  recently  launched  their  second  annual  ! 
campaign  to  eradicate  diphtheria  from  Polk  i 
County.  Their  goal  is  to  immunize  two-thirds 
of  the  3,000  infants  born  in  Polk  County  every 
year.  To  this  end  a number  of  physicians  agreed  ' 
to  inoculate  for  one  dollar  every  child  between 
'the  ages  of  six  months  and  two  years,  who  is 
brought  to  their  offices,  Saturday  mornings  from 
eleven  to  twelve  o’clock,  on  October  31,  Novem-  , 
ber  7,  14,  21  and  28.  Well  written  pamphlets  , 
have  been  circulated  among  parents  of  this  pre-  ; 
school  age  group,  pointing  out  the  wisdom  of  early  | 
immunization,  and  urging  each  parent  to  take  ad-  ' 
vantage  of  this  opportunity  of  safeguarding  his  i 
child’s  future  welfare. 

We  would  urge  jihysicians  in  other  cities  and 
counties  in  Iowa  to  investigate  the  diphtheria  , 
situation  in  their  immediate  vicinity  and  to  deter-  | 
mine  the  advisability  of  inaugurating  some  such  { 
program.  The  January,  1935,  issue  of  the  Jour- 
nal carried  an  outline  of  the  Council  Bluffs  plan 
of  immunization  which  was  conducted  most  suc- 
cessfully by  the  combined  efforts  of  all  the  phy- 
sicians of  that  city.  It  is  believed  that  these  two 
examples  constitute  the  only  movements  toward 
a mass  program  of  immunization  originating  with- 
in the  local  county  societies.  Approximately  3,800 
children  have  been  immunized  in  Keokuk,  Fort 
Aladison,  Ottumwa,  Oskaloosa,  Cedar  Rapids  and 
Muscatine  where  the  physicians  have  cooperated 
with  the  State  Department  of  Health  under  a ] 
modified  form  of  the  two  plans  already  discussed.  ' 

Last  year  the  number  of  reported  cases  of  dijih-  t 
theria  for  Iowa  totaled  599,  as  compared  with  | 
287  reported  cases  from  January  through  October  || 
of  1936.  The  number  of  deaths  from  diphtheria  ji 
during  1935  was  56,  while  deaths  recorded  for  ' i 
1936,  from  January  through  August,  reach  onh'  I 
sixteen.  With  wholehearted  cooperation  from  l 
the  medical  profession,  the  federal  government, 
and  various  public  health  agencies,  there  is  no  ' 
longer  any  excuse  for  a death  from  this  disease.  , 
and  it  is  to  be  hoped  that  parents  in  Iowa  i 
will  be  fully  cognizant  of  the  benefits  to  be  de- 
rived from  an  educational  program  of  this  na-  ; 
ture.  It  is  important  for  physician  and  patient  . 
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alike  to  recognize  the  educational  element  in  this 
approach  to  the  problem  of  preventing  diphtheria. 
None  of  these  programs  has  been  advocated  as  a 
permanent  procedure,  but  rather  plans  to  be  fol- 
lowed until  the  public  automatically  accepts  im- 
munization as  one  of  the  necessities  of  life.  The 
burden  of  proof  falls  on  the  physician,  and  he 
should  accejit  the  task  with  a full  appreciation  of 
the  duties  and  privileges  involved  in  .so  great 
an  undertaking. 


MECHANIZED  DISPLAYS  FURTHER 
HEALTH  EDUCATION 

The  economic  and  cultural  achievements  of 
the  past  century  cannot  be  reckoned  without  due 
attention  to  those  advances  in  the  medical  sciences 
which  have  so  signally  marked  this  period.  The 
Century  of  Progress  Exposition  in  Chicago,  rec- 
ognizing this  fact,  planned  an  unprecedented  med- 
ical disjilay.  They  employed  a new  visual  ap- 
proach by  mechanizing  their  demonstrations. 
They  presented  demonstrations  in  physiology, 
anatomy,  and  the  problems  of  public  health,  in 
such  an  attractive  and  fascinating  manner  that 
before  the  first  summer  had  passed  the  Exposition 
authorities  realized  by  the  avid  interest  of  the 
Pair  patrons  in  these  exhibits  that  they  had  a 
definite  commercial  value  and  therefore  began 
a search  for  additional  and  more  novel  displays 
for  a second  season.  The  continued  interest  of 
the  public  in  these  medical  disjdays  during  the 
second  season  entirely  justified  their  anticipation. 

At  our  own  State  Fair,  this  year,  the  State  De- 
partment of  Health,  at  considerable  expense  and 
effort,  captured  the  attention  of  thousands  of 
fair-goers  by  their  visual  demonstrations  in  the 
medical  sciences.  At  no  time  in  the  past  has  a 
health  demonstration  been  so  generously  attended. 
The  recent  medical  di.splay  of  the  Scott  County 
Medical  Societ)%  reported  in  the  September  issue 
of  the  Journal,  centers  about  the  ])rinciple  of  a 
visual  approach  in  health  education,  and  the  suc- 
cess of  this  display,  which  was  entirely  gratifying 
to  its  sponsors,  demonstrates  the  ])ossibilities  of 
health  education  as  a county  society  activity. 
These  and  many  other  successful  efforts  in  lav 
education  in  the  medical  sciences  surely  demon- 
strate that  the  average  man  welcomes  informa- 
tion concerning  his  own  body  and  its  functions 
as  well  as  the  i)rinciplcs  of  health  control  when 
this  information  is  presented  to  him  in  a form 
which  is  attractive  and  which  is  well  within  his 
power  of  comprehension.  Certainlv  these  efforts 


strikingly  emphasize  the  superiority  of  this  mode 
of  approach  over  the  earlier  methods  employed. 

In  view  of  these  facts,  it  is  not  -at  all  sur- 
prising to  note  that  health  and  medical  exhibits 
are  to  be  stressed  at  the  New  York  World’s  Fair 
for  1939  which  is  being  planned  at  this  time.  The 
sponsors  of  this  Fair  have  announced  five  major 
objectives  in  their  program  of  presenting  medi- 
cal science  and  related  health  problems  to  their 
patrons.  They  propose  a complete  coordinated 
health  and  medical  exhibit,  illustrating  for  public 
education,  the  results  of  medical  research.  This 
exhibit  will  furnish  the  Fair  a nucleus  for  a 
large  group  of  commercial  exhibits  of  products 
related  to  health,  and  it  is  planned  to  make  this 
exhibit  the  nucleus  for  a permanent  institution 
fashioned  after  the  very  famous  Museum  of 
Hygiene  at  Dresden,  Germany.  A second  proj- 
ect is  a model  health  village  constantly  demon- 
strating health  equipment  and  methods  in  daily 
use  by  individuals,  families,  and  communities. 
Here  in  model  homes  built  with  consistent  at- 
tention to  details  which  affect  the  health  of  the 
occupants  and  equipped  with  every  device  which 
modern  industry  affords  for  health  protection,  a 
selected  group  of  people  trained  to  observe  health 
rules  will  live  during  the  Fair.  In  furtherance  of 
this  idea,  the  board  plans  to  emphasize  at  every 
appropriate  point  throughout  the  Fair,  by  pro- 
tective devices  and  services  installed  for  the  bene- 
fit of  visitors,  the  value  of  sanitation  in  the  pro- 
tection of  health. 

Agreeable  to  this  thought,  they  further  pro- 
pose a strict  censorship  of  medical  products  and 
other  commodities  sold  or  promoted  on  a health 
basis.  In  the  language  of  its  sponsors,  the  aim 
of  the  medical  center  and  exhibits  is  to  present 
“the  material,  social,  and  professional  equijiment 
now  available  to  soc’iety  for  its  health  protection 
and  promotion,  and  to  provide  a dramatic  visual- 
ization of  the  brilliant  possibilities  for  a humanity 
fully  served  with  these  facilities.’’  It  is  further 
interesting  to  note  that  in  recognition  of  the  prev- 
alence of  degenerative  diseases,  the  medical  center 
will  devote  considerable  attention  to  such  dis- 
eases as  cancer,  nephritis,  diabetes,  and  various 
forms  of  circulatory  impairment,  indicating  that 
much  may  be  done  to  prolong  the  lives  of  tliose 
who  suffer  from  these  diseases,  and  urging  early 
medical  attention  where  ill  health  is  recognized. 

Certainly  the  ])lans  of  the  Fair  committee  are 
in  every  sense  commendable  and  if  the.se  plans 
are  carefully  executed,  the  New  York  World's 
Fair  may  even  surj)ass  the  Century  of  Progress 
exhibition  in  educating  the  i)ublic  in  medical  facts 
so  vitallv  affecting  their  evervdav  lives. 


648 


Journal  of  Iowa  State  Medical  Society 


November,  1936 


NURSES  IN  GRAY 


Public  health  nursing  was 
inaugurated  by  the  Red  Cross 
in  1912  and  developed  slowly 
until  after  the  War.  Since 
that  time  it  has  reached  into 
thousands  of  communities  to 
provide  bedside  nursing  and 
health  education,  and  has  be- 
come the  greatest  contribution 
of  the  Red  Cross  to  the  nation- 
wide health  movement.  Tn  the 
past  tw'elve  months  700  Red 
Cross  public  health  nurses 
have  made  more  than  one  mil- 
lion home  visits  to  patients. 

They  have  gone  into  schools 
and  inspected  more  than  600,- 
000  children,  detected  defects 
before  serious  complications 
set  in  and  sent  many  children 
to  doctors,  dentists  and  ocu- 
lists for  corrections  which  have  made  school  work 
easier  and  safeguarded  future  development.  In- 
structing children  in  health  habits  has  become  an 
increasingly  important  phase  of  the  .school  work 
of  Red  Cross  public  health  nurses. 

One  of  the  many  epidemics  in  which  Red  Cross 
public  health  nurses  helped  stem  the  spread  of 
disease,  occurred  last  fall  in  a little  Colorado 
mining  town.  In  this  isolated  coinmunitv,  with 
only  two  doctors,  and  located  twenty-eight  miles 
from  the  nearest  hospital,  scarlet  fever  broke  out, 
followed  by  several  cases  of  diphtheria  and  mumps. 
At  the  request  of  the  mine  physicians,  the  local 
Chapter  Chairman  asked  that  Red  Cross  nurses 
be  sent  in  to  help  meet  the  situation.  These 
nurses  made  a daily  inspection  of  355  school  pupils 
and  assisted  with  the  immunization  of  325.  Rec- 
ognition of  their  splendid  services  was  made  in  a 
letter  of  appreciation  from  one  of  the  mine  phy- 
sicians who  said  in  part,  “Please  accept  our  ap- 
preciation and  deep  gratitude  for  the  s])lendid 
sujiport  your  staff  of  nurses  has  extended  to  this 
community.  Without  your  generous  helj)  we 
most  certainly  would  have  been  the  victims  of 
disaster.  At  least  three  of  our  scarlet  fever  pa- 
tients undoubtedly  would  now  be  lost.  Their 
lives  have  been  saved  by  the  intelligent  and  tire- 
less efforts  of  the  Red  Cross  nurses.”  Late  last 
fall  eight  Red  Cross  nurses  were  sent  to  Spencer 
County,  Kentucky,  to  cooperate  with  the  State 
Board  of  Health  in  blotting  out  an  epidemic  of 
tyjihoid  fever  which  had  spread  alarmingly  before 


its  seriousness  was  appreciated. 
Spencer  County  is  a rural  re- 
gion and  these  Red  Cross 
nurses  had  to  wade  creeks,  use 
boats,  travel  through  the 
woods,  over  railroad  trestles 
and  across  swinging  bridges 
to  reach  their  patients,  car- 
rying with  them  pails  to 
wash  clothes,  chlorinated  lime, 
nightgowns,  blankets,  soap, 
towels ; everything  that  the 
stricken  family  might  need. 

In  addition  to  the  more  than 
700  full-time  Red  Cross  nurses 
there  are  nearly  2,000  Red 
Cross  nurses  working  in  hos- 
pitals and  institutions  or  em- 
ployed on  private  cases  who 
devote  a jiart  of  their  time  to 
teaching  home  hygiene  and 
care  of  the  sick  to  classes  in  their  locality.  This 
program  is  designed  to  teach  people  to  helj)  them- 
selves. their  families  and  friends  in  giving  in- 
telligent sick  room  care  in  instances  where  the 
services  of  a trained  nurse  are  not  required.  It 
is  one  of  the  most  important  nursing  activities 
of  the  Red  Cross  because  through  such  instruc- 
tion it  is  possible  to  reach  thousands  more  homes 
than  Red  Cross  nurses  can  find  time  to  visit.  In 
many  of  the  more  sparsely  settled  areas  of  the 
country  a single  nurse’s  territory  may  include  sev- 
eral hundred  square  miles  and  it  is  obviously  im- 
])ossible  for  her  to  cover  all  parts  of  it  every  day : 
hut  by  carrying  on  classes  in  home  hygiene  and 
care  of  the  sick  at  central  points  she  can  reach 
the  majority  of  homes  in  the  area  and  still  have 
time  to  make  bedside  visits  to  those  patients  who 
most  need  her.  This  instruction  is  not  a sepa- 
rate and  independent  health  activity ; rather,  it 
serves  as  a means  of  interpreting  community 
health  jirograms,  both  in  the  school  and  in  the 
home.  It  is  an  integral  part  of  community  health 
work,  and  is  an  outstanding  activity  in  the  pre- 
vention of  human  disease. 

The  Red  Cross  is  dependent  upon  membership 
dues  each  year  to  administer  its  nursing  services 
and  to  carry  on  its  work  of  disaster,  veteran  and 
civilian  relief,  first  aid  and  life  saving  instruction, 
and  other  activities.  You  share  in  the  work  of 
the  Red  Cross  by  enrolling  as  a member  and  your 
dues  support  its  programs.  Join  during  the  Roll 
Call,  November  11  to  26. 
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SPEAKERS  BUREAU  ACTIVITIES 


MEDICAL  EDUCATION  AND  COLLEGE 
STUDENTS 

Last  winter  the  Speakers  Bureau  offered  the  col- 
leges in  the  state  the  opportunity  of  having  speak- 
ers present  to  their  students  a series  of  talks  on  the 
romance  of  American  medicine.  The  offer  was  re- 
ceived very  enthusiastically  by  most  of  the  colleges, 
and  about  fifty  requests  for  talks  were  received. 
Owing  to  the  very  unseasonable  winter  Iowa  ex- 
perienced, some  of  these  talks  had  to  be  cancelled, 
but  over  twenty-five  were  given.  Reports  on  these 
sent  to  the  Bureau  by  the  heads  of  the  different  col- 
leges were  that  the  talks  were  very  interesting,  and 
seemed  to  be  enjoyed  very  highly  by  the  students. 

This  same  work  will  be  carried  out  this  winter, 
and  arrangements  are  already  being  made  for  an  ex- 
tensive series  of  talks  at  Grinnell  College.  These 
will  be  presented  to  the  freshman  men  and  women 
during  the  second  semester.  The  tentative  schedule 
of  lectures  is  outlined  below: 

1.  The  Body  and  Its  Functions 

General  considerations;  the  ten  systems  (skel- 
etal, muscular,  nervous,  circulatory,  tegumen- 
tary, respiratory,  alimentary,  excretory,  en- 
docrine, and  reproductive) 

2.  Medical  Science  in  the  Service  of  Health 

Ailments;  medical  service 

3.  Upkeep  and  Energy  Supply 

Food;  nutrition 

4.  Digestion  and  Elimination 

5.  The  Use  of  Energy  in  Activities 

Muscular;  mental;  eye  work;  leisure  and  rec- 
reation 

6.  By  Products  of  Activity  and  Energy  Renewal 

Waste  removal;  fatigue;  renewal  of  energy 

7.  Body  Mechanics 

Posture;  feet 

8.  Thermal  Regulation 

Automatic  control  of  temperatures;  aiding 
temperature  regulation 

9.  Cleanliness  and  the  Appearance 

Bathing;  complexion;  hands  and  nails;  hair; 
mouth  and  teeth;  clothing 

10.  Infection  and  Resistance 

Infection;  communicable  diseases;  colds;  ve- 
nereal diseases;  resistance  and  immunity 

11.  Physical  and  Chemical  Hazards 

Trauma;  poisoning 

12.  Reproduction  and  Sex 

Reproduction;  associated  function  of  the  re- 
productive organs;  sex  and  mating 

This  is  a very  comprehensive  series  of  talks,  and 
while  the  Speakers  Bureau  will  not  attempt  to  pre- 


sent this  course  to  all  of  the  colleges  in  the  state 
this  year,  it  does  believe  that  this  is  a step  in  the 
right  direction,  and  will  be  glad  to  plan  similar  proj- 
ects for  other  colleges. 


COUNTY  SOCIETY  PROJECTS 

The  problem  of  correct  and  adequate  first  aid 
treatment  has  been  increasing  in  importance  for 
a long  period  of  time,  and  the  Speakers  Bureau  is 
pleased  to  note  the  manner  in  which  members  of 
the  Shelby  County  Medical  Society  have  attacked  it. 
During  the  months  of  September  and  October,  vari- 
ous members  of  the  county  medical  society  gave 
lectures  and  demonstrations  on  first  aid,  as  outlined 
in  the  Red  Cross  course  of  instruction.  Meetings 
were  held  each  Wednesday  evening,  and  were  free 
to  the  general  public.  The  only  cost  for  the  entire 
course  was  that  for  the  purchase  of  a textbook, — 
sixty  cents.  The  lectures . were  made  as  practical 
and  instructive  as  possible,  and  were  distinctly  val- 
uable to  housewives  and  parents,  as  well  as  to  all 
classes  of  workers.  The  program  of  the  course  was 
as  follows: 

Physiology  and  Bandaging — Dr.  C.  D.  Winder 

Shocks  and  Wounds,  and  their  Treatment — 

Dr.  A.  L.  Nielson 

Artificial  Respiration  and  Its  Uses — 

Dr.  C.  D.  Winder 

Burns  and  Scalds  and  their  Treatment — ■ 

Dr.  E.  A.  Moore 

Effects  of  Heat  and  Cold,  and  Treatment — 

Dr.  E.  A.  Moore 

Fractures:  Types,  Treatment,  and  Demon- 
stration— Dr.  Carl  V.  Bisgard 

Poisons,  Unconsciousness,  and  Treatment  of 

Common  Emergencies  Dr.  J.  P.  McGowan 

Transportation  of  the  Sick  and  Injured — 

Dr.  C.  D.  Winder 


RADIO  BROADCAST  SCHEDULE 
WOI — Fridays  at  4:00  p.  m. 

WSUI — Mondays  at  8:15  p.  m. 

November  13  and  16^ — .Safeguarding  Children 

Against  Ear  Infections — Walter  Kirch,  M.D. 

November  20  and  23 — Reducing  Automobile 

Mortality — Raymond  S.  Grossman,  M.D. 

November  27  and  30 — Tuberculin  Seal  Sale — 

Iowa  Tuberculosis  Association 
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WOMAN’S  AUXILIARY  NEW 

Edited  by  the  Press  and  Publicity  Committee 


Mrs.  Dean  W.  Harman,  Chairman,  Glenwood,  Iowa 


NATIONAL  NEWS  LETTER 
Mrs.  J.  P.  Simonds,  25  East  Walton  Place,  Chicag'o, 
Illinois,  Chairman  of  the  Press  and  Publicity  Com- 
mittee of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  is  asking-  each  County  Auxiliary 
to  subscribe  to  the  National  News  Letter.  The 
Letter  is  published  four  times  each  year  and  brings 
news  of  what  Auxiliaries  are  doing  to  further  the 
good  cause  in  the  various  parts  of  the  country,  and 
also  contains  news  and  greetings  from  many  of  the 
national  officers.  The  subscription  may  be  sent  di- 
rectly to  Mrs.  Simonds  and  the  price  is  one  dollar 
per  year. 

SPEECH  CLINIC  OF  THE  AIR 
Wednesday,  4:15-4:30  P.  M. — WSl’I 
The  Iowa  Speech  Clinic  of  the  Air  is  presented  as 
a step  toward  an  adequate  statewide  program  of 
service  for  the  many  thousands  of  speech  defectives 
in  Iowa.  It  was  introduced  in  February,  1934,  and 
is  being  continued  in  view'  of  the  pressing  need  for 
a public  awakening  to  the  problems  of  speech  defec- 
tives. Allowed  to  go  unsolved,  these  problems  are 
incredibly  costly  to  the  individual  and  to  society. 

Defective  speech  weighs  down  the  growing  child 
with  discouragement  and  demoralizing  frustration, 
and  goes  far  toward  cutting  off  the  adult  from  gain- 
ful employment  and  happy  living. 

Realization  of  these  basic  truths  is  giving  mo- 
mentum to  a movement  aimed  at  the  prevention  and 
elimination  of  speech  disorders.  This  series  of  pro- 
grams is  designed  to  give  larger  scope  to  that  move- 
ment. 

These  broadcasts  are  intended  for  the  ten  per  cent 
of  school  children  and  adults  in  Iowa  who  are  speech 
defectives,  for  their  parents  and  teachers,  and  for 
all  those  persons  who  may  be  responsive  to  the  op- 
portunity for  increasing  the  understanding,  the 
efficiency,  and  the  happiness  of  themselves  and  of 
others.  -University  of  Iowa  Extension  Bulletin. 


BOOK  LIST 

(Continued  from  last  month) 

Richardson,  Henry  Handel 

The  Fortunes  of  Richard  Mahoney,  W.  W.  Norton 
and  Company,  New  York,  1931. 

Ultima  Thule,  W.  W.  Norton  and  Company,  New 
York,  1929. 

The  Way  Home,  W.  W.  Norton  and  Company,  New 
York,'  1930. 

Richmond,  Mrs.  Grace  L. 

Red  and  Black,  Doubleday,  Doran  & Company, 
Garden  City,  New  York,  1919. 


Rinehart,  Mary  Roberts 

K.,  Houghton-Mifflin  Company,  Boston,  1915. 

Sigmund,  J.  G. 

Doctors’  Bills,  The  Midland  Press,  St.  Louis,  1929. 

Truax,  Rhoda 

Barry  Scott,  M.D.,  E.  P.  Dutton  & Company,  New 
York,  1935. 

Doctors  Carry  the  Keys,  E.  P.  Dutton  & Company, 
New  York,  1933. 

Hospital,  E.  P.  Dutton  & Company,  New  York, 
1933. 

Woodhouse,  Francis 

County  Holiday,  G.  P.  Putnam’s  Sons,  New  York, 
1924. 

Young,  Francis  Brett 

My  Brother  Jonathon,  Alfred  A.  Knopf,  Inc.,  New 
'York,  1928. 

Non-Fiction 

Baker,  Ray  Stannard  (David  Grayson,  pseud.) 

Adventures  in  Contentment,  Doubleday,  Doran  & 
Company,  Garden  City,  New  York,  1912. 

Beers,  Clifford  Whittingham 

A Mind  That  Found  Itself,  Doubleday,  Doran  & 
Company,  Garden  City,  New  York,  1935. 

Campbell,  C.  M.  (M.D.) 

Destiny  and  Disease  in  Mental  Disorders,  W.  W. 
Norton  and  Company,  New  York,  1935. 

Carrel,  Alexis  (M.D.) 

Man,  The  Unknown,  Harper  & Brothers,  New 
York,  1935. 

Chase,  Stuart 

Your  Money’s  Worth,  The  Macmillan  Company, 
New  York,  1927. 

Collins,  Joseph 

A Doctor  Looks  at  Doctors,  Harper  & Brothers, 
New  York,  1928. 

de  Kruif,  Paul 

Men  Against  Death,  Harcourt,  Brace  & Company, 
New  York,  1932. 

Microbe  Hunters,  Harcourt,  Brace  & Company, 
New  York,  1926. 

Dickey,  Herbert  Spencer 

Misadventures  of  a Tropical  Medico,  Dodd  Mead 
Company,  New  York,  1932. 

Dutton,  Charles  J. 

The  Samaritans  of  Molokai,  Dodd  Mead  Company, 
New  York,  1932. 

Freud,  Sigmund 

Autobiography,  W.  W.  Norton  and  Company,  New 
York,  1935. 

Grenfell,  Wilfred  T. 

Forty  Years  for  Labrador,  Houghton-Mifflin  Com- 
pany, Boston,  1932. 

Haggard,  Howard  W. 

Devils,  Drugs  and  Doctors,  Harper  & Brothers, 
New  York,  1929. 

The  Anatomy  of  Personality,  Harper  & Brothers, 
New  York,  1936. 

Hamilton,  Allan  McLane 

Recollections  of  an  Alienist,  George  H.  Doran 
Company,  New  Yoi-k,  1916. 

Inmate,  Ward  8 (Woodson,  Marion  Marie) 

Behind  the  Door  of  Delusion,  The  Macmillan  Com- 
pany, New  York,  1932. 
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SOCIETY  PROCEEDINGS 


Cass  County 

Fred  Moore,  M.D.,  of  Des  Moines,  presented  a dis- 
cussion of  The  Social  Security  Act  as  its  provisions 
relate  to  the  medical  profession,  as  a feature  of  the 
program  for  the  Cass  County  Medical  Society,  when 
that  organization  met  in  Atlantic,  Friday,  October  2, 
for  a dinner  meeting  at  the  Hotel  Whitney.  The 
Woman’s  Auxiliary  to  the  medical  society  met  jointly, 
and  remained  for  the  evening  program. 

R.  L.  Barnett,  M.D.,  Secretary 


Cedar  County 

The  first  meeting  in  1936  of  the  Cedar  County 
Medical  Society  was  held  at  the  hotel  in  Tipton,  Fri- 
day, October  16.  Fred  M.  Smith,  M.D.,  of  Iowa  City, 
spoke  on  Certain  Aspects  of  the  Treatment  of  Cardiac 
Failure;  and  Arthur  W.  Erskine,  M.D.,  of  Cedar  Rap- 
ids, addressed  the  group  on  The  Cancer  Problem  in 
Iowa.  Election  of  officers  at  the  business  meeting  re- 
sulted in  the  present  officers  being  re-elected:  Dr. 

L.  E.  Bees  of  Bennett,  president;  Dr.  L.  J.  Leech  of 
West  Branch,  vice  president;  and  Dr.  E.  J.  Van  Metre 
of  Tipton,  secretary  and  treasurer.  A vote  of  thanks 
was  extended  to  Drs.  Smith  and  Erskine  for  their 
very  interesting  discussions.  It  is  hoped  that  these 
meetings  will  be  held  every  six  weeks  during  the 
coming  year.  g j Metre,  M.D.,  Secretary 


Cerro  Gordo  County 

The  regular  monthly  meeting^  of  the  Cerro  Gordo 
County  Medical  Society  was  held  Tuesday,  October 
13,  at  the  Hotel  Hanford  in  Mason  City,  with  H.  Win- 
nett  Orr,  M.  D.,  of  Lincoln,  Nebraska,  as  guest 
speaker.  Following  the  six-thirty  dinner.  Dr.  Orr 
presented  a very  interesting  paper  on  the  Treatment 
of  Compound  Fractures,  and  after  the  formal  presen- 
tation, the  subject  was  discussed  by  all  members 
present.  Another  feature  of  the  program  was  a 
paper  given  by  Draper  L.  Long,  M.  D.,  of  Mason  City, 
on  X-Ray  Pelvimetry  and  Its  Clinical  Significance. 
The  next  meeting  of  the  society  will  be  Tuesday,  No- 
vember 10,  with  H.  Dabney  Kerr,  M.D.,  of  Iowa  City, 
as  guest  speaker.  yr  Morgan,  M.D.,  Secretary 


Dallas-Guthrie  Society 

Following  a noon  luncheon  at  the  Hotel  Panora,  in 
Panora,  Thursday,  October  15,  members  of  the  Dal- 
las-Guthrie Medical  Society  and  the  Woman’s  Aux- 
iliary, listened  to  John  II.  Peck,  M.D.,  of  Des  Moines, 
interpret  the  tuberculin  reactions  found  in  his  tests 
of  various  patients  in  the  Panora  schools.  Two  Union 
County  physicians  furnished  the  scientific  program 
for  the  meeting  under  a county  society  exchange  ar- 
rangement. A.  S.  Watts,  M.D.,  of  Creston,  spoke  on 


Infant  Feeding,  and  C.  E.  Sampson,  M.D.,  also  of 
Creston,  discussed  Eye,  Ear,  Nose  and  Throat  Condi- 
tions in  General  Piactice. 


Decatur  County 

The  Decatur  County  Medical  Society  met  Sunday, 
September  27,  at  the  Decatur  County  Hospital  in 
Leon,  where  Hamilton  Montgomery,  M.D.,  of  Roch- 
ester, Minnesota,  spoke  on  Skin  Carcinoma,  and  Fred- 
erick A.  Figi,  M.D.,  also  of  Rochester,  Minnesota,  dis- 
cussed Treatment  of  Carcinoma  of  the  Head  and 
Oral  Cavity.  The  lectures  were  well  illustrated  with 
lantern  slides  and  covered  the  field  adequately.  Mem- 
bers were  pleased  with  the  information  which  they 
received. 

E.  E.  Garnet,  M.D.,  Secretary 


Des  Moines  County 

Tuesday,  October  13,  the  Des  Moines  County  Medi- 
cal Society  held  its  regular  meeting  at  the  Union 
Hotel  in  Burlington,  at  which  time  Mr.  John  N.  Cal- 
houn of  Keosauqua,  Republican  candidate  for  the 
short  term  office  of  senator,  spoke  on  medical  prob- 
lems and  legislation.  g.  D.  Jenkins,  M.D.,  Secretary 


Dickinson-Emmet  Societies 
The  joint  meeting  of  the  Dickinson  and  Emmet 
County  Medical  Societies  held  at  the  Hotel  Antlers 
in  Spirit  Lake,  Thursday,  October  15,  was  addressed 
by  J.  H.  Bruce,  M.D.,  of  Fort  Dodge,  on  Cesarean 

Section.  Ruth  F.  Wolcott,  M.D..  Secretary 

Dickinson  County  Medical  Society 


Dubuque  County 

The  regular  monthly  meeting  of  the  Dubuque 
County  Medical  Society  w'as  held  at  the  Finley  Hos- 
pital in  Dubuque,  Tuesday,  October  13,  with  the  fol- 
lowing program:  Group  Hospitalization,  Mr.  Fred- 
erick Lattner,  superintendent  of  Finley  Hospital;  and 
Social  Security  Legislation,  F.  P.  McNamara,  M.D. 

A.  C.  Pfohl,  M.D.,  Secretary 


Fayette  County 

At  a meeting  of  the  Fayette  County  Medical  So- 
ciety held  at  the  Mealey  Hotel  in  Oelwein,  Tuesday, 
October  6,  H.  P.  Moen,  M.D.,  of  West  Union,  pre- 
sented an  interesting  case  of  Carcinoma  of  the 
Bronchus,  and  C.  C.  Hall,  M.D.,  of  Maynard,  dis- 
cussed legislative  matters  of  interest  to  the  medical 
profession.  The  society  voted  approval  of  the  Basic 
Science  Law  and  a desire  for  its  continuance.  In  an 
effort  to  determine  the  attitude  of  this  society  toward 
the  national  Social  Security  Act,  the  following  mo- 
tion was  voted  upon  and  passed  unanimously:  Be  it 
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resolved  that  the  Fayette  County  Medical  Society 
opposes  sickness  insurance  plans  and  state  medicine 
as  planned  by  the  national  Social  Security  Act. 

West  Union  physicians  were  hosts  to  the  other 
members,  at  a meeting  held  in  West  Union,  Thursday, 
October  22,  at  which  time  the  following  program  was 
presented:  Bladder  Tumors,  F.  Harold  Entz,  M.D., 
of  Waterloo;  Syphilitic  Keratitis,  Henry  A.  Bender, 
M.D.,  of  Waterloo;  and  motion  pictures  on  Infant 
Resuscitation.  J Qalvin,  M.D.,  Secretary 


Hancock- Winnebago  Society 
The  Hancock-Winnebago  Medical  Society  met  at 
the  Irish  Hospital  in  Forest  City,  Monday,  October 
26,  and  R.  D.  Bernard,  M.D.,  of  Clarion,  and  L.  R. 
Woodward,  M.D.,  of  Mason  City,  reviewed  and  ex- 
plained the  Social  Security  Act,  state  medicine,  and 
the  present  status  of  the  Basic  Science  Law.  The 
society  is  very  grateful  for  the  help  of  these  two  well 
informed  speakers.  At  the  request  of  Mrs.  C.  L.  Put- 
nam of  Holstein,  fourth  vice  president  of  the  state 
auxiliary,  our  society  voted  its  approval  for  the  or- 
ganization of  a local  auxiliary. 

W.  F.  Missman,  M.D.,  Secretary 


Hardin  County 

Following  a six-thirty  dinner  at  the  Stevens  Hotel 
in  Iowa  Falls,  Friday,  October  30,  S.  J.  Ritchey,  M.D., 
and  J.  A.  William  Johnson,  M.D.,  both  of  Newton, 
presented  the  scientific  program  for  members  of  the 
Hardin  County  Medical  Society.  Dr.  Ritchey  spoke 
on  Endometriosis.  ^ g Marsh,  M.D.,  Secretary 


Jasper  County 

Julius  S.  Weingart,  M.D.,  pathologist  of  Des 
Moines,  addressed  members  of  the  Jasper  County 
Medical  Society  at  a meeting  held  in  Newton,  Tues- 
day, October  6.  Dr.  Weingart  discussed  The  Autopsy, 
and  illustrated  his  lecture  with  a motion  picture  film, 
which  he  has  made. 


Floyd  County 

Members  of  the  Floyd  County  Medical  Society  met 
at  the  home  of  Dr.  Ray  A.  Fox  in  Charles  City,  Tues- 
day, October  20,  at  which  time  R.  D.  Bernard,  M.D., 
of  Clarion,  gave  an  informal  discussion  of  the  pres- 
ent status  of  the  Basic  Science  Law  and  of  the  Social 
Security  Act.  ^ Tolliver,  M.D.,  Secretary 


Johnson  County 

Members  of  the  Johnson  County  Medical  Society 
were  guests  of  the  staff  of  Oakdale  Sanatorium,  Wed- 
nesday, November  4.  The  speaker  of  the  evening  was 
Evarts  A.  Graham,  M.D.,  professor  of  surgery,  Wash- 
ington University  School  of  Medicine,  St.  Louis.  Dr. 
Graham  presented  a lecture  on  Bronchogenic  Car- 
cinoma. JJ  Fowler,  M.D.,  Secretary 


Fremont  County 

Two  physicians  from  Council  Bluffs  presented  the 
scientific  program  for  the  Fremont  County  Medical 
Society  which  met  Monday,  October  19,  at  the  Sidney 
Hotel  in  Sidney.  After  the  six-thirty  dinner.  Jack 
V.  Treynor,  M.D.,  gave  a paper  on  Immunization  with 
Special  Reference  to  Scarlet  Fever  and  Measles,  and 
Karl  R.  Werndorff,  M.D.,  spoke  on  Different  Forms  of 
Colies’  Fracture  and  the  Treatment.  There  was  a 
fair  attendance  and  a good  program  which  was  well 

received.  g Wanamaker,  M.D.,  Secretary 


Hamilton  County 

H.  W.  Scott,  M.D.,  of  Fort  Dodge,  was  guest 
speaker  for  the  Hamilton  County  Medical  Society  at 
a meeting  held  in  Webster  City,  Monday,  October  26, 
at  the  Willson  Hotel.  Dr.  Scott  spoke  on  Transure- 
thral Prostatic  Resection.  At  the  business  meeting 
Dr.  0.  A.  Hall,  retired,  of  Webster  City,  was  made  a 
life  member  of  the  Hamilton  County  Medical  Society. 

David  W.  James,  M.D.,  Secretary 


Marshall  County 

The  Marshall  County  Medical  Society  met  at  the 
Hotel  Tallcorn  in  Marshalltown,  Tuesday,  October  6, 
for  a program  dealing  with  important  legislative 
matters  of  interest  to  the  medical  profession.  Pro- 
fessor W.  L.  Strunk  of  Luther  College,  Decorah,  ad- 
dressed the  group  on  What  Is  the  Basic  Science  Law? 
and  E.  M.  MacEwen,  M.D.,  dean  of  the  College  of 
Medicine,  University  of  Iowa,  spoke  on  The  Social 
SeCUlity  PlOgiam.  Rodney  C.  Wells,  M.D.,  Secretary 


Pocahontas  County 

A business  meeting  of  the  Pocahontas  County  Med- 
ical Society  was  held  in  Pocahontas,  Thursday,  Octo- 


Linn  County 

The  next  meeting  of  the  Linn  County  Medical  So- 
ciety will  be  held  Thursday,  November  19,  with  Frank 
A.  Evans,  M.D.,  of  Pittsburgh,  Pennsylvania,  as  guest 
speaker.  Dr.  Evans’  subject  is  The  Physiologic  Back- 
gTound  and  Treatment  of  Obesity  and  Undernutrition, 
and  wull  be  discussed  by  Drs.  Fred  M.  Smith  of  Iowa 
City,  Daniel  J.  Glomset  of  Des  Moines,  and  J.  Stuart 
McQuiston  of  Cedar  Rapids. 


Louisa  County  Annual  Meeting 
Election  of  officers  at  the  annual  meeting  of  the 
Louisa  County  Medical  Society  held  at  Letts,  Thurs- 
day, October  8,  resulted  as  follows:  Dr.  R.  W.  Tandy 
of  Morning  Sun,  president;  Dr.  F.  A.  Hubbard  of 
Columbus  Junction,  vice  president;  and  Dr.  E.  R. 
King  of  Letts,  secretary  and  treasurer. 


Montgomery  County 

Thursday,  October  1,  members  of  the  Montgomery 
County  Medical  Society  convened  at  the  Hotel  John- 
son in  Red  Oak  for  their  regular  monthly  meeting. 

J.  C.  Cooper,  M.D.,  of  Villisca,  spoke  on  Medical  Leg- 
islation, and  H.  C.  Bastron,  M.D.,  of  Red  Oak,  read  a 1 1 
paper  on  Lymphoid  Tissues  of  the  Nasopharynx.  The  i f 
closing  feature  of  the  program  was  the  showing  of  a 1 
motion  picture  film,  Colles’  Fracture,  on  the  projector  ' 
which  has  just  been  purchased  by  the  county  society. 

Fred  A.  Hansen,  M.D.,  Secretary 
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ber  1,  for  the  purpose  of  discussing  matters  of  in- 
terest to  the  profession,  such  as  a new  fee  bill,  the 
program  for  the  coming  season’s  meetings,  and  leg- 
islative affairs.  B A.  Smillie,  M.D.,  Secretary 


Polk  County 

A special  scientific  meeting  of  the  Des  Moines 
Academy  of  Medicine  and  Polk  County  Medical  So- 
ciety was  held  at  the  Hotel  Fort  Des  Moines,  Tuesday 
evening,  October  13.  Guest  speakers  were  Joseph  A. 
Weinberg,  M.D.,  associate  professor  of  clinical  path- 
ology and  assistant  professor  of  sui’gery  at  the  Uni- 
versity of  Nebraska,  who  spoke  on  the  subject  of 
Bronchiectasis;  and  Harold  E.  Eggers,  M.D.,  who 
spoke  on  the  subject  of  Experimental  Study  of  Can- 
cer. The  papers  were  discussed  by  Drs.  Walter 
Kirch,  Thomas  A.  Burcham,  Howard  D.  Gray  and 
William  E.  Sanders. 

The  regular  meeting  of  the  society  was  held  at  the 
Hotel  Fort  Des  Moines,  Tuesday  evening,  October  27. 
The  following  new  members  were  introduced  to  the 
society:  Maurice  T.  Bates,  M.D.,  Milton  A.  Dushkin, 
M.D.,  James  W.  Young,  M.D.,  and  Mr.  Denny  Brann. 
The  scientific  program  was  presented  by  Julian  M. 
Bruner,  M.D.,  who  read  a paper  entitled  The  Male 
Hormones;  and  Erwin  von  Graff,  M.D.,  who  presented 
a paper  on  the  subject  of  Abdominal  Total  versus 
Subtotal  Hysterectomy.  The  papers  were  discussed 
by  Drs.  Joseph  B.  Priestley,  Clifford  W.  Losh,  Abra- 
ham G.  Fleischman,  John  B.  Synhorst  and  J.  Charles 
Ryan. 

The  next  regular  meeting  of  the  society  will  be 
held  November  24,  at  which  time  papers  will  be  pre- 
sented by  Francis  A.  Ely,  M.D.,  and  Emory  L.  Maur- 

itz,  M.D.  B ^ Kingery,  Executive  Secretary 


Pottawattamie  County 

The  Pottawattamie  County  Medical  Society  enter- 
tained three  Sioux  City  physicians  as  guest  speakers 
for  the  meeting  held  Monday,  October  12,  at  the  Ed- 
mundson  Hospital  in  Council  Bluffs.  After  a six- 
fifteen  dinner  the  following  program  was  presented: 
Trends  in  the  Treatment  of  Diabetes,  Charles  T.  Max- 
well, M.D.;  Vaginal  Ureterolithotomy,  W.  K.  Hicks, 
M.D.;  and  The  Review  of  100  Cases  of  Anterior 
Poliomyelitis  with  Special  Reference  to  Therapy,  P. 
D.  Knott,  M.D. 

Monday,  November  16,  the  society  will  have  as  its 
principal  speaker,  Karl  A.  Menninger,  M.D.,  of  the 
Menninger  Clinic,  Topeka,  Kansas,  who  will  speak  on 
The  Problem  of  Psychologic  Factors  in  Medicine. 
The  meeting  will  be  held  at  the  Hotel  Chieftain. 

Fre<l  H.  Heaumont,  M.D.,  Secretary 

Poweshiek  County 

A meeting  devoted  entirely  to  a discussion  of  med- 
ical economics  was  held  by  the  Poweshiek  County 
Medical  Society,  Tuesday,  October  13,  at  Montezuma. 
J.  L.  Ravitts,  M.D.,  of  Montezuma,  presented  a paper 
on  Social  Security,  which  was  discussed  by  O.  F. 
Parish,  M.D.,  and  E.  E.  Harris,  M.D.,  both  of  Grinnell. 

F.  E.  Simeral,  M.D.,  Secretary 


Sac  County 

A business  meeting  of  the  Sac  County  Medical  So- 
ciety was  held  in  Lake  View,  Thursday,  September  24, 
for  the  purpose  of  discussing  the  proposed  county 
health  service  program  of  immunization.  The  pro- 
cedure was  approved  and  various  details  were  agreed 
upon. 

The  October  meeting  of  the  society  was  held  in 
Early,  on  Tuesday,  October  20,  at  which  time  Attor- 
ney Don  G.  Mullan  of  Odebolt  delivered  his  address, 
which  had  been  postponed  from  an  earlier  date.  He 
spoke  on  the  relationship  between  the  medical  and 
legal  professions,  the  doctor  in  court  as  an  expert  wit- 
ness, and  briefly  on  collections.  The  address  was 
most  interesting  and  instructive,  and  was  followed  by 
an  extensive  round  table  discussion  participated  in 
by  all  present.  A vote  of  thanks  was  extended  to 
Mr.  Mullan  for  his  kindness  in  appearing  on  our  pro- 
gram. At  the  business  session,  plans  were  completed 
for  carrying  out  the  previously  approved  immuniza- 
tion program  in  the  county. 

W.  E.  Hart,  M.D.,  Secretary 


Washington  County 

Members  of  the  Washington  County  Medical  So- 
ciety held  their  October  meeting  on  Monday,  October 
26,  at  the  Nurses  Home  in  Washington.  Dinner  was 
served  at  six-thirty,  after  which  W.  D.  Paul,  M.D.,  of 
the  College  of  Medicine,  University  of  Iowa,  pre- 
sented a lecture  on  Coronary  Heart  Disease.  Seven- 
teen physicians  were  in  attendance. 

W.  S.  Kyle,  M.D.,  Secretary 


Winneshiek  County 

M.  C.  Melrose,  M.D.,  of  Independence,  was  the 
speaker  of  the  evening  when  the  Winneshiek  County 
Medical  Society  met  in  Decorah,  Tuesday,  October  13. 
Dr.  Melrose  spoke  on  The  Treatment  of  Varicose 
Veins  and  Ulcer,  after  which  a round  table  discussion 
on  the  subject  was  enjoyed  by  all  members  present. 

L.  J.  Hospodarsky,  M.D.,  Secretary 


Woodbury  County 

E.  H.  Rynearson,  M.D.,  of  the  Section  on  Metabo- 
lism at  the  Mayo  Clinic,  Rochester,  Minnesota,  was 
guest  speaker  for  the  Woodbury  County  Medical  So- 
ciety, at  its  meeting  held  Monday,  October  19,  at  the 
West  Hotel  in  Sioux  City.  Dr.  Rynearson  spoke  on 
Recent  Advances  in  Endocrinology,  and  his  paper 
was  discussed  by  Drs.  Charles  T.  Maxwell,  John  H. 
Henkin,  and  William  H.  Gibbon,  of  Sioux  City. 

The  next  meeting  of  the  society  will  be  held  in 
Sioux  City,  Thursday,  November  19,  at  which  time 
Max  Cutler,  M.D.,  of  Chicago,  will  be  the  principal 
Speakei . Gibbon,  M.D.,  Secretary 


Iowa  and  Illinois  Central  District  Medical 
•Association 

Elliott  P.  Joslin,  M.D.,  clinical  professor  of  medi- 
cine at  Harvard  University  Medical  School,  Boston, 
Massachusetts,  delivered  an  address  entitled  A Prac- 
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tical  Talk  on  the  Present  Status  and  Treatment  of 
Diabetes,  Wednesday  evening,  October  28,  at  the 
meeting  of  the  Iowa  and  Illinois  Central  District  Med- 
ical Association  held  at  the  Le  Claire  Hotel  in  Mo- 
line, Illinois.  Dr.  Joslin  for  many  years  has  been  a 
recognized  authority  on  the  treatment  of  diabetes. 
He  is  the  author  of  several  text  books  on  diabetes, 
some  of  which  are  in  their  fourth  and  fifth  editions. 

James  Dunn.  M.D.,  Secretary 


Southeastern  Iowa  Medical  Society 
The  Southeastern  Iowa  Medical  Society  composed 
of  Des  Moines,  Henry,  Jefferson,  Lee,  Louisa,  Musca- 
tine. Scott,  Van  Buren,  and  Washington  counties,  met 
at  the  Brazelton  Hotel  in  Mt.  Pleasant,  Thursday,  Oc- 
tober 15,  and  the  following  program  was  presented: 
Eye,  Ear,  Nose  and  Throat  Hints,  A.  M.  Paisley,  M.D., 
Keokuk;  Neurosyphilis,  L.  P.  Ristine,  M.D.,  Mt. 
Pleasant;  Degenerative  Heart  Disease,  George  B. 
Crow,  M.D.,  Burlington;  Immunization  Against  the 
Infectious  Diseases,  M.  C.  Ravenal,  M.D.,  emeritus 
professor  of  bacteriology.  State  University  of  Mis- 
souri, School  of  Medicine,  Columbia.  Dr.  L.  A.  Coffin 
of  Farmington,  president  of  the  organization,  pre- 
sided at  the  six-thirty  banquet,  and  presented  his  ad- 
dress. M.  P.  Neal,  M.D.,  professor  of  pathology. 
State  University  of  Missouri,  College  of  Medicine, 
Columbia,  delivered  the  address  of  the  evening  on 
Cancer  Viewed  as  a Preventable  Disease. 


Southwestern  Iowa  Postgraduate  Medical  Society 
Two  physicians  from  the  Mayo  Clinic,  Rochester, 
Minnesota,  furnished  the  scientific  program  for  the 
Southwestern  Iowa  Postgraduate  Medical  Society 
when  that  organization  met  in  Atlantic,  Friday,  Octo- 
ber 9.  A.  C.  Davis,  M.D.,  presented  a paper  on  The 
Clinical  Significance  of  Basal  Metabolic  Rates;  and 
H.  L.  Smith,  M.D.,  spoke  on  Attacks  of  Unconscious- 
ness Associated  with  Cardiac  Diseases,  illustrating 
his  paper  with  a motion  picture  showing  several 
induced  attacks.  ^ Barnett,  M.D.,  Secretary 


PERSONAL  MENTION 

Dr.  John  H.  Peck,  after  practicing  in  Des  Moines 
for  twenty-three  years,  has  been  appointed  super- 
intendent of  the  Iowa  State  Sanatorium  at  Oakdale 
to  succeed  the  late  Dr.  J.  A.  Edwards.  Dr.  Peck 
came  to  Des  Moines  in  1910,  where  he  was  assistant 
professor  of  theory  and  practice  of  medicine  at  Drake 
University  School  of  Medicine  for  three  years,  enter- 
ing into  general  practice  in  1913.  Dr.  Peck’s  office  and 
practice  will  be  taken  over  by  Dr.  John  C.  Parsons  of 
Creston.  Dr.  Parsons  is  a graduate  of  the  State 
University  of  Iowa,  College  of  Medicine,  and  has 
practiced  in  Creston  for  fourteen  years. 


Dr.  Frank  R.  Peterson,  of  Iowa  City,  has  been  ap- 
pointed head  of  the  department  of  surgery  of  the 
College  of  Medicine,  State  University  of  Iowa,  suc- 
ceeding the  late  Dr.  Howard  L.  Beye.  Dr.  Peter- 
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son  is  a graduate  of  the  University,  and  has  been  j» 
associated  with  the  department  of  surgery  for  four-  |i| 
teen  years. 


Drs.  Roy  E.  Crowder  and  W.  S.  Petty  of  Sioux  i 
City  addressed  the  members  of  the  public  welfare  j 
department  of  the  Sioux  City  Woman’s  Club,  Thurs-  |» 
day,  October  23.  Dr.  Crowder  spoke  on  “Maternal 
Health,’’  and  Dr.  Petty  on  “Health  Problems  in  | 
Sioux  City.”  1 


Dr.  John  H.  Faust,  who  has  practiced  for  the  past 
year  and  one-half  in  Newton,  has  located  in  Iowa  i| 
Falls  for  the  practice  of  general  medicine  and  sur-  I 
gery.  Dr.  Faust  was  graduated  from  Northwestern  i 
University  Medical  School  in  1929. 


Dr.  H.  W.  Morgan,  of  Mason  City,  was  the  sec-  '1 
ond  speaker  in  a series  of  talks  sponsored  by  the  i 
Business  and  Professional  Women’s  Club  of  Mason  | 
City.  Dr.  Morgan  spoke  Monday,  November  2,  on  j 
“Facts,  Fads  and  Foibles.” 


Dr.  C.  A.  Soe,  formerly  of  Manilla,  has  accepted  | 
a position  on  the  staff  of  the  Homestake  Hospital  i| 
at  Lead,  South  Dakota.  He  is  succeeded  in  Manilla  j 
by  Dr.  C.  M.  Gillespie,  formerly  of  Ledyard. 


Dr.  Ernest  E.  Shaw,  of  Indianola,  spoke  before  the 
Grinnell  Kiwanis  Club,  Tuesday,  October  6,  on  “The 
Value  of  Periodic  Health  Examinations.” 


Dr.  William  O.  Purdy,  of  Des  Moines,  has  been  i 
named  assistant  medical  director  of  the  Equitable  | 
Life  Insurance  Company  of  Iowa.  Dr.  Purdy  was  ^ 
graduated  from  the  University  of  Virginia  Medical  • 
School  in  1930,  and  has  been  practicing  in  Des  [ 
Moines  for  the  past  four  years.  | 


Dr.  A.  R.  Wanamaker,  of  Hamburg,  addressed  the  I' 
Shenandoah  Kiwanis  Club,  Friday,  October  16,  on  ^ 
“The  Economic  Aspect  of  Health.”  | 


Dr.  Otis  Wolfe,  of  Marshalltown,  recently  returned  » 
from  a two  months’  trip  to  Norway,  Sweden,  Den-  ji 
mark,  Finland,  Russia,  Germany  and  England.  i< 
While  there  he  visited  eye  clinics  in  the  various  l 
countries,  spending  ten  days  at  Moorfields  Eye  Hos- 
pital in  London. 


Dr.  Andrew  H.  Woods,  head  of  the  Psychopathic 
Hospital  at  the  State  University  of  Iowa,  was  pre- 
sented by  the  Muscatine  Business  and  Professional 
Women’s  Club,  and  the  American  Association  of 
University  Women,  in  a public  address,  Monday, 
November  2.  Dr.  Woods  spoke  on  “Easy  Environ- 
ment— Weak  Minds.” 


Dr.  Harold  T.  Werner  has  recently  resigned  as 
head  of  the  Santa  Fe  Hospital  in  Fort  Madison,  and 
has  moved  to  Paducah,  Kentucky,  where  he  will  be 
engaged  in  the  private  practice  of  medicine. 


VoL.  XXVI,  No.  11] 


Journal  of  Iowa  State  Medical  Societt 


6SS 


Dr.  William  Malamud,  of  the  College  of  Medicine, 
State  University  of  Iowa,  was  the  guest  speaker  of 
the  Cherokee  Teachers’  Club,  Friday,  October  23. 
Dr.  Malamud’s  topic  was  “Psychology  of  the  Ado- 
lescent Pupil.” 


Drs.  H.  P.  Smith,  E.  D.  Warner,  and  K.  M.  Brink- 
hous,  of  the  Pathology  Department,  State  University 
of  Iowa,  College  of  Medicine,  have  received  from  the 
Committee  on  Scientific  Research  of  the  American 
Medical  Association,  a grant  to  aid  in  research  work 
cn  blocd  clotting. 


Dr.  T.  Frank  Hersch,  of  Cedar  Rapids,  addressed 
members  of  the  Cedar  Falls  Lions  Club,  Monday, 
October  26,  on  the  subject  “The  Value  of  Periodic 
Physical  Examinations.” 


Dr.  Walter  A.  Anneberg,  of  Carroll,  was  guest 
speaker  at  a meeting  of  the  Storm  Lake  Kiwanis 
Club,  Wednesday,  October  7.  Dr.  Anneberg  spoke 
on  the  subject  “The  Under  Privileged  Child.” 


MARRIAGES 

The  marriage  of  Miss  Helen  B.  Guenther,  daugh- 
ter of  Mr.  and  Mrs.  Charles  G.  Guenther  of  San- 
dusky, Ohio,  and  Dr.  Donald  L.  Borgen  of  Gowrie, 
took  place  Sunday,  September  20,  at  Saint  Paul’s 
Lutheran  Church  in  Sandusky.  They  will  reside  in 
Gowrie,  where  Dr.  Borgen  has  been  engaged  in  the 
practice  of  medicine  for  the  past  four  years. 


Thursday,  October  15,  Miss  Mary  Ellen  Mc- 
Laughlin, daughter  of  Dr.  and  Mrs.  A.  J.  McLaugh- 
lin of  Sioux  City  and  Dr.  Roland  F.  Martin,  of  Sioux 
City,  were  united  in  marriage  at  the  rectory  of  the 
Blessed  Sacrament  Church.  Following  a short  trip 
to  Chicago,  Dr.  and  Mrs.  Martin  will  be  at  home  in 
Sioux  City  where  Dr.  Martin  has  practiced  for  the 
past  two  years. 


Miss  .lohanne  Wilkens  of  Chicago  and  Dr.  Craig 
D.  Ellyson  of  Waterloo  were  married  October  26. 
at  Timothy  Stone  chapel  of  the  Fourth  Presbyterian 
Church  in  Chicago.  After  a short  trip  through  the 
Ozark  Mountains,  the  young  couple  will  be  at  home 
in  Waterloo,  where  Dr.  Ellyson  has  been  associated 
with  his  father  in  the  practice  of  medicine. 


DEATH  NOTICES 

Edwards,  .lames  Archibald,  of  Oakdale,  aged  sixty- 
one,  died  October  5,  of  a cardiac  ailment  compli- 
cated by  injuries  received  in  an  automobile  accident. 
He  was  graduated  in  1904  from  the  University  of  Ne- 
braska, College  of  Medicine,  Omaha,  and  at  the  time 
of  his  death  was  a member  of  the  .lohnson  County 
Medical  Society. 


Hadsel,  Henry  S.,  of  Oxford,  Ohio,  formerly  of 
Elgin,  Iowa,  aged  eighty-four,  died  October  6,  follow- 
ing a long  illness.  He  was  graduated  in  1882  from 


the  College  of  Physicians  and  Surgeons,  Keokuk,  and 
at  the  time  of  his  death  was  a life  member  of  the 
Fayette  County  and  Iowa  State  Medical  Societies. 


Pitcher,  Jonathan  Jay,  of  Mount  Pleasant,  aged 
fifty-four,  died  October  22,  as  the  result  of  cerebral 
hemorrhage.  He  was  graduated  in  1906  from  the 
Hahnemann  Medical  College  and  Hospital,  Chicago, 
and  at  the  time  of  his  death  was  a member  of  the 
Henry  County  Medical  Society. 


Ti^zell,  Frank  Concjuelon,  of  Iowa  City,  aged  sev- 
enty-three, died  October  18,  following  a lingering  ill- 
ness. He  was  graduated  in  1889  from  the  Chicago 
Homeopathic  Medical  College,  and  at  the  time  of 
his  death  was  a member  of  the  Johnson  County 
Medical  Society. 


APPROPRIATION  FOR  ARMY  MEDICAL 
LIBRARY 

The  Medical  Library  Association  at  its  annual 
meeting  June  22,  1936,  passed  a resolution  recom- 
mending that  Congress  appropriate  adequate  funds 
for  the  AiTny  Medical  Library  to  continue  the  pub- 
lishing of  the  fourth  series  of  the  Index-catalogue  of 
the  Library  of  the  Surgeon-General’s  Office.  For  the 
past  three  years  no  volumes  of  this  catalogue  were 
printed  because  sufficient  funds  were  not  accessible 
for  the  task.  For  this  reason  the  Medical  Library 
Association  has  passed  resolutions  pertaining  to  the 
subject,  and  they  are  here  reproduced  in  part. 

Whereas,  The  value  and  usefulness  of  the  Index- 
catalogue  is  dependent  upon  the  completeness  of 
the  files  of  medical  publications  contained  in  the 
Library  of  the  Surgeon-General’s  Office — a public, 
national,  medical  library,  the  greatest  in  the  world, 
serving  in  its  present  form  of  administration  with 
satisfaction  the  medical  profession  and  the  medical 
libraries  of  our  country,  . . . 

Thh:refore,  Be  It  Resolved,  That  the  Medical 
Libraiy  Association  urges  the  Congress  to  appro- 
priate annually  to  the  Library  of  the  Surgeon-Gen- 
eral’s Office  an  adequate  sum  for  current  medical 
books  and  periodicals  and  for  the  purchase  of  back 
publications  lost  during  those  recent  years  when  the 
amount  granted  was  grossly  inadequate,  thus  depre- 
ciating the  completeness  and  usefulness  of  the  Li- 
brary’s collection;  and  an  additional  sufficient  sum 
annually,  for  as  many  years  as  may  be  required,  in 
order  to  make  for  the  greatest  possible  completeness 
of  the  collection  and  its  Catalogue ; and 

Be  It  Further  Resolved,  That  a sum  be  appro- 
priated annually  to  defray  the  cost  of  printing  regu- 
larly each  year  not  less  than  one  volume  of  the 
Index-catalogue,  and 

Be  It  Further  Resolved,  That  a copy  of  these 
resolutions  be  sent  to  ...  the  national,  state, 
and  other  medical  periodicals,  urging  them  . . . 

to  adopt  similar  resolutions  to  be  sent  to  their  local 
members  of  Congress  requesting  their  support  of 
these  measures. 
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Dr.  Frank  M.  Fuller,  Keokuk 

Dr.  John  T.  McClintock,  Iowa  City 

Dr.  Paul  W.  Van  Metre,  Rockwell  City 


Dr.  Tom  B.  Throckmorton,  Des  Moines 
Dr.  Walter  L.  Bierring,  Des  Moines 
Dr.  William  Jepson,  Sioux  City 


The  Transition  from  Franklin  Medical  School  to 
the  Keokuk  College  of  Medicine  of  the 
State  University  of  Iowa 

Ferdinand  J.  Smith,  M.D.,  Milford 

(Continued  from  last  month) 


THE  COLLEGE  OF  PHYSICIANS  AND  SURGEONS 
OF  THE  UPPER  MISSISSIPPI  RIVER 
DAVENPORT,  IOWA,  1849-1860 

A letter  from  John  Dillon  contains  the  state- 
ment that  “The  only  reason  given  to  explain  why 
the  College  was  removed  to  Davenport,  was  found 
in  the  announcement  of  that  year,  and  stated  that 
‘by  the  enterprise  of  Mr.  John  Forrest,  of  Daven- 
port, a commodious  huilding  has  been  erected  and 
leased  to  the  faculty  for  a term  of  years.’  The 
building  is  described  as  containing  an  amphi- 
theatre, lecture  rooms,  and  dissecting  rooms  lighted 
from  above.”  (The  writer  has  seen  this  building 
which  was  located  on  the  southwest  corner  of 
Brady  and  Third  streets.) 

It  has  been  stated  that  the  Rock  Island  school 
was  an  outgrowth  of  the  La  Porte,  Indiana, 
school. This  is  erroneous.  The  La  Porte  school 
was  founded  in  1842,  the  same  year  in  which  the 
Franklin  school  was  established.  Included  in  the 
original  faculty  of  the  former  school  were  Drs. 
Daniel  Meeker,  Franklin  Hunt,  Jacob  Andrew, 
Gustavus  Rose,  John  B.  Miles.  In  1844,  there 
were  added  to  the  faculty  the  following  new  mem- 
bers : Drs.  Geo.  W.  Richards,  Nichols  Hard, 
members  of  the  Franklin  College,  and  Moses 
Knapp,  of  Rush  Medical  College,  Chicago ; also 
Drs.  Daniel  E.  Brown  and  John  Long,  and  later 
Drs.  E.  Dunning,  T.  Fligley,  J.  A.  Allen  and 
George  W.  Lee.  Drs.  Richards,  Knapp  and  Hard 
withdrew  in  1848  to  found  the  Rock  Island  Col- 
lege, while  the  La  Porte  College  continued  to  func- 
tion until  1850,  when  it  closed  its  doors. 

Dr.  Dillon  writes  under  date  of  October  5,  1849 : 

“By  the  way,  we  have  been  favored  with  a visit 
from  Professor  Sanford.  The  doctor  came  up  on 


business  connected  with  the  college  and  remained 
some  two  or  three  days.  He  possesses  even  more  ■ 
than  his  usual  enthusiasm  respecting  the  success 
of  our  infant  institution,  and  says  that  he  has; 
succeeded  in  getting  recognition  in  all  eastern 
colleges,  so  that  any  of  our  alumni  can  obtain  ad 
eundem  degrees  from  them  by  complying  with 
their  requisitions.  The  college  edifice  is  in  the 
process  of  completion ; indeed,  it  is  nearly  finished.  I 
The  brick  work  is  done,  the  floors  are  laid,  the ; 
windows  being  put  in  and  the  plastering  commenc- 
ing,  and  when  finished  we  will  have  a comfortable!’ 
and  respectable  place.  Much  superior  to  the  ‘Pork  '> 
House’  of  Goudy  memory. 

The  college  was  removed  to  Davenport,  and  a I 
course  of  lectures  was  given  there  during  the  i ‘ 
winter  of  1849-1850.^^  (A  second  course  was  i 
given  immediately  following  the  first  course.)  S 
This  college  continued  to  hold  the  title  “Rock  (r 
Island  College  of  Medicine”  until  February,  1850, 1 
and  had  about  the  same  faculty,  with  some  few  i 
changes,  as  the  previous  year.  When  the  winter  t 
term  opened  the  following  were  listed  as  members  i 
of  the  faculty^^  : Anatomy,  Dr.  Chandler  B.  Chap-  •; 
man,  Madison,  Wisconsin ; Chemistry  and  Phar- 
macy, Dr.  Orpheus  Everts ; Materia  Medica  and  ; 
Therapeutics,  Dr.  Moses  L.  Knapp,  Chicago; 
Medical  Jurisprudence,  Physiology,  Pathology, 
Dr.  A.  G.  Armor,  Rockford,  Illinois ; Obstetrics, 
Diseases  of  Women,  Children  and  Surgery,  Dr. 
John  F.  Sanford,  Farmington,  Iowa;  Practice  of 
Medicine,  Dr.  George  W.  Richards,  Dubuque, 
Iowa;  Demonstrator  of  Anatomy,  Dr.  J.  B.  Fisher. 

A letter  penned  by  Dr.  Dillon  on  November  14, 
1849,  contains  the  following  statement: 
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“The  college  is  in  full  and  successful  operation. 
Owing  to  a ridiculous  coup  d’etat  recently  made 
by  the  Rush  Medical  College  for  the  ignoble  pur- 
pose of  crushing  this  new  colaborer  in  the  cause 
of  medical  science,  there  are  only  at  this  time 
about  twenty-five  students  in  attendance.  Before 
the  termination  of  the  session  there  will  be  many 
more  probably  who  will  come  in  and  we  will  be 
able  to  show  the  Rush  College  that  the  Idow  hy 
which  they  sought  to  destroy  us  will  recoil  with 
redoubled  force  upon  themselves.  I will  fearlessly 
venture  this  prognosis — that  this  school,  despite 
the  opposition  which  has  been  marshalled  against 
it,  notwithstanding  the  ably  conceived  and  well 
directed  movements  in  every  quarter  to  crush  it 
in  its  first  infancy,  will  continue,  as  it  has  done, 
to  flourish  amidst  their  vain  endeavors  to  anni- 
hilate it  and  that  though  the  bantling  of  opposi- 
tion reared  in  adversity,  it  will  yet  attain  the 
size  and  strength  to  repay  with  compound  interest 
the  murderous  efforts  of  those  who  vainly  en- 
deavored to  destroy  it  when  they  thought  it  too 
weak  to  protect  itself,  and  friendless,  could  not 
obtain  the  assistance  of  others.  It  would  indeed 
pass  for  a singular  anomaly  in  the  history  of  col- 
leges if  an  institution  enjoying  so  many  advan- 
tages as  this,  and  comprising  such  an  amount  of 
talent  and  experience,  could  be  crushed  by  the 
puerile  effusions  of  such  men  as  compose  the  front 
and  rear  of  the  opposition.” 

Dr.  Dillon  a’so  mentioned  that  the  school  opened 
with  a “well  prepared  lecture  by  Dr.  John  San- 
ford.”i' 

The  historv'  of  the  school  in  1849  and  1850,  dur- 
ing which  time  it  was  located  in  Davenport,  was 
apparently  uneventful.  However,  much  under- 
cover work  was  being  done  during  this  time  to 
bring  about  the  recognition  of  the  .school  by  the 
State  University  authorities  as  a department  of 
the  University.  From  the  fact  that  Mr.  Whicher 
had  been  concerned  with  the  legal  represen- 
tation of  a group  which  was  asking  for  this 
recognition,  and  that  eventually  there  was  but  one 
physician,  whose  name  was  mentioned  at  the  first, 
who  still  remained  with  the  new  school  when  its 
organization  was  completed,  while  all  the  other 
faculty  members  were  or  had  been  eliminated,  it 
looks  as  though  perhaps  all  of  this  work  was  for 
the  purpose  of  keeping  any  other  parties  from 
trying  to  get  in  ahead  of  the  Rock  Island  school. 
Dr.  Hud.son  was  the  only  one  of  the  teachers 
I whose  name  api)eared  in  the  first  list,  who  was  re- 
tained on  the  new  faculty  which  removed  to  Keo- 
{ kuk. 

Dr.  Fairchild,  in  his  History  of  the  Keokuk  Col- 
! lege  of  Medicine  quotes  the  following  from  a letter 
< of  Judge  Dillon  : “The  professors  as  a body,  were 


able  men,  some  of  them  of  great  learning  and  even 
genius.  Abler  men  than  Professors  Richards,  who 
taught  practice,  Sanford,  who  taught  surgery,  and 
Armor,  who  taught  physiology,  it  would  be  diffi- 
cult to  find  in  the  chairs  of  any  contemporary 
medical  institution. 

In  a letter  of  Dr.  John  Dillon,  dated  May  20, 
1850,  there  is  to  be  found  the  following  statement : 
“You  inquire  about  the  prospects  of  the  school : 
My  opinion  is  that  they  are  very  much  mixed, 
bordering,  I think,  on  the  dubious.  As  a small 
cloud,  ‘no  bigger  than  a man’s  hand,’  prognosti- 
cates the  coming  storm,  there  exist  a few,  and  to 
my  mind,  by  no  means  insignificant,  premonitions 
of  an  explosion  in  the  faculty.  It  is  not  necessary 
to  mention  the  data  upon  which  I predicate  this 
opinion,  as  I fondly  hope  the  storm  may  be 
averted,  or  if  this  assail,  may  the  institution  be  but 
more  firm  from  the  shock. The  explosion,  evi- 
dently, never  occurred.  At  any  rate,  no  mention 
is  made  of  it  at  any  time  in  the  course  of  the 
following  year. 

It  will  be  noted  that  after  the  removal  of  the 
College  from  Davenport,  the  faculty  which  was 
partially  completed  at  the  time  of  the  first  contact 
with  the  Trustees  of  the  State  University,  was 
entirely  reorganized.  Practically  all  who  were  in 
it  then  were  replaced  by  other  men. 

At  the  close  of  the  winter  session  in  Davenport, 
of  the  Rock  Island  College,  in  February,  1850,  arti- 
cles of  incorporation,  a result  of  the  activities  of 
Dr.  John  F.  Sanford,  a member  of  the  Iowa  State 
Senate,  were  granted,  and  the  newly  organized  col- 
lege became  known  as  the  College  of  Physicians 
and  Surgeons  of  the  Upper  Mississippi. In  the 
Archives  of  the  State  University,  we  find  under 
date  of  February  22,  1850,  the  following^® : 

“A  memorial  from  a committee  of  the  College 
of  Physicians  and  Surgeons  of  the  U])per  IMissis- 
sippi  was  presented  by  Mr.  Whicher,  solicitor  of 
said  memorialists,  and  after  hearing  a full  state- 
ment of  the  wishes  of  said  memorialists,  the  fol- 
lowing resolution  was  adopted ; 

“Whereas,  a memorial  has  been  presented  to  this 
Board  by  sundry  physicians  under  the  name  and 
style  of  the  ‘College  of  Physicians  and  Surgeons 
of  the  Uj)per  Mississippi,’  praying  to  be  recog- 
nized as  a medical  department  of  the  State  Uni- 
versity of  Iowa ; 

“And,  whereas,  in  view  of  the  measures  adopted 
at  a meeting  of  the  Board  held  in  December,  1848, 
the  prayer  cannot  be  fully  complied  with; 

“But  whereas,  this  Board  is  now  here  given  to 
understand  and  is  informed  that  the  professor- 
ships heretofore  created  have  become  vacant  by 
resignation  or  otherwise  of  the  late  incumhents, 
would  be  accei)table  to  the  memorialists: 
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“Resolved,  that  this  Board  confirm  and  approve 
the  following  appointments  in  said  medical  depart- 
ment towit:  A.  S.  Hudson,  M.D.,  who  was  here- 
tofore appointed  to  the  chair  of  Anatomy  and 
Physiology  is  hereby  approved  in  the  chair  of 
Professor  of  Obstetrics  and  Diseases  of  Women 
and  Children,  in  the  place  of  C.  P.  Hastings,  re- 
signed; John  F.  Sanford,  M.D.,  is  hereby  ap- 
proved in  the  chair  of  the  Principles  and  Practice 
of  Surgery  to  which  he  has  been  appointed  in  the 
place  of  Dr.  J.  i\I.  Vaughan;  Samuel  G.  Armor, 
M.D.,  is  hereby  approved  in  the  chair  of  Medical 
Jurisprudence  to  which  he  has  been  appointed  in 
the  ])lace  of  Stephen  Whicher,  B.L.,  resigned.” 

In  February,  according  to  previously  made  ar- 
rangements, there  were  graduated  from  the  dis- 
continued Rock  Island  Medical  College,  the  fol- 
lowing named  gentlemen,  who  had  produced  satis- 
factory evidence  of  qualifications,  the  degree  being 
conferred  upon  them  by  the  College  of  Physicians 
and  Surgeons  of  the  Upper  Mississippi,  Medical 
Department  of  Iowa  State  University : Samuel 
Crandall,  Seth  H.  Craig,  John  F.  Dillon,  John  S. 
Graham,  Lyman  Hall,  Rufus  Howard,  Alfred 
Waterman,  George  Warne.  Honorary  degrees 
were  conferred  upon  W.  H.  Clark,  and  William 
Weatherford,  of  Iowa,  and  Luke  Hale,  of  Illi- 
nois. 

On  jMarch  18,  1850,  an  official  notification  was 
received  from  the  Secretary  of  the  Board  of  Trus- 
tees of  the  Iowa  State  University  announcing  the 
recognition  and  establishment  of  this  college  as 
the  Medical  Department  of  the  Iowa  State  Lhii- 
versity.^® 

The  second  class  from  the  new  University 
iMedical  College  was  graduated  on  June  13,  1850. 
The  following  is  a list  of  the  class  to  whom  the 
degree  of  M.  D.  was  conferred : Rickey  D.  Bar- 
ton, H.  E.  Cross,  Monroe  N.  Dodson  (Dr.  Mon- 
roe N.  Dodson  was  the  father  of  Dr.  Dodson, 
dean  of  the  Medical  Department  of  Chicago  Uni- 
versity, College  of  Medicine),  A.  L.  Huyck,  A. 
A.  Noyes,  H.  L.  Potter,  and  R.  C.  Warriner.^® 

Courses  of  instruction  and  the  requirement  for 
graduation  as  well  as  fees  were  about  the  same 
in  all  the  other  western  schools  and  were  no  dif- 
ferent from  those  in  the  eastern  schools.  It  was 
out  of  the  question  to  increase  standards  of  in- 
struction and  fees  above  the  general  level,  for 
that  would  drive  the  would-be  students  to  insti- 
tutions where  they  could  obtain  what  they  desired 
in  a shorter  time  and  at  less  expense.  The  stud- 
ents were  required  to  be  twenty-one  years  of  age 
before  they  could  obtain  a diploma;  they  must  be 
of  good  moral  character ; have  three  years  of  study 
under  the  direction  of  a preceptor,  including  in 


this  time  two  courses  of  lectures,  the  last  of  which 
to  be  at  the  school  from  which  they  decided  to 
graduate.  A thesis  was  also  required,  which 
could  be  written  in  English,  German  or  Erench 
(There  was  a large  French  and  German  speak- 
ing  population,  the  former  in  the  south,  the  latter  |i 
in  the  north)  and  finally  the  payment  of  fees  in 
advance.^- 

The  faculty  in  1850,  when  it  became  located  in  ■! 
Keokuk,  was  as  follows  H 

John  F.  Sanford,  M.D.,  Professor  of  Surgery 
and  Dean. 

L.  D.  McGugin,  M.D.,  Professor  of  Obstetrics  j| 
and  Diseases  of  Women  and  Children.* 

Samuel  G.  Armor,  M.D.,  Professor  of  Physi- 
ology and  Pathology.  i 

Nichols  Hard,  M.D.,  Professor  of  Anatomy.  * 

George  W.  Richards,  M.D.,  Professor  of 
Theory  and  Practice  of  Medicine. 

A.  S.  Fludson,  M.D.,  Professor  of  Materia 
Medica  and  Therapeutics. 

S.  Mathews,  M.D.,  Professor  of  Chemistry. 

J.  C.  Hughes,  M.D.,  Demonstrator  of  Anatomy. 

This  was  one  of  the  ablest  faculties  teaching 
in  the  United  States  at  that  time. 

Plans  were  made,  the  following  summer,  toi 
change  the  location  of  the  College  to  Keokuk. 
The  dean  of  the  faculty.  Dr.  Sanford,  was  author-  ^ 
ized  and  empowered  to  change  the  college  from 
Davenport  to  Keokuk,  and  to  transact  the  neces- 
sary business  for  the  opening  of  the  college  at 
its  annual  session  at  Keokuk  on  the  first  Monday 
in  November,  1850. 

The  next  session  of  the  College  was  at  Keokuk, 
Iowa,  beginning  in  the  late  fall.  There  has  been 
considerable  speculation  about  this  last  removal, 
and  wonder  that  the  school  should  have  left  very 
good  quarters  and  also  a very  good  location.  The  ! 
writer  can  see  several  possible  reasons  for  the  i 
removal.  In  the  first  place,  the  population  was 
much  greater  in  and  around  Keokuk  and  to  the 
south,  southwest  and  southeast  than  it  was  to  the 
north.  The  greater  ease  of  obtaining  cadavers 
for  dissection  from  St.  Louis  where  there  was  a 
large  Negro  population  might  also  be  a reason  for 
the  move.  It  is  also  to  be  remembered  that  Keo- 
kuk is  at  the  foot  of  a rapids  extending  from  the 
town  of  Nauvoo,  Illinois,  until  one  arrives  at  the 
upstream  limits  of  the  town  of  Keokuk,  and  that 

• In  some  of  the  histories  a Doctor  D.  L.  McGingan  is  given  as 
the  Dean  of  the  Medical  Faculty  in  1850,  when  the  school  movM 
to  Keokuk.  Dr.  Geo.  F.  Jenkins-®  states  that  Dr.  D.  L.  McGupn 
was  made  dean  in  1850  when  the  college  removed  to  Keokuk ; but 
this  is  not  a fact.  There  are  many  statements  made  by  various 
men,  stating  that  Dr.  Sanford  was  made  the  Dean  of  the  schwl 
on  that  occasion  and  that  he  was  given  the  duty  to  attend  to  the 
business  of  the  removal  of  the  College  to  Davenport-®.  The  na^e 
McGingan  does  not  appear  anywhere  in  the  record,  nor  does  Dr. 
Jenkins  mention  him.  The  fact  that  McGingan  and  McGugin 
have  the  same  initials  for  their  given  names  would  indicate  that 
the  name  had  been  misprinted  and  the  error  was  not  corrected. 
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navigation  was  hazardous  and  sometimes  impos- 
sible to  the  north  of  Keokuk,  depending  upon  the 
stage  of  the  water  in  the  Mississippi.  It  can  be 
understood  that  with  its  location  in  Keokuk  it 
was  more  certain  to  draw  on  the  southern  terri- 
tory for  students,  and  as  for  the  northern  terri- 
tory, it  was,  by  comparison,  thinly  populated  and 
it  would  be  more  likely  for  them  to  come  to  Keo- 
kuk than  for  the  Southerner  to  come  north  of 
Keokuk. 

(Note : For  the  history  of  the  College  after  lo- 
cating at  Keokuk,  and  during  the  time  it  was  the 
Medical  Department  of  the  Iowa  State  University, 
and  after,  see  Dr.  D.  S.  Fairchild’s  history  re- 
corded in  the  Medical  History  of  Iowa,  which  can 
be  consulted  at,  or  obtained  from,  the  iMedical 
Department  of  the  Iowa  State  Library.) 

On  February  7,  1854,  the  following  resolution 
was  adopted.  Resolved  that  the  following  named 
persons  be  recognized  by  this  Board  as  the  Faculty 
of  the  Medical  Department  of  the  State  Univer- 
sity at  Keokuk,  Iowa,  to  wit : 

D.  L.  McGugin,  M.D.,  Professor  of  Physiology, 
Pathology,  and  Microscopy. 

Freeman  Knowles,  i\I.D.,  Professor  of  Theory 
and  Practice  of  Medicine. 

J.  C.  Hughes,  M.D.,  Professor  of  .Surgery  and 
Dean  of  Faculty. 

J.  E.  Sanborn,  M.D.,  Professor  of  Chemistry 
and  Materia  Medica. 

E.  R.  Ford,  M.D.,  Professor  of  Obstetrics  and 
Diseases  of  Women  and  Children. 

Edward  A.  Arnold,  M.D.,  Professor  of 
Anatomy. 

P.  Van  Patten,  AI.D.,  Demonstrator  of 
Anatomy. 

The  last  approval  of  faculty  made  by  the  Trus- 
tees as  recorded  in  the  minutes  is  the  following 
item  dated  June  30,  1856: 

“The  following  appointments  of  the  Faculty  of 
the  iMedical  Department  (at  Keokuk)  of  the  State 
University — reported  by  J.  C.  Hughes,  Dean  of 
the  Faculty  for  the  approval  of  this  Board,  were 
on  motion  duly  approved,  to  wit : 

“Professor  John  R.  Allen  to  the  Chair  of  Ob- 
stetrics and  Diseases  of  Women  and  Children  in 
place  of  E.  R.  Ford,  resigned. 

“Wills  R.  Marsh,  Professor  of  Chemistry  and 
Materia  Mcdica  in  ])lace  of  Prof.  J.  IL  Sanborn, 
resigned. 

“John  J.  Page,  Demonstrator  of  .Anatomy  in 
place  of  Kirtly  Ryland,  M.D.,  resigned.-^ 

h-ventually  a medical  dejiartment  of  the  Uni- 
versity was  organized  and  located  at  Iowa  City, 
in  compliance  with  the  constitution  of  the  .State 
of  Iowa,  requiring  all  departments  of  the  Uni- 


versit}-  to  be  located  in  Iowa  City.  From  then  on 
the  Keokuk  school  was  again  a private  institu- 
tion, and  for  several  years,  due  to  a disagreement 
between  the  members  of  the  faculty,  it  split  into 
two  colleges  which  breach  was,  how^ever,  healed 
and  the  two  schools  became  re-united. 

For  some  years,  beginning  in  1887,  and  culmin- 
ating about  1912,  there  were  movements  on  foot 
to  increase  the  demands  upon  prospective  medical 
students  for  better  preparation  to  enter  upon  the 
study  of  medicine  and  requirements  for  longer 
residence  in  college,  resulting  in  the  doing  awav 
of  the  preceptorship  system  and  replacement  by 
hospital  interneships,  where  the  graduates  were 
able  to  obtain  practical  experience  under  the  di- 
rection of  able  practitioners  of  medicine,  surgery, 
or  any  of  the  other  special  branches.  Not  until 
1900  did  there  come  a movement  to  furnish  more 
thorough  laboratory  instruction,  in  better  labor- 
atories, under  the  direction  of  trained,  .salaried 
and  full-time  instructors. 

As  a result  of  this,  it  became  ne.xt  to  impossible 
for  privately  owned  medical  colleges  to  continue 
to  compete;  it  required  an  endowment  fund,  and 
a considerable  one,  to  meet  the  expenses  of  such 
an  institution.  The  student  fees  did  not  bring  in 
more  than  one-third  of  the  e.xpenses  of  a standard 
medical  course  and  the  medical  college  found  it 
necessary  to  furnish  the  other  two-thirds.  This 
might  be  possible,  with  a University  connection, 
and  the  faculty  of  the  Keokuk  College  decided 
it  would  be  better  to  give  up  the  unequal  struggle 
and  merge  their  institution  with  one  which  had 
University  backing. 

This  resulted  in  the  merger  of  the  College  with 
the  Drake  University  College  of  Medicine.  It 
was  hoped  that  this  merger  would  strengthen 
Drake  College  of  Medicine  sufficiently  .so  that  it 
would  be  able  to  continue,  and  for  a time  the 
combined  schools  seemed  to  have  every  prospect 
of  success.  The  College  increased  its  entrance 
requirements  rather  abruptly  to  a two-year  course 
in  premedic  studies,  when  mo.st  of  the  other 
schools  were  not  yet  going  beyond  the  one-year 
requirement.  Whether  this  hastened  the  demise 
of  the  College  or  not,  it  is  true  that  the  work  be- 
ing done,  both  by  the  faculty  and  the  students, 
was  of  the  highest  (juality,  and  it  is  to  be  regretted 
that  some  way  was  not  found  to  provide  the 
necessary  funds,  so  that  the  institution  could  con- 
tinue its  good  work.  Many  and  great  sacrifices 
were  made  by  their  faculties,  and  their  graduates 
reflected  great  credit  upon  these  teachers  during 
the  e.xistence  of  these  two  colleges. 

.\t  a time  when  the  Drake  College  of  Medicine 
gave  every  evidence  of  its  vitality,  the  .strength 
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of  its  faculty,  the  excellence  of  its  laboratories, 
the  large  resources  in  clinical  work  along  all  lines, 
it  became  impossible  for  Drake  University  to  con- 
tinue longer  to  carry  the  financial  burden,  and 
so  it  arranged  to  have  the  college  merged  with  the 
medical  College  at  Iowa  City,  closed  its  doors  and 
wrote  hnis  on  its  work  along  medical  lines.  Since 
then  Iowa  has  had  but  one  college  of  medicine, 
and  the  old  feuds  existing  between  the  supporters 
of  the  dififerent  colleges  (which  once  dotted  Iowa 
— there  were  eight  of  them)  have  been  forgotten 
and  the  profession  is  happily  united  in  supporting 
out  great  Medical  College  and  Hospital  which  the 
state  has  developed  at  Iowa  City. 

* * 

The  following  biographies  were  copied  verbatim 
from  the  History  of  Aledicine  in  Illinois,  Vol  I, 
by  Dr.  Zeuch.  The  reading  of  these  notes  will 
enable  the  modern  practitioner  to  form  some 
opinion  as  to  the  preparation  of  the  teachers  of 
medicine  of  that  period,  their  methods  of  teach- 
ing and  their  ability  to  teach  efficiently  and  train 
medical  students  to  become  successful  practition- 
ers of  medicine  and  surgery.  The  students  com- 
ing under  the  influence  of  such  men  as  Drs. 
Richards,  Sanford,  Hard  and  many  others  of  the 
teachers  who  were  connected  with  the  college 
before  mentioned,  necessarily  must  have  profited 
greatly  by  their  contact  with  them.  The  work 
which  they  received  from  their  preceptors  would 
compare  favorably  wdth  the  work  which  the  pres- 
ent day  students  obtain  in  hospital  service.  True, 
the}’  lacked  the  preliminary  training  in  the  funda- 
mentals ; laboratory  facilities,  barring  anatomy, 
were  jiractically  non-existent  in  our  medical  col- 
leges in  the  middle  of  the  la.st  century.  How 
could  it  be  otherwise  ? The  colleges  were  giving 
on  an  average  not  over  twelve  weeks  annual 
courses  of  lectures  for  two  years  only  ; there  could 
he  no  time  for  such  courses,  even  if  they  were  pre- 
pared to  take  advantage  of  them,  which  they  were 
not.  In  the  meantime,  there  were  sparsely  settled 
communities  springing  up  all  about  the  country, 
where  medical  care  was  needed  and  could  not  have 
been  supplied  in  any  other  way.  To  fill  this  need 
there  was  no  other  system  so  well  adapted  to  serve 
the  jmrpose  and  thus  supjily  medical  practitioners 
who  could  cope  with  the  physical  difficulties  which 
they  were  sure  to  meet.  The  country  had  no  im- 
proved roads,  and  not  overly  good  trails,  even  the 
streams  had  to  be  forded,  could  not  be  crossed  on 
bridges.  The  doctor  was  frequently  days  in  mak- 
ing the  rounds  of  his  patients,  and  horse  back 
riding  was  the  only  means  of  getting  about.  The 
good  jiractitioner  in  pioneer  days  needed  to  be 
physically,  mentally  and  spiritually  fit. 


DR.  NICHOLS  hard 

Dr.  Nichols  Hard  was  descended  from  a long 
line  of  educated  ancestors  who  had  lived  in  the 
state  of  New  \ ork.  He  was  one  of  four  brothers, 
each  of  whom  studied  medicine,  and  three  of 
whom  were  among  the  ablest  practitioners  in 
northern  Illinois  during  their  lifetime.  Nichols 
Hard  was  born  July  4,  1818,  probably  at  Geneva, 
New  York. 

While  his  sons  were  still  young,  the  father, 
Peter  Nichols  Hard,  moved  from  New  York  to 
Grass  Lake,  near  Dexter,  Michigan,  where  he  was 
drowned  in  1837.  Thrown  on  his  own  resources 
when  eighteen  years  of  age,  Nichols  matriculated 
in  the  Medical  College  of  Ohio  at  Cincinnati  in 
1839,  and  graduated  from  that  school  in  1841, 
when  twenty-two  years  old.  One  week  after  his 
graduation  he  began  a journey  by  boat  from  Cin- 
cinnati to  New  Orleans.  A little  “Jo’-i'‘*'>al,”  which 


DR.  NICHOLS  hard 
18181851 

he  kept  during  the  trip,  enables  us 
picture  of  this  modest,  enthusiastic  youth,  and  to 
recognize  the  qualities  which  characterized  him 
always.  There  is  evidence  of  his  acute  power  of 
observation,  interest  in  the  objects  of  nature,  love 
of  the  beautiful,  and  a gentle  humor.  The  first 
entry  in  the  “Journal,”  a farewell  to  the  “Queen 
City,”  “Peace  be  within  thy  walls,  where  I have 
passed  hours  of  sadness  and  moments  of  bliss,” 
suggests  that  he  had  not  secured  his  medical  edu- 
cation without  a struggle. 
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Reference  is  made  to  points  of  interest  along 
the  Ohio  and  Mississippi  rivers.  At  North  Bend 
he  saw  the  “log  cabin”  of  President  Harrison  and 
remarked:  “Here  from  this  spot  on  the  banks 

of  the  Ohio,  have  the  millions  of  freemen  chosen 
a Chief  Magistrate — whether  in  wisdom  or  weak- 
ness, time  will  soon  inform  us.” 

Near  Baton  Rouge,  he  accomplished  the  princi- 
pal purpose  of  his  journey,  in  visiting  a half- 
brother,  whom  he  had  never  seen.  This  half- 
brother,  Anson  Owen  Hard,  was  his  senior  by 
five  years,  and  had  received  the  degree  of  M.  D. 
from  Yale  College  in  1836.  He  was  practicing 
medicine  at  Stony  Point,  near  Baton  Rouge,  La. 
The  “Journal”  ends  at  New  Orleans,  of  which  he 
wrote  with  much  interest. 

In  the  fall  of  1842  w’e  find  him  at  St.  Charles, 
Illinois,  beginning  his  successful  career  as  a 
teacher,  and  writing  enthusiastic  letters  of  his 
work  and  prospects  to  Eunice  Farnsworth,  whom 
he  married  April  9,  1843.  He  continued  to  teach 
in  the  medical  school  operated  by  George  Wb  Rich- 
ards and  to  practice  medicine  at  St.  Charles  until 
1845,  when  he  moved  to  Aurora,  Illinois. 

In  1844  Nichols  Hard  became  professor  of  ob- 
stetrics and  diseases  of  women  and  children  in  the 
medical  department  of  La  Porte  University,  and 
served  in  this  capacity  until  1850,  when  the  school 
was  discontinued.  Two  addresses  prepared  by 
Hard  while  connected  with  the  medical  school  at 
La  Porte  have  been  found.  One  is  a valedictory 
address  given  at  the  close  of  the  session  in  1846, 
entitled,  “The  Practice  of  Medicine — Its  Roses 
and  Thorns — the  Way  to  Secure  the  Former  and 
Avoid  the  Latter.”  This  address  is  well  written, 
showing  a good  command  of  English  and  present- 
ing  a great  fund  of  valuable  information  and  ad- 
vice to  the  graduates  in  a logical  and  pleasing  man- 
ner. The  other  address  is  an  introductory  lecture 
read  in  1848.  He  then  departed  from  the  com- 
mon custom  and  presented  a discussion  of  a purely 
scientific  subject.  The  subject  of  “Atresia 
Vaginae”  was  discussed  in  a masterful  manner, 
illustrated  from  personal  experience  showing  his 
skill  as  a teacher  and  writer. 

From  the  time  he  located  in  St.  Charles,  until 
his  death,  he  was  a popular  preceptor  of  medical 
students,  large  numbers  of  whom  came  to  him  for 
instruction. 

At  the  meeting  of  the  I'ox  River  Medical  Asso- 
ciation at  Elgin,  h'ebruary  1,  1850,  he  “delivered 
an  able  and  interesting  address  on  cholera,  show- 
ing its  contagious  character  as  exhibited  in  the 
epidemic  of  1849,  es])ccially  in  that  which  ap- 
peared at  Aurora,  Kane  Co.,  Illinois,  the  fallacy 


of  specific  cures  and  the  departure  from  the  usual 
concomitant  symptoms  as  there  exhibited.” 

In  1850  N.  Hard  was  made  professor  of 
anatomy  in  the  University  of  Iowa  at  Keokuk. 

In  the  summer  of  1851  he  contracted  cholera 
and,  with  impaired  health,  an  attack  of  dysentery 
caused  his  death,  October  16,  1851.  A colleague 
wrote  of  him : “Prof.  Hard  maintained  a good 

character  as  a pleasing  and  instructive  lecturer 
during  his  connection  with  the  medical  schools  at 
La  Porte,  Indiana,  and  Keokuk,  Iowa,  and  en- 
joyed a high  reputation  as  a practitioner  in  Aurora, 
Illinois,  the  place  of  his  residence.  He  had  been 
cut  down  in  the  prime  of  life  and  in  the  midst  of 
his  usefulness.”  Speaking  of  the  medical  school 
at  Keokuk,  Keabbs,  of  the  class  of  1852,  said: 
“Late  in  the  fall  of  ’51  Professor  Hard  died. 
This  was  in  many  ways  a loss  to  the  college.  He 
was  a strong,  level-headed  man  and  had  more 
students  than  all  the  other  professors  combined, 
except  Professor  Richards.” 

N.  Hard  was  fond  of  the  best  literature,  and 
had  excellent  musical  taste,  as  had  also  his  wife. 
They  were  the  first  in  Aurora  to  possess  a piano. 
Pie  collected  a cabinet  of  geological  specimens  and 
wrote  shorthand. 

The  records  of  the  life  and  activities  of  Nichols 
Hard  are  few,  but  there  is  sufficient  to  show  that 
his  was  an  unusual  character.  He  had  an  ex- 
cellent reputation  as  a popular  teacher  and  able 
practitioner.  Kindly  toward  others,  he  received 
an  unrelated  orphan  girl  into  his  family,  and  took 
an  active  part  in  the  education  of  his  two  younger 
brothers.  Both  brothers  became  able  physicians, 
Chester  Hard  in  Ottaw'a  and  Abner  Hard  in  Au- 
rora. Illinois.  His  life  work  was  completed  when 
he  was  but  thirty-three  years  of  age. 

DR.  MOSES  L.  KNAPP 

In  his  association  with  newly  organized  medical 
schools  in  the  West,  the  subject  of  this  sketch  had 
unusual  experience.  He  was  a private  student  of 
George  McClellan  when  the  latter  organized  Jef- 
ferson Medical  College,  and  graduated  in  the  first 
class  sent  out  by  that  school.  He  was  on  the  orig- 
inal faculties  of  two  of  the  medical  colleges  in  our 
State,  and  for  some  time  was  jirofessor  in  the 
La  Porte  Medical  College  of  Indiana.  He  rightly 
referred  to  himself  as  a “New-Schools  Man.” 

iMoses  L.  Knai)p  was  born  in  Barkhamstead, 
Connecticut,  on  November  25,  1799.  He  was  edu- 
cated in  the  common  schools  of  Oxford,  New 
York,  and  in  1825  he  matriculated  at  the  first  ses- 
sion of  Jefferson  Medical  College,  Philadelphia. 
Pie  was  one  of  the  twenty  men  who  formed  in  1826 
the  first  class  graduating  from  that  institution.  He 
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stood  at  the  top  of  his  class,  and  his  thesis,  "Apocy- 
mim  Cannabimim,”  was  the  first  handed  in  and  the 
first  thesis  from  Jefferson  Medical  College  to  be 
printed.  In  the  first  edition  of  the  “Dispensatory 
of  the  United  States  of  America,”  by  Woode  and 
Bach,  the  thesis  of  Knapp  is  referred  to  as  the 
principal  authority  on  Apocynnm,  or  Indian 
Hemj),  and  quotation  is  made  from  it. 

After  graduation  he  located  in  Baltimore  and 
practiced  there  until  about  1831,  when  he  migrated 
to  Illinois.  In  Angnst,  1831,  Dr.  Knapp  married 
Mary  Jane  Long,  and  went  to  Springfield  to  live. 
Here  he  practiced  medicine  for  ahont  three  years. 


DR.  MOSES  L.  KNAPP 
1799-1879 

He  bought  large  areas  of  land,  becoming  one  of 
the  largest  land  owners  in  Logan  County.  After 
the  financial  panic  of  1837  his  land  values  shrunk, 
and  there  was  no  money  to  pay  taxes.  He  moved 
his  family  to  Waynesville,  Illinois,  and  later  to 
Aliddleton,  and  continued  to  practice  medicine.  In 
1848  he  moved  his  family,  consisting  of  wife  and 
five  children,  to  Chicago,  where  he  followed  his 
profession  until  1851.  His  home  was  at  96  Clark 
Street,  opposite  the  public  square  now  occupied 
by  the  city  and  county  buildings.  Everywhere  he 
was  a leader  in  all  social  and  political  activities. 
When  Rush  College  was  organized  in  1843,  Knapp 
entered  the  faculty  as  professor  of  obstetrics,  still 
residing  at  Waynesville. 

From  1845  to  1851  he  resided  in  Chicago  and 
practiced  his  profession  and  was  professor  of 
chemistry  in  the  University  of  St.  Mary’s  of  the 


Lake.  He  served  as  professor  of  Materia  Medica  , 
in  Indiana  College,  at  La  Porte,  from  1844-1846,  ;• 
and  while  he  does  not  ap]iear  among  the  faculty  of  I 
1846-1847,  he  delivered  the  address  to  the  grad-  j) 
nating  class  in  1847.  In  the  autumn  of  1848  he  J 
delivered  the  opening  address  at  the  first  session  t 
of  the  Rock  Island  Medical  School,  in  which  he  | 
was  president  and  professor  of  materia  medica  t 
and  therapeutics.  The  following  year  he  followed  ; 
this  migrating  school  to  Davenport,  Iowa.  In  1850 
his  health  was  such  that  it  was  deemed  wise  for 
him  to  seek  a milder  climate.  At  this  time  he  was 
given  a certificate  as  to  his  character  and  ability, 
signed  by  many  prominent  citizens  of  Illinois.  His 
colleagues  on  the  faculty  gave  him  certificates  to 
use  in  establishing  himself  in  new  surroundings. 

In  1852  Knapp  moved  his  family  from  Chicago 
to  Covington,  Kentucky,  where  he  engaged  in  ac-  j 
tive  practice. 

In  1855  he  published  a book  on  epidemic  cholera 
and  an  essay  on  cholera  infantum,  and  in  1856  a 
book  on  nursing  sore  mouth. 

In  1857  and  1859  he  published  what  was  gener-  ! 
ally  known  as  “Knapp’s  Pathology,”  in  two  vol-  j 
nines,  in  which  he  elaborates  a scorbutic  diathesis  i 
as  the  explanation  of  almost  all  disease  processes. 
He  insisted  on  the  daily  use  of  fruits  and  fresh 
vegetables  in  scorbutic  cases,  in  opposition  to  the 
general  use  of  farinaceous  foods.  The  dietetic  in- 
novations which  he  advocated  came  at  a time  when 
depleting  measures,  such  as  blood-letting,  etc., 
were  falling  into  disrepute.  The  measures  he 
urged  were  accepted  by  many  physicians  through- 
out the  country,  and  were  found  to  be  useful  in 
treating  the  sick.  He  anticipated  by  two  genera- 
tions much  that  is  now  considered  new  in  the  vita- 
min regimen.  Fruit  juices  were  given  to  babies, 
and  milk,  ripe  fruits  and  vegetables  were  urged  as 
important  articles  of  diet. 

While  he  was  in  Philadelphia,  supervising  the 
publication  of  his  last  w'ork,  he  suffered  severe 
pulmonary  hemorrhage,  and  in  1860  went  to  Aleta- 
moras,  Mexico,  hoping  the  warmer  climate  would  j 
be  beneficial  to  his  health.  With  restored  health, 
two  years  later,  he  located  at  Cadereyta,  State  of  | 
Nuevo  Leon,  Mexico,  and  there  successfully  prac-  j' 
ticed  medicine  until  he  died  of  pneumonia  on  his  I 
eightieth  birthday,  in  1879,  having  been  in  the  i| 
active  practice  of  medicine  more  than  fifty  years. 
His  remains  lie  in  the  Campo  Santo  in  Cadereyta.  I- 

While  in  Illinois,  Knapp  was  especially  inter-  j* 
ested  in  general  education,  having  manifested  spe-  | 
cial  interest  in  the  State  Common  School  Conven-  i » 
tion,  held  in  Chicago  in  1846.  He  was  popular  as  : 
a teacher,  and  his  writings  show  that  he  was  pos- 
sessed of  much  literary  ability. 

(To  be  continued) 
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A DIABETIC  MANUAL — By  Edward  L.  Bortz,  M.D.,  associate 
professor  of  medicine.  Graduate  School  of  Medicine,  Univer- 
sity of  Pennsylvania.  Illustrated.  F.  A.  Davis  Company, 
Philadelphia,  1936. 

ADULT  EDUCATION — By  Lyman  Bryson,  professor  of  education. 
Teachers  College,  Columbia  University,  New  York.  American 
Book  Company,  Cincinnati,  1936. 

ARTHRITIS  AND  RHEUMATIC  DISEASE— By  Maurice  F. 
Lautman,  M.D.,  consultant  to  the  U.  S.  Public  Health  Service 
Clinic.  McGraw-Hill  Book  Company,  330  West  42nd  Street, 
New  York,  1936.  Price,  $2.00. 

AN  INTRODUCTION  TO  MATERIA  MEDICA  AND  PHARMA- 
COLOGY— By  Hugh  Alister  McGuigan,  M.D.,  professor  of 
materia  medica.  pharmacology  and  therapeutics.  University 
of  Illinois,  College  of  Medicine,  Chicago.  With  71  text  illus- 
trations and  18  colored  plates.  C.  V.  Mosby  Company,  St. 
Louis,  1936.  Price,  $2.75. 

CHEMICAL  PROCEDURES  FOR  CLINICAL  LABORATORIES 
By  Marjorie  R.  Mattice,  A.B..  Sc.M.,  assistant  professor  of 
clinical  pathology.  New  York  Postgraduate  Medical  School  of 
Columbia  University,  New  York.  Lea  and  Febiger,  Philadel- 
phia, 1936.  Price,  $6-50. 

FUNDAMENTALS  OF  HUMAN  PHYSIOLOGY— By  the  late 
J.  J.  R.  Macleod,  M.D.,  D.Sc.,  F.R.S.  late  regius  professor  of 
physiology.  University  of  Aberdeen,  Scotland,  and  R.  J.  Sey- 
mour. M.D.,  professor  of  physiology,  Ohio  State  University. 
Fourth  edition,  C.  V.  Mosby  Company,  St.  Louis,  1936.  Price, 
$2.50. 


INTERNATIONAL  CLINICS,  Volume  III,  Forty-sixth  Series- 
Edited  by  Louis  Hamman,  M.D.,  visiting  physician,  Johns 
Hopkins  Hospital,  Baltimore.  J.  B.  Lippincott  Company, 
Philadelphia  and  London,  1936. 

MICROBIOLOGY  AND  PATHOLOGY  FOR  NURSES— By  Charles 
F.  Carter,  M.D.,  Director  of  Carter’s  Clinical  Laboratory, 
Dallas,  Texas.  With  138  text  illustrations  and  14  colored 
plates.  C.  V.  Mosby  Company,  St.  Louis,  1936.  Price,  $3.03. 

PRINCIPLES  OF  CHEMISTRY— By  Joseph  H.  Roe,  Ph.D..  pro- 
fessor of  biochemistry.  School  of  Medicine,  George  Washington 
University.  Fourth  eriition.  C.  V.  Mosby  Company,  St. 
Louis,  1936.  Price,  $2.75. 

SOCIAL  ASPECTS  OF  THE  BANANA  INDUSTRY— By  Charles 
David  Kepner,  Jr.,  Ph.D.,  Columbia  University  Press,  New 
York,  1936. 

A TEXTBOOK  OF  NEURO-ANATOMY— By  Albert  Kuntz, 
Ph.D.,  M.D.,  professor  of  micro-anatomy,  St.  Louis  University 
School  of  Medicine,  St.  Louis.  Second  edition  enlarged  and 
revised.  Lea  & Febiger,  Philadelphia,  1936.  Price,  $6.00. 

A TEXTBOOK  OF  PATHOLOGY— By  W.  G.  MacCallum,  pro- 
fessor of  pathology  and  bacteriology,  Johns  Hopkins  Univer- 
sity, Baltimore.  Sixth  edition,  1277  pages  with  697  illustra- 
tions. W.  B.  Saunders  Company,  Philadelphia  and  London, 
1936.  Price,  $10.00. 

TISSUE  IMMUNITY— By  Reuben  L.  Kahn,  M.S.,  D.Sc.,  Univer- 
sity of  Michigan.  Ann  Arbor,  Michigan.  Charles  C.  Thomas, 
Springfield,  Illinois,  1936.  Price,  $7.50. 
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BOOK 

DISEASES  OF  THE  AIR  AND  FOOD 
PASSAGES  OF  FOREIGN  BODY  ORIGIN 

By  Chevalier  Jackson,  M.D.,  and  Cheva- 
lier L.  Jackson,  M.D.,  Temple  University. 

994  pages  with  2,000  illustrations.  W.  B. 
Saunders  Company,  Philadelphia  and  Lon- 
don, 1936.  Price,  S12.50. 

This  volume  has  been  compiled  for  the  use  of  the 
general  practitioner  and  summarizes  the  enormous 
mass  of  clinical  data  accumulated  by  the  authors. 

The  first  chapter  deals  with  the  source  of  foreign 
bodies  which  are  commonly  found  in  the  air  and  food 
passages,  while  Chapter  II  discusses  the  prophylaxis 
of  the  occurrence  of  foreign  bodies  in  these  passages. 
Chapters  III  and  IV  present  the  pathology  and  symp- 
tomatology respectively,  while  Chapters  V and  VI 
deal  with  the  treatment  employed  in  these  cases. 

This  sub.iect  material  occupies  less  than  half  of 
the  total  page  space  of  the  volume.  The  remaining 
larger  portion  is  devoted  to  a classified  tabulation 
of  the  various  foreign  bodies  endoscopically  removed 
from  the  air  and  food  passages  with  illustrations  of 
the  foreign  bodies  and  all  facts  pertaining  to  their 
removal.  Some  3,000  cases  are  reported,  giving  the 
reader  data  concerning  practically  every  type  of  for- 
eign body  which  has  or  may  he  encountered,  and  at 
the  same  time  furnishing  sufficient  information  to 
guide  the  practitioner  in  dealing  with  a similar  con- 
dition. 

The  authors,  in  appreciation  of  the  fact  that  the 
general  practitioner  is  commonly  the  first  to  see  pa- 


tients suffering  from  foreign  bodies,  have  prepared 
the  text  especially  for  the  guidance  of  the  general 
practitioner.  However,  the  volume  will  be  equally 
valuable  to  those  specializing  in  this  line  of  work, 
the  ear,  nose  and  throat  specialist,  the  x-ray  spe- 
cialist and  the  research  worker. 


A MANUAL  OF  PHARMACOLOGY 

By  Torald  Sollman,  M.D.,  professor  of 
pharmacology  and  materia  medica.  School 
of  Medicine,  Western  Reserve  University, 
Cleveland.  Fifth  edition,  entirely  reset; 

1190  pages  with  22  illustrations.  W.  B 
Saunders  Company,  Philadelphia  and  Lon- 
don, 1936.  Price,  S7.50. 

This  work  originally  appeared  in  1917  and  its  dom- 
inant objective  is  to  furnish  medical  students  and 
interested  practitioners  with  an  outline  of  the  cur- 
rent conception  of  the  action  of  drugs,  especially  as 
they  are  employed  in  the  practice  of  medicine. 
Through  numerous  revisions  the  authors  have  kept 
the  text  in  step  with  modern  research  and  practice. 
The  volume,  while  encyclopedic  in  its  scope,  lends 
it.self  to  ready  reference  because  of  the  paragraphic 
form  and  the  complete  cross-referenced  index.  The 
revision  considei’s  those  newer  preparations  included 
in  the  recently  revised  United  States  pharmacopoeia, 
as  well  as  the  British  pharmacopoeia,  and  further 
reviews  some  of  the  newer  jireparations,  particularly 
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the  biologic  ones,  which  have  not  as  yet  been  listed 
in  these  official  compilations. 

An  extensive  bibliography  is  furnished  at  the  end 
of  the  subject  matter,  so  that  the  interested,  ad- 
vanced student  may  pursue  his  reading  through  well- 
chosen  and  productive  references.  The  volume  ap- 
pears entirely  satisfactory  for  the  purpose  intended. 


A TEXTBOOK  OF  PATHOLOGY 

By  W.  F.  MacCallum,  professor  of  pathol- 
ogy and  bacteriology,  Johns  Hopkins  Uni- 
versity, Baltimore.  Sixth  edition,  1277  pages 
with  697  illustrations.  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1936. 
Price,  §10.00. 

This  sixth  edition  of  this  well  known  and  favor- 
ably accepted  treatise  on  pathology  follows  the  plan 
of  organization  employed  in  the  earlier  editions. 

Instead  of  discussing  pathology  by  organs'  or  by 
system,  the  authors  prefer  to  discuss  disease  entities 
and  detail  the  pathology  present  in  the  various 
organs  of  the  body  and  the  relation  of  this  pathology 
to  the  symptoms  observed,  the  prognosis  offered,  and 
the  treatment  suggested.  Because  of  this  viewpoint, 
the  text  in  many  ways  is  not  markedly  dissimilar  to  a 
text  on  clinical  medicine  and  certainly  should  be  con- 
sidered as  complementary  to  the  study  of  clinical 
diagnosis. 

Through  well  chosen  illustrations  the  authors  re- 
flect appropriate  museum  specimens  and  microscopic 
slides.  Critically  selected  bibliographic  references 
are  fuimished  for  the  advanced  student  in  this 
subject. 


A TEXTBOOK  OF  PHYSIOLOGY 

By  William  H.  Howell,  M.D.,  emeritus 
professor  of  physiology,  Johns  Hopkins  Uni- 
versity. Thirteenth  edition,  thoroughly  re- 
vised, 1150  pages  with  308  illustrations. 

W.  B.  Saunders  Company,  Philadelphia  and 
London,  1936.  Price,  §7.00. 

Since  the  first  edition  of  this  important  work  ap- 
peared in  1907,  it  has  been  recognized  in  many  teach- 
ing institutions,  research  laboratories  and  in  the 
reference  libraries  of  physicians  as  an  eminently 
satisfactory  treatise  on  the  subject.  Its  popularity 
is  further  emphasized  by  the  fact  that  it  is  now  in 
its  thirteenth  edition,  having  been  revised  and  re- 
edited  every  two  or  three  years  since  its  introduction. 

The  original  plan  of  the  author  to  present  the 
essential  information  in  the  most  simple  and  lucid 
style,  together  with  a judicious  limitation  of  the 
material  incorporated,  has  been  maintained  in  every 
revision  so  that  the  volume  today  is  of  convenient 
size  and  entirely  comprehensible  to  the  average 
medical  student  or  practitioner.  The  author  indi- 
cates that  while  the  field  of  physiology  is  a con- 
stantly expanding  one,  this  field  has  shown  its  most 
marked  activity  during  the  past  two  or  three  years 


in  the  field  of  biochemistry,  as  indicated  by  the  ^ 
marked  success  in  the  analysis  and  synthesis  of  va-  }i 
rious  biologic  compounds  which  have  recently  been  \ 
reported  in  the  literature  and  which  add  so  signally  ; 
to  the  theory  and  practice  of  medicine.  Howell’s 
physiology  continues  to  merit  its  position  of  distinc- 
tion as  a textbook  irt  this  basic  medical  science. 


WILLIAMS  OBSTETRICS 
By  Henricus  J.  Stander,  M.D.,  professor 
of  obstetrics  and  gynecology,  Cornell  Uni- 
versity Medical  College.  Seventh  edition; 
a revision  and  enlargement  of  that  text 
originally  written  by  J.  Whitridge  Williams. 

D.  Appleton-Century  Company,  New  York 
and  London,  1936. 

In  1903  Dr.  J.  Whitridge  Williams  first  offered  to 
the  medical  profession  a textbook  on  obstetrics.  The 
simplicity  and  clearness  of  the  text  immediately  war- 
ranted hearty  favor  and  the  work  was  accepted  as 
a teaching  guide  in  many  medical  schools.  Until 
1931  when  the  sixth  edition  of  this  book  appeared. 
Dr.  Williams  remained  its  active  editor. 

The  present  revision  which  maintains  the  original 
plan  and  much  of  the  original  text  of  the  sixth  edi- 
tion, has  been  prepared  by  an  experienced  obstetri- 
cian whose  purpose  has  been  apparently  that  of 
bringing  the  text  up  to  date  rather  than  one  of 
offering  a new  text  on  this  subject.  The  present 
revised  edition  should  receive  widespread  acceptance, 
since  simplicity  and  conciseness  still  characterize 
every  discussion  and  since  no  phase  of  obstetric 
theory  or  practice  has  been  slighted  or  neglected. 

The  volume  is  well  illustrated,  fully  indexed,  and 
contains  adequate  bibliographic  references  to  easily 
accessible  literature. 


A TEXTBOOK  OF  OBSTETRICS 
By  Edward  A.  Schumann,  M.D.,  professor  i 

of  obstetrics.  School  of  Medicine,  Univer-  I 
sity  of  Pennsylvania.  780  pages  with  581  | 

illustrations.  W.  B.  Saunders  Company,  ‘ 

Philadelphia  and  London,  1936.  Price,  §6.50.  ; 

This  entirely  new  work  in  obstetrics  has  been  pre-  ' 
pared  for  students  and  practitioners  as  a guide  to  I 
the  theory  and  practice  of  this  branch  of  medicine.  i 
The  author  has  stressed  the  mechanics  and  physiology 
of  labor,  together  with  its  common  complications,  but  I 
has  avoided  controversial  subjects  or  unproved  theo-  i 
retical  considerations.  i 

The  general  form  of  presentation  follows  that 
commonly  adopted,  although  it  would  appear  that 
the  author  has  conserved  text  space  through  the  use  ' i 
of  an  unusually  large  number  of  well  chosen  illus-  i 
trations,  as  well  as  an  outline  form  where  this  i 

handling-  of  text  material  is  possible.  Its  more  con-  t 

densed  form  will  no  doubt  have  especial  appeal  to  the  1 1 
student,  although  condensations  are  very  definitely 
appreciated  by  the  busy  practitioner.  This  text 
appears  to  be  a very  adequate  guide  to  obstetric 
practice. 


The  JOURNAL 


Iowa  State  Medical  Society 


IMHIHMMillMMMIMII 


lUMMiiiiiiiiiMMMniiiKiiMtiimmiUMtiHMMmiiiimiitMMiMimmmuimMMmiMMMMiMi 


OL.  XXVI 


Des  Moines,  Iowa,  December,  1936 


No.  12 


CHRONIC  MASTOIDITIS  AND  ITS 
THERAPY* 

Samuel  J.  Kopetzky,  M.D.,  New  York,  N.  Y. 

It  has  been  suggested  that  I speak  to  you  on 
the  chronicity  of  middle  ear  disease.  To  under- 
stand the  modern  conception  of  chronicity,  the 
first  thing  one  must  bear  in  mind  (and  to  most  of 
you  I apologize  for  the  restatement  of  fundamen- 
tals because  I know  you  are  familiar  with  them, 
but  it  makes  the  framework  of  the  picture  I am 
presenting)  is  that  chronicities  are  no  more  con- 
sidered in  point  of  “time.”  We  have  no  right  to 
diagnose  a lesion  by  a stopwatch  or  a calendar. 
We  must  diagnose  a lesion  by  a pathologic  find- 
ing. It  is  unscientific  and  impractical  in  the  under- 
standing and  comprehension  of  lesions  of  the  ear, 
suppurative  lesions  of  the  ear,  to  say  that  a lesion 
is  chronic  because  it  runs  three  days  or  three  weeks 
or  three  months,  and  that  it  is  acute  because  it 
only  ran  an  hour.  In  other  words,  we  have 
dropped  the  naming  of  a disease  as  a chronicity  in 
terms  of  “time.”  If  one  has  a cold  and  a cough 
which  lasts  only  a week,  it  is  termed  an  acute 
cough;  if  it  lasts  a month,  it  is  a chronic  cough. 
Time  is  an  element  there,  but  that  is  not  a patho- 
logic diagnosis.  We  are  endeavoring  to  handle 
our  chronicities  much  more  intelligently  by  drop- 
ping the  idea  of  time.  Today  we  often  can  say 
the  disease  is  chronic,  two  seconds  after  it  starts. 
If  an  otologic  suppurative  disease  is  chronic,  it  has 
nothing  to  do  with  its  duration  in  time.  In  some 
instances  a chronic  lesion  of  the  ear  can  be  cured 
in  a week,  yet  it  never  was  an  acute  lesion ; it  was 
a chronic  lesion.  In  other  words,  we  are  attempt- 
ing to  make  a pathologic  diagnosis  rather  than  a 
diagnosis  by  the  calendar  or  watch. 

The  next  important  feature  is  first  hand  knowl- 
edge of  the  character  of  bone  upon  which  the  les- 
ions develops.  One  type  of  lesion  will  develop 
upon  .sclerotic  bone;  a different  tyjie  will  develop 
upon  pneumatized  bone;  and  a still  ditTerent  one 
upon  diploic  bone.  'I'licy  do  not  run  the  same  clin- 

* Presented  before  the  EiKhty-fifth  Annual  Session,  Iowa  State 
Medical  Society,  Dea  Moines.  April  29  and  80,  and  May  1,  1936. 


ical  course,  they  do  not  heal  the  same  way,  nor  are 
the  results  the  same.  It  follows  then  that  there  is 
no  single  operative  technic  applicable  for  all  of 
them.  The  pathology  present  should  indicate  the 
type  of  surgery  necessary  for  each  patient,  and  it 
is  necessary  and  proper  that  this  estimation  be 
arrived  at  as  soon  as  the  patient  is  seen.  Each  pa- 
tient should  have  an  x-ray  examination,  not  to 
determine  whether  he  does  or  does  not  need  an 
operation,  although  that  may  be  useful ; but  be- 
cause it  is  necessary  to  know  the  nature  of  the 
lesion. 

The  chronicity  may  have  started  without  any 
pain.  The  patient  was  not  ill,  but  suddenly  had 
a discharge  from  the  ear.  An  examination  of  the 
ear  will  reveal  multiple  perforations  or  a few  scars 
and  a perforation ; in  other  words,  a suppurating 
lesion  on  pneumatized  bone.  Only  two  conditions 
cause  multiple  perforations  or  multiple  scars  on 
pneumatized  bone ; one  is  syphilis  and  the  other  is 
tuberculosis.  Syphilis  is  easily  eliminated  by  the 
Wassermann  test ; tuberculosis  by  a thorough  chest 
examination,  becau.se  tuberculosis  of  the  ear  is 
never  primary,  but  always  secondary.  If  the  pri- 
mary lesion  is  active,  it  needs  immediate  atten- 
tion. If  it  is  not  active  and  is  scarred,  the  ear 
must  be  treated  locally.  If  it  is  sjiecific,  there  are, 
the  anti-specific  remedies.  This  is  an  example  of 
the  co-relation  of  the  otoscopic  picture  and  knowl- 
edge of  the  type  of  bone  present. 

After  the  above  two  conditions  have  been  elimi- 
nated, if  the  patient  still  shows  that  his  temporal 
bone  is  pneumatized,  and  if  his  ear  has  been  run- 
ning for  some  time,  a more  extensive  history  is 
indicated.  Close  questioning  may  bring  out  the 
fact  that  the  patient  had  scarlet  fever  during  his 
early  school  life.  I know  of  only  one  pathologic 
lesion  in  which  the  discharge  begins  early  and  con- 
tinues into  later  life.  It  starts  with  exanthemas, 
with  no  exceptions,  and  is  the  acute,  necrotic  otitis 
of  Witmaack.  The  drum  finally  goes  by  necrosis ; 
the  promontory  becomes  eroded ; ulcers  and  scar 
tissues  form;  multiple  granulations  form  in  the 
middle  ear,  and  a pus  di.scharge  continues  for  an 
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indefinite  length  of  time.  The  x-ray  picture  shows 
pneumatized  bone  in  the  liiastoid  process.  An- 
other type  may  show  chronicity  as  the  result  of 
grippe,  suffered  by  the  patient  during  one  of  the 
periodic  epidemics  of  influenza,  which  may  have 
started  postpneumonic,  that  is  pneumatized  mas- 
toid, perforation  in  the  anterior  cpiadrant  or  the 
posterior  quadrant  of  the  drum,  but  not  necessarily 
in  the  Shrapnellian  area.  There  will  be  pneuma- 
tized bone  in  a fistula  discharging  from  the  pe- 
trosa. This  description  covers  all  the  types  of 
cases  one  sees  of  pneumatized  bone. 

In  the  diploic  bone  one  will  find  minute  areas  of 
osteomyelitis.  The  patient  is  over  the  intensive 
osteomyelitic  stage,  and  microscopically,  here  and 
there  in  the  epitympanic  space,  toward  the  front  in 
the  tissue  surrounding  the  semicircular  canals,  or 
back  in  the  epi-antral  region  toward  the  roof  and 
back  of  it,  one  will  find  involvements  which  a 
pathologist  would  designate  as  osteomyelitic  in 
nature.  It  is  not  a mass  lesion;  it  is  a small  local- 
ized area,  sometimes  with  multiple  lesions.  What 
is  nature  doing?  Nature  is  doing  what  she  does  in 
osteomyelitis  of  the  long  bone.  She  is  making 
small  sequestra  and  throwing  them  off  into  the  dis- 
charge. As  they  gradually  decalcify,  they  come 
out.  Some  years  ago  an  effort  was  made  to  find  a 
differential  diagnosis  in  the  chemical  study  of  the 
calcium  content  of  the  discharge  from  the  ear. 
The  discharge  showed  a high  calcium  content,  be- 
cause the  minutiae  of  dead  sequestra  which  is 
thrown  out,  makes  a high  estimation  of  calcium. 
The  procedure  is  too  complicated  for  ordinary 
routine  diagnosis,  but  it  establishes  a lesion.  When 
a diploic  bone,  with  a long  standing  discharge,  is 
found  upon  x-ray  examination,  one  can  be  almost 
always  sure  he  is  dealing  with  a chronic  condition. 

The  final,  and  most  common,  type  is  the  scler- 
osed, so-called  ebonized,  ivory-hard  bone.  Char- 
acteristic of  the  condition  is  a long  standing  dis- 
charge, drums  in  a more  or  less  advanced  stage  of 
destruction,  and  certain  degress  of  repair.  With 
each  cold  and  with  each  depression  of  vitality,  the 
disease  process  advances. 

From  these  facts  one  can  draw  certain  conclu- 
sions in  each  case.  If  diploic  bone  or  ebonized 
bone  is  ])resent,  the  condition  is  chronic ; and  a 
diagnosis  of  chronicity  may  also  be  made  if  one 
finds  large  defects,  ulcerations,  multiple  perfora- 
tions and  multiple  scars  with  pneumatized  bone. 
Acute  mastoiditis  can  be  ruled  out  in  all  patients 
showing  ebonized  bone,  because  the  onset  of  bac- 
terial invasion  will  enter  any  of  the  preformed 
anatomic  channels,  or  will  create  reactions  in  the 
internal  ear,  in  the  meninges,  or  through  the  blood 
channels,  long  before  the  ivory  hard  bone  breaks 
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down  under  bacterial  attack.  It  is  well  to  take  an 
x-ray  picture  in  these  acute  cases,  so  that  the  pa- 1 
tient  can  be  assured  he  does  not  have  acute  mastoid- 
itis, but  rather  a chronic  condition  in  the  ear  which  : 
will  require  weeks  or  months  of  treatment.  In  this  ji 
way  the  physician  will  not  be  annoyed  by  the  pa-  i 
tient  comparing  his  trouble  with  that  of  his  neigh- : 
bor  or  friend,  who  may  also  have  had  a discharg- 
ing ear  which  was  “cured”  by  some  other  physician  li 
in  four  weeks.  When  the  patient  understands  that  i. 
his  condition  is  not  identical  with  that  of  his  friend, ' 
he  will  have  more  confidence  in  his  own  physician.  i 

What  is  the  explanation  of  the  continuous  dis- 
charge in  the  chronic  cases  ? As  soon  as  the  acute 
stage  is  passed,  nature  steps  in  and  tries  to  heal 
the  ear.  An  effort  is  made  to  cover  the  exposed 
and  eroded  areas  with  epithelium  from  the  rem- 
nants of  the  drum  and  from  the  external  auditory 
canal  walls ; but  because  the  area  is  not  equally  ex-  i 
posed  and  because  there  are  erosions,  detritus,  de- 1 
pressions  and  elevations,  this  ingrowth  does  not 
proceed  smoothly.  Part  of  this  living  epithelium, 
which  replaces  the  diseased  tissue  already  there, ! 
invariably  curls  on  itself  and  continues  to  grow, . 
producing  a pseudo-cholesteatoma.  This  choles- 1 
teatoma  is  nothing  less  than  the  defeated  effort  of  i 
nature  to  make  a scar  and  heal  the  case.  It  is  epi-  i 
thelial  tissue  mixed  with  fat  and  cerumen,  kept  at ! 
body  temperature,  away  from  sudden  drafts,  two  ' 
inches  inside  the  head.  Saprophytes  and  second- 
ary invaders  from  the  air  enter  and  add  another 
factor  to  the  vicious  cycle  of  events  which  pro- 
long the  suppuration.  This  secondary  invader 
feeds  on  the  dying  and  necrosing  epithelial  tissue 
that  failed  in  its  effort  to  accomplish  nature’s  pur-  | 
pose  to  line  the  cavity  in  the  sickened  ear.  ! 

Understanding  this  procedure  of  invasions  and  i 
involuted  epithelium,  the  center  of  which  has  died,  | 
the  periphery  of  which  is  alive  and  called  a matrix,  1 
intelligence  rejects  the  idea  that  the  injection  of  i 
a few  vaccines  will  halt  nature’s  ingrowth  of  epi- 
thelium or  check  the  saprophytic  infections  and 
secondary  invaders  that  feed  on  this  nutritive 
material  prepared  for  them  in  the  middle  ear  and 
epitympanic  cavity.  However,  it  is  possible  to 
raise  the  resistance  of  the  patient  and  create  an 
immunity  to  subsequent  secondary  invaders,  by  re- 
moving from  that  cavity  every  vestige  of  decayed  I 
tissue,  all  the  moisture,  the  cerumen  and  fat,  and  i 
the  dirt,  dust  and  detritus  which  remain  as  the  cul- 
ture media  for  these  bacteria.  The  inevitable  ' 
process  of  repair  will  continue,  and  if  elevations 
and  depressions  are  present,  that  process  will  create  J 
a cholesteatomatous  mass,  but  other  means  are  I 
available  to  handle  this  mass.  Absolute  alcohol,  i 
or  as  near  absolute  alcohol  as  can  be  obtained,  in- 
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jected  into  the  canal  will  very  often  wash  out  large 
quantities  of  this  dead,  decayed,  foul,  putrefying 
tissue.  The  matrix  will  not  be  washed  out  because 
it  is  very  strong  and  well  supplied  with  fine  blood 
vessels.  A patient  can  be  carried  on  this  treat- 
ment of  absolute  alcohol  injections  for  an  indefi- 
nite period  of  time  until  an  incident  takes  place 
which  brings  the  matter  to  a dramatic  climax.  For 
instance,  a child  has  ebonized  bone  and  an  infected 
ear  as  a result  of  scarlet  fever.  He  is  carried  along 
safely  enough  until  summer,  or  even  for  a year  or 
two,  and  then  in  the  early  spring  he  goes  in  swim- 
ming. All  this  dead  tissue  needs  is  the  addition 
of  water.  It  swells  up  like  a sponge;  the  patient 
comes  home  not  only  bathed,  but  with  vertigo  and 
headache  because  the  pressure  is  unbearable. 
Something  gives ; perhaps  the  hypotympanum 
which  produces  an  acute  secondary  lesion ; or  per- 
haps the  labyrinth,  in  which  case  there  is  an  acute 
involvement  of  the  labyrinth. 

What  is  gained  by  waiting  for  this  incident  to 
occur  ? Why  not  open  the  lesion  to  the  air,  clean 
out  the  detritus  surgically,  and  start  the  epithelium 
on  a smooth  road  where  it  cannot  curl  upon  itself 
hereafter?  An  excuse  often  heard  is  that  the 
physician  wishes  to  preserve  the  patient’s  hear- 
ing as  long  as  possible.  I have  seen  some  of  those 
patients  whose  hearing  has  been  “preserved I 
have  kept  a record  of  them,  and  after  twenty  years 
they  had  very  little  hearing  preserved.  In  other 
words,  while  various  modes  of  palliative  treatment 
are  being  tried,  the  patient’s  hearing  is  progres- 
sively getting  worse,  and  when  he  eventually  must 
have  what  we  call  the  radical  operation,  he  has 
very  little  hearing  left.  On  the  other  hand,  a 
tympanomastoid  operation  performed  on  the  pa- 
tient in  the  early  stage  of  the  disease  will  not  de- 
prive him  of  much  hearing  ten  years  afterward. 
These  cases  should  be  viewed  from  a preventive 
standpoint.  For  instance,  the  patient  is  a boy  ten 
years  of  age.  What  will  be  the  condition  of  his 
hearing  when  he  is  thirty  years  of  age  ? An  early 
operation  will  result  in  a loss  of  approximately 
twenty  per  cent  of  hearing  acuity  on  the  audio- 
meter. The  same  patient,  after  twenty  years,  dur- 
ing which  he  has  received  nothing  but  palliative 
treatment,  will  show  about  a twenty  per  cent  loss. 
In  other  words,  the  end  result  is  almost  the  same 
amount  of  loss  of  hearing,  except  that  in  one  case 
the  patient’s  lesion  is  definitely  and  finally  healed 
when  he  is  ten  years  of  age,  and  in  the  other,  after 
twenty  years  of  palliative  treatment,  he  is  at  last 
operated  upon  for  a much  more  extensive  lesion 
than  was  originally  present.  Which  is  the  better? 

I think  the  otologist  has  neglected  the  oppor- 
tunity of  doing  preventive  work  in  this  respect  be- 


cause he  is  afraid  of  what  the  term  “radical”  treat- 
ment implies.  As  a matter  of  fact  there  is  less 
surgery  to  be  done  in  the  so-called  radical  opera- 
tion than  there  is  in  the  complete,  ordinary  mas- 
toidectomy, where  the  technic  is  more  complicated 
and  where  much  more  thoroughness  is  necessary 
to  achieve  a rapid  and  sure  result.  In  the  radical 
operation  the  lesion  is  so  sharply  divided* from  the 
normal  tissue  that  if  the  surgery  is  limited  to  the 
extent  of  the  lesion,  the  procedure  will  not  neces- 
sarily be  extensive.  We  should  forget  the  term 
radical  mastoidectomy,  and  use  the  scientific  term 
tympanomastoid  operation.  Perhajis  in  this  man- 
ner we  can  more  quickly  come  to  a realization  of 
what  can  be  accomplished  for  this  distressing  con- 
dition by  surgery.  No  one  has  a scientific  right  to 
say,  “I  am  conservative  in  my  treatment  of  these 
chronicities,”  or  “I  am  radical  in  my  treatment  of 
these  chronicities.”  Both  are  wrong ; they  are 
either  adequate  in  their  surgical  therapy  or  they 
are  futile  in  their  therapy.  Science  must  be  im- 
personal and  purely  objective.  The  physician  must 
realize  that  the  patient  has  come  to  him  for  relief. 
If  the  physician  can  and  does  help  his  patient,  he 
is  adequate ; if  he  does  not,  he  is  a failure,  whether 
he  classifies  himself  as  conservative  or  radical. 
In  the  past  few  years  methods  of  diagnosis  and 
treatment  have  been  standardized.  Laboratories, 
pathologists  and  anatomists  have  combined  their 
united  efforts  so  that  the  individual  otologist  might 
approach  his  problems  with  a sound  scientific  solu- 
tion in  line  with  the  findings  of  these  research 
workers.  Our  duty  is  to  bridge  the  gap  from  these 
laboratories  to  the  bedside. 

The  patient  with  diploic  bone  tissue  should  re- 
ceive the  same  consideration  as  outlined  above  for 
pneumatized  bone.  It  is  possible,  if  there  are  no 
signs  of  retention,  to  destroy  the  tissue  by  inter- 
vening through  the  meatus.  Very  often  the  in- 
growth of  epithelium  can  be  started  to  cover  the 
denuded  area,  but  each  succeeding  year  or  six 
months  shows  a progressive  loss  of  hearing.  Is 
there  anything  worth  saving  in  here?  My  advice 
is  to  remove  en  masse  the  infected  area  and  its 
multiple  areas  of  minute  sequestra,  and  thereafter 
aid  the  epithelium  to  cover  the  area.  The  little 
ingrowths  in  those  tissues  from  the  middle  ear 
from  the  ejiitympanic  space  are  not  sufficient,  and 
it  is  frequently  necessary  to  do  some  skin  grafting. 

Lesions  in  acute  necrotic  ca.ses  can  usually  be 
reached  because  they  are  in  the  epitympanic  space 
on  the  promontory  facing  the  examiner,  and  since 
the  necrosis  has  destroyed  the  drum,  one  can  see 
through  its  remains.  Local  treatment  should  be 
used  until  scarification  .sets  in.  If  damage  has  been 
done,  if  there  is  a secondary  invasion  of  the  pneu- 
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matized  cells,  in  other  words  if  an  acute  coalescent 
mastoiditis  is  superimposed  on  the  chronicity  in  the 
middle  ear.  a mastoidectomy  is  indicated.  It  is 
then  time  to  decide  whether  to  connect  the  two 
cavities,  or  to  let  the  mastoidectomy  heal  and  the 
chronicity  continue  indefinitely.  Personally  I pre- 
fer to  connect  the  two  cavities.  I put  a skin  graft 
in  the  big  cavity  and  guide  the  ingrowth  of  epithe- 
lium over  the  top  of  the  remains  of  the  ridge,  be- 
cause I do  not  like  the  large  holes  which  are 
present  if  this  is  not  done. 

Why  has  the  tympanomastoid  operation  fallen 
into  disuse?  It  has  been  discredited  because  in- 
correct cases  were  submitted  to  it.  We  did  not 
know  that  the  ehonized  bone  was  normal  bone  for 
that  patient,  and  laboriously,  with  hammer  and 
chisel,  like  a stone  cutter,  we  dug  it  out.  The  re- 
sult was  a devitalized  base  upon  which  to  set  tis- 
sues, and  recurrences  and  breakdowns  of  those  tis- 
sues took  place  because  we  did  not  study  nature’s 
efifort  at  healing.  Since  we  have  recognized  the 
natural  healing  process,  we  have  very  little  trouble 
with  these  patients.  They  are  usually  out  of  bed 
in  about  four  days,  and  most  of  the  ears  are  dry 
shortly  thereafter.  A certain  percentage  will  have 
secondary  infections.  Muscle  slough  will  occur, 
particularly  in  old  men  and  women  who  have  a 
constitutional  dyscrasia;  I have  operated  upon  dia- 
betic patients  who  later  developed  muscle  necro- 
sis : hut  all  of  them  have  eventually  healed.  The 
trick  is  to  stop  using  the  chisel  and  hammer  and 
instead  use  a bur,  kept  cool  with  oil.  When  the 
operation  is  completed  there  must  be  no  eleva- 
tions on  the  surfaces  which  remain ; the  re- 
maining wall  must  he  as  smooth  as  a sheet.  I 
use  a pair  of  glasses  when  performing  this  type 
of  siirger}',  of  the  same  type  eye  men  use,  to  give 
me  a magnification  of  two  or  three  times.  With 
these  glasses  I minutely  inspect  the  bone  surfaces. 
The  operator  must  be  able  to  put  his  probe  as  deep 
as  possible,  and  remove  it  without  “hitting”  any- 
thing. The  epithelium  is  coming  over,  and  if  it 
meets  an  elevation,  it  will  turn  on  itself,  thus  pro- 
ducing the  same  situation  for  which  the  operation 
was  performed,  that  is,  a pseudo-cholesteatoma. 

The  postoperative  care  of  the  radical  wound  is 
more  important  than  the  operation.  Nothing  must 
be  allowed  to  divert  the  epithelium  from  its  on- 
ward march  to  cover  the  denuded  areas.  A word  of 
caution  is  necessary  in  regard  to  the  bur.  It  should 
not  touch  the  cochlea.  If  it  does,  the  semicircular 
canals  will  necrose,  and  begin  to  slough  out  in  a 
few  weeks.  They  slough  out  gradually,  and  com- 
pensation takes  place  as  the  process  proceeds. 

The  type  of  flap  which  is  cut  is  immaterial  as 
long  as  epithelium  is  used.  There  is  a physician 


December,  193611 

f 

in  Italy  who  has  found  a unique  way  of  putting  j? 
epithelium  in  the  wound  cavity.  He  scrapes  the  |t 
soles  of  the  patient’s  feet  and  the  palms  of  his  |i 
hands,  and  blows  this  skin  dust  into  the  wound,  ji' 
Here  and  there  a vital  piece,  with  some  blood  ves-  m 
sels,  attaches  itself,  and  he  reports  very  rapid  epi-  I 
dermization.  In  those  cases  where  nature  has  al-  | 
ready  developed  a matrix,  I see  no  reason  for  dis- 
turbing it.  If  the  remaining  tissue  around  the 
matrix  is  made  completely  smooth,  the  rapidity 
with  which  it  will  grow  is  astonishing.  The  result 
is  a small  cavity,  entirely  lined  with  epidermis,  in  i 
which  concretions  and  detritus  cannot  collect.  The  | 
tube  may  or  may  not  be  open.  I always  curet  the 
tube ; it  does  not,  however,  seem  to  make  any  dif- 
ference. We  know  that  the  tube  is  lined  with  cili- 
ated epithelium  which  ordinarily  protects  the  mid-  | 
die  ear.  When  we  blow  our  noses,  we  do  not  blow  i 
secretions  into  the  ear.  The  tubotympanic  mucous 
membrane  is  not  a secreting  membrane,  so  there  is  ' 
nothing  to  blow'  in  the  ear  through  the  eustachian  1 
tube  after  the  operation  which  w'as  not  there  be-  ' 
fore. 

Otitis  media  from  an  upper  respiratory  infec- 
tion is  a hematogenous-borne  disease.  I say  this 
because  occasionally  one  of  my  patients,  on  whom 
I have  performed  this  radical  operation,  develops  ! 
an  acute  upper  respiratory  infection,  which  is  very 
prevalent  in  New  York  in  the  winter.  On  his 
healthy  side  we  find  an  acute  suppurative  otitis 
media,  which  requires  paracentesis.  In  about  ten 
days  to  two  weeks  the  ear  becomes  dry  and  heals. 
Later  the  patient  has  a moist  feeling  about  this  ear. 
An  examination  of  the  ear  which  had  been  oper- 
ated upon  will  reveal  little  ulcerations  on  the  epi- 
thelial surface,  some  of  which  may  become  conflu- 
ent on  the  second  or  third  day.  The  epidermis  has 
died  from  an  infection  which  was  hematogenous 
borne.  My  advice  is  to  leave  this  ear  alone,  except 
to  clean  it  with  some  boracic  acid  or  bicarbonate 
of  soda.  As  the  acute  condition  in  the  one  ear  sub- 
sides, the  epidermis  again  begins  to  cover  the  ul- 
cerated areas  in  the  other  ear.  If  a cautery  is 
used  the  underlying  tissue  beneath  the  dermal  layer 
is  destroyed,  and  a necrotic  area  is  produced,  the 
healing  of  w'hich  greatly  taxes  one’s  surgical  in- 
genuity. It  is  for  this  reason  that  I believe  the 
infection  of  otitis  media  is  carried  to  the  middle 
ear  by  blood  vessels.  All  the  mastoid  cells  and  all 
the  middle  ear  is  involved  simultaneously.  In  the 
acute  case,  there  is  a complete  breakdown,  some- 
times at  only  one  place,  and  everything  else  is 
found  intact. 

Certain  it  is  that  we  are  in  the  process  of  dis- 
carding old  issues.  In  common  parlance,  “the 
world  do  move,”  and  modern  treatment  should 


VoL.  XXVI,  No.  12] 


Journal  of  Iowa  State  Medical  Society 


669 


move  along  with  it.  If  surgery  is  limited  to  the 
lesion,  as  it  is  in  Boston,  there  is  no  necessity  for 
a retro-auricular  incision,  because  the  work  can  be 
accomplished  through  the  meatus.  In  Italy  many 
surgeons  handle  all  these  chronicities  through  the 
meatus ; but  that  remains  a matter  of  choice.  1 
personally  see  no  objection  to  making  a postauri- 
cular  incision,  retracting  the  periosteum,  and  han- 
dling it  from  there,  working  backward,  because 
much  more  room  is  available.  This  space  can  be 
used  to  a good  advantage  in  leaving  the  smooth 
surface  which  is  so  essential,  and  it  is  easy  enough 
to  replace  the  periosteum  and  sew  it  together.  I 
feel  so  much  at  home  in  this  section  that  I wish 
you  would  lay  aside  the  formality  of  “guest”  and 
“audience,”  and  I will  be  glad  to  try  and  answer 
any  questions  for  you. 

Discussion 

Dr.  Dean  M.  Lierle,  Iowa  City:  Dr.  Kopetzky  as 

usual  has  given  us  a very  instructive  talk.  He  has 
shown  us  how  essential  it  is  that  we  have  a thorough 
knowledge  of  the  pathology  and  the  anatomy  of  the 
middle  ear  tract  for  diagnosis  and  treatment.  I was 
particularly  interested  in  his  discussion  of  the  postop- 
erative treatment  of  the  tympanomastoid  operation. 
There  is  no  one  treatment  which  is  suitable  for  all 
cases.  However,  secondary  Thiersch  grafting  has,  in 
most  cases,  reduced  the  time  of  the  postoperative 
treatment  at  least  fifty  per  cent.  We  prefer  a modi- 
fication of  the  method  suggested  by  Daggett  and 
Bateman.  Briefly,  it  consists  of  a Thiersch  graft 
about  seven  days  after  operation  when  healthy  granu- 
lation tissue  is  present.  Wax  is  poured  into  the  cav- 
ity to  keep  the  graft  in  place.  The  wax  is  removed 
from  the  fifteenth  to  twentieth  day  and  weak  iodine 
or  boric  powder  insufflated  daily.  The  cavity  is  kept 
clean  and  granulations  are  treated  with  silver  nitrate 
bead. 

Dr.  Harold  J.  McCoy,  Des  Moines:  I would  like  to 
ask  Dr.  Kopetzky  what  he  considers  necrosis  and  bone 
involvement  of  the  mastoid  and  the  middle  ear.  I 
have  always  thought  of  necrosis  as  the  destruction  of 
these  thin  layers  of  bone  forming  cellular  walls  of 
the  mastoid  cells,  and  the  extension  is  always  more 
or  less  termed  an  extension  of  the  necrosis,  not  as 
an  osteomyelitis.  Is  not  osteomyelitis  an  inflamma- 
tion of  medullary  cavities  and  bone?  Do  these  thin 
layers  or  cellular  partitions  have  medullary  cavities  ? 

Dr.  J.  Thorson,  Dubuque:  Given  two  mastoid 
cases,  one  of  tuberculous  infection  without  lesion  in 
the  lung,  and  another  infection,  such  as  has  been 
described  by  Witmaack,  how  would  the  treatment  dif- 
fer? 

Dr.  Kopetzky:  Necrosis  is  a lay  term  which  has 

crept  into  our  vocabulary.  I make  a diagnosis  of  a 
necrotic  type  of  ear  if  I know  that  I am  dealing  with 
a chronic  condition,  and  if  I find  multiple  granulo- 
mata,  a discharge,  a pneumatized  or  a diploic  bone. 
The  difference  in  the  treatment  of  tuberculous  infec- 
tion and  the  ordinary  treatment  I have  just  described 


is  this.  In  the  tuberculous  lesion,  one  has  to  do  a 
very  extensive  exenteration,  and  either  the  Thiersch 
graft  or  some  other  form  of  skin  graft  is  usable.  A 
large  opening  should  be  kept  for  aeration.  I dissect 
some  of  the  cartilage  of  the  external  auditory  canal 
so  as  to  have  a broad  opening  to  provide  this  aeration. 
The  specific  lesions  need  no  treatment  other  than  the 
general  treatment  for  their  infection.  They  handle 
themselves,  scarifying  and  healing. 

My  own  particular  technic  for  skin  grafting  dif- 
fers considerably  from  some  procedures.  In  the  first 
place  I use  no  pack.  Flaps  are  sutured  back  in 
position  and  fixed  where  I want  them,  but  I do  not 
use  a pack  to  hold  them  there,  because  it  might  shift 
or  swell  and  press  upon  the  facial  nerve.  Labyrin- 
thine irritation,  and  headache  and  discomfort  too 
often  follow  packing.  After  I have  sutured  the  flaps 
in  the  desired  position,  I sew  up  the  external  wound, 
insert  a piece  of  rubber  dam,  and  let  it  remain  there 
for  forty-eight  hours,  at  which  time  the  stitches  are 
removed  and  the  drain  comes  out.  Under  direct  illum- 
ination and  with  a suction  tube,  all  particles  of  blood, 
secretion  or  coagulum  which  have  formed  anywhere 
in  the  cavity  are  painstakingly  removed.  The  time 
spent  in  this  procedure  is  sometimes  greater  than 
that  required  for  the  original  operation.  It  is  time 
well  spent,  however,  because  any  debris'  left  in  this 
cavity  constitutes  an  elevation  over  which  the  epi- 
thelium will  eventually  grow.  When  we  can  assure 
ourselves  that  there  is  nothing  in  the  mastoid  area 
to  form  a living  piece  of  tissue,  we  can  direct  our 
attention  to  the  epithelium. 

In  the  Witmaack  type  of  case,  in  the  tuberculous 
type  of  case,  in  the  diploic  mastoid  type,  where  I 
have  made  a large  cavity,  either  at  once  or  two  or 
three  days  after  the  opei’ation,  dental  wax  is  used  to 
secure  an  impression  of  the  inside  of  the  ear.  The 
graft  is  fitted  over  the  cast  and  then  replaced  in 
the  ear.  The  skin,  as  it  is  laid  over  the  cast  of  the 
ear,  will  form  a fold  here  and  there.  These  should  be 
straightened  out  and  the  surface  made  absolutely 
smooth  like  a glove  over  the  finger.  The  cast  is  then 
replaced  and  a bandage  put  around  it  to  retain  it  in 
position.  Two  days  later  it  is  removed  and  the  skin 
is  found  attached.  It  may  break  down  in  a place  or 
two,  but  there  is  no  necessity  for  alarm  if  most  of 
the  area  is  covered.  As  I have  said  before,  it  saves  an 
immense  amount  of  time  in  covering  that  wound 
area.  My  associate.  Dr.  Almour,  first  used  this  meth- 
od at  our  clinic. 

Another  interesting  fact  is  that  the  whole  graft 
need  not  be  made  out  of  one  piece  of  skin.  One  piece 
will  lay  smoothly  over  one  part  of  the  cast,  and  an- 
other will  fit  nicely  over  some  other  part,  with  per- 
haps a bare  spot  between  the  two.  Two,  three  or  even 
more  pieces  may  be  used  in  one  graft,  and  small 
niches  may  be  cut  to  make  the  skin  fit  the  cast.  These 
patients  are  usually  out  of  bed  on  the  fourth  day; 
the  bandage  is  removed  at  the  end  of  a week,  bar- 
ring secondary  infections;  and  after  that,  it  is  purely 
a question  of  watching  the  epithelium  grow  inward. 

In  spite  of  all  precautions,  we  sometimes  find,  in 
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the  next  three  or  four  weeks,  that  a clot  has  organ- 
ized and  granulation  tissue  has  been  formed.  This 
must  be  ruthlessly  destroyed  with  a nitrate  of  silver 
stick.  These  granulations  must  be  burned  off  until 
the  epidermis  comes  over.  If  this  is  not  accom- 
pli.shed,  a false  membrane  will  form  and  suppuration 
will  continue. 

Dr.  Wayne  J.  Foster,  Cedar  Rapids:  I think  you 
have  answered  this  question,  but  I was  thinking  of 
a boy,  fourteen  years  of  age,  who  came  to  me  for 
advice.  He  had  had  scarlet  fever  two  years  pre- 
viously, and  about  six  weeks  later  started  to  notice 
a watery  discharge  in  the  canal.  At  least  there  was 
a discharge  in  the  winter,  althoug-h  the  family 
thought  the  ear  was  dry  in  the  summer.  There  was 
a slight  discharge  when  I saw  him,  there  was  an 
odor,  and  the  x-ray  showed  a large  pneumatic  type 
of  mastoid  involvement,  and  a perforation  over 
Shrapnell’s  membrane.  He  is  perfectly  well,  and 
still  has  about  80  per  cent  hearing  acuity. 

Dr.  Kopetzky:  Your  patient  may  present  one  of  the 
variations  of  Witmaack.  In  my  discussion  I have 
given  you  cameo-like  cut  pictures  of  these  types, 
whereas  in  reality,  they  merge.  I feel  that  a physi- 
cian treating  a case  of  this  nature  gains  nothing  by 
palliation.  That  area  where  the  lesion  is  should  be 
cleaned  and  made  accessible  to  the  ingrowth  of  epi- 
thelium. If  I were  handling  the  case,  my  first  step 
would  be  to  remove  a piece  of  the  lateral  wall,  make 
it  smooth,  and  see  whether  or  not  the  ear  might  be- 
come dry. 


INTRA-OCULAR  LESIONS  ASSOCIATED 
WITH  PREGNANCY  AND  THEIR 
PROGNOSTIC  SIGNIFICANCE* 

D.  O.  Bovenmyer,  M.D.,  Ottumwa 

The  eye  is  a sensitive  indicator  of  metabolic 
changes  and  of  the  presence  of  toxins  in  the  body. 
Metabolic  changes  are  normal  to  pregnancy  and  in 
many  cases  there  is  greater  or  less  retention  of 
toxins.  Retained  toxins  may  be  those  produced 
in  the  course  of  normal  metabolism,  but  are  espe- 
cially those  resulting  from  the  metabolic  processes 
peculiar  to  the  pregnant  state.  It  has  been  said 
that  at  least  90  per  cent  of  pregnant  women  present 
some  ocular  symptom  at  one  time  or  another  dur- 
ing the  nine  months  of  their  pregnancy,  and  this 
estimate  does  not  seem  surprisingly  high  when  one 
considers  the  endocrine  stresses  of  the  period  with 
their  reflection  in  the  vascular  system,  and  the 
strain  to  which  nutrition  is  subjected.  Most  of 
these  ocular  disturbances  occurring  in  pregnancy 
are,  however,  fleeting  and  inconsequential.  They 
disappear  with  improved  nutrition,  especially  with 
adequate  vitamin  supply.  Grave  complications 
from  the  standpoint  of  the  eyes  are  comparatively 
rare,  but  when  they  occur  they  are  extremely  grave 
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in  significance,  and  require  most  prompt  and  most  I. 
complete  cooperation  between  the  obstetrician  and  It 
the  ophthalmologist. 

In  the  toxic  pregnant  woman  the  slightest  dis-  j 
turbance  referable  to  the  eyes,  a mere  dimness  or  > 
inconsiderahle  blurring  of  vision,  is  a danger  sig-  i 
nal.  Control  of  the  eye  grounds  of  the  toxic  pa-  [ 
tient  may  give  timely  warning  of  a threatened  1 
catastrophy.  d he  ophthalmoscope  permits  obser-  i 
vation  during  their  progression  of  pathologic  I 
changes,  vessel  spasms,  hemorrhages,  edemas,  etc., 
in  the  eye  grounds,  wdiich  may  precede  or  parallel  ! 
in  their  course  analogous  changes  in  the  liver,  ' 
kidney  or  other  organs,  observable  only  after  | 
death.  Stander’  advises  systematic  examination  of 
the  eye  grounds  in  pre-eclamptic  women  and  in  i 
those  suffering  from  pernicious  vomiting,  even  if  i 
eye  symptoms  are  absent. 

Retinitis  occurring  in  a pregnant  woman  may  be 
connected  with  a chronic  nephritis  present  before 
pregnancy,  or  it  may  be  an  expression  of  a toxemia 
of  pregnancy  which  may  or  may  not  be  giving  rise 
to  a concomitant  pregnancy  nephritis.  Of  the 
forty  cases  of  retinitis  in  pregnancy  in  Schiotz’s^ 
statistics,  in  six  it  was  not  possible  to  demonstrate 
renal  disease  in  the  history,  in  the  course  of  ob- 
servation, or  in  the  subsequent  control.  Usually, 
retinitis  gravidarum  does  not  make  its  appearance 
until  the  second  half  of  pregnancy.  If  it  occurs 
early,  the  gravity  of  the  outlook  is  definitely  in- 
creased. It  may  give  rise  to  severe  symptoms  dur- 
ing labor  or  in  the  puerperium.  It  occurs  in  primi- 
paras  and  multiparas,  and  age  seems  to  have  no 
bearing  on  the  incidence.  The  symptoms  appear 
gradually.  Acs^  lists  them  in  order  of  sequence  as 
follows : impairment  of  distant  vision,  mistiness  of 
vision,  photophobia  and  visual  hallucinations,  and,  , 
finally,  in  some  cases,  complete  blindness. 

The  lesions  in  the  retina  are  classified  under 
three  types : first,  white  spots  and  patches  in  the 
stroma ; second,  lesions  at  the  blood  vessels ; and  ‘ 
third,  edema  around  the  nerve  head  and  in  the 
region  of  the  posterior  pole  of  the  eyeball.  All 
three  types  of  lesions  may  be  found  together  or  ' 
only  one  or  two  may  be  present.  One  type  may 
predominate  over  the  others.  The  characteristic 
star  figure  in  the  fovea,  with  or  without  irregular 
white  patches  scattered  through  the  central  fundus 
region,  is  seen  when  the  first  type  of  change  pre- 
dominates. The  white  patches  are  of  two  kinds, 
first  of  which  are  the  sharply  defined,  punctate 
spots,  found  grouped  or  scattered  in  the  outer  lay- 
ers of  the  retina,  behind  the  vessels.  These  small 
patches  change  from  white  to  yellow  with  time, 
and  when  they  disappear  they  may  leave  behind 
pigmentation  or  depigmentation.  Those  of  the 
second  type  are  the  so-called  “cotton-wool 


VoL.  XXVI,  No.  12] 


Journal  of  Iowa  State  Medical  Society 


671 


patches,”  larger,  with  irregular,  indistinct  outlines, 
and  sometimes  merging  together  to  form  “map- 
shaped” patches  in  the  central  fundus  region. 
Either  of  these  varieties  of  white  spots  may  per- 
sist or  may  fade  away  entirely.  They  are  produced 
by  fatty  degeneration,  ganglioform  degeneration 
of  nerve  fibers,  edema  and  exudation. 

The  vascular  phenomena  in  the  retina  consist  of 
dilated,  engorged  and  tortuous  veins,  with  the 
lumina  of  the  arteries  of  normal  or  smaller  than 
normal  size.  Arterial  spasm  or,  according  to 
Pillat,'*  more  frequently  a thickening  of  the  arter- 
ial wall,  is  responsible  for  the  latter  finding.  Hem- 
orrhages into  the  retina  are  frequently  present. 
For  the  most  part,  these  are  venous.  They  may 
be  so  small  as  to  be  hardly  discernible  or  they  may 
be  profuse.  They  are  sometimes  so  numerous  that 
the  observer  with  the  ophthalmoscope  may  think  at 
first  that  he  is  looking  at  a thrombosis  of  the  cen- 
tral vein.  Vandegrift®  has  pointed  out  that  the 
hemorrhages  take  the  form  demanded  by  the  reti- 
nal layer  involved.  “Small  flame-like  hemorrhages 
with  or  without  exudation  are  in  the  nerve  fiber 
layers  and  usually  are  symptomatic  of  chronic 
nephritis  accompanied  by  arteriosclerosis,  a pre- 
pregnant condition.  The  larger  and  indefinitely 
shaped  hemorrhages  are  in  the  cellular  layers,  or 
subhyaloid,  and  are  not  typical  of  any  particular 
form  of  distant  pathology.” 

The  third  type  of  retinal  lesion,  edema  around 
the  nerve  head  and  at  the  posterior  pole  of  the 
eyeball,  is  very  common,  and  in  its  earliest  stage  it 
may  be  the  first  symptom  of  vascular  disorder  in 
the  retina.  At  this  stage,  however,  it  is  difiicult 
to  find.  When  established  it  may  be  recognized  by 
its  grayish  color  and  by  dim  or  glistening  lines  in 
front  of  the  retinal  vessels,  representing  folds  of 
the  membrana  limitans  interna  retinae. 

A notable  instance  of  permanency  of  eye  ground 
changes  after  recovery  from  a pregnancy  retinitis 
is  reported  hy  Genet.*’  A massive  albuminuria  ap- 
peared suddenly  in  the  eighth  month  of  pregnancy. 
Delivery  was  at  eight  and  one-half  months.  Three 
days  before  delivery  vision  in  the  right  eye  disap- 
peared almost  completely  and  within  the  next  few 
days  vision  in  the  other  eye  became  markedly  im- 
paired. The  eye  grounds  showed  ty^Mcal  preg- 
nancy retinitis  with  abundant  white  exudates. 
After  delivery  the  albuminuria  cleared  up  and  vis- 
ion was  slowly  restored.  The  woman  has  been  in 
perfect  health  since,  there  have  been  no  more  preg- 
nancies. At  the  present  time,  nine  years  later,  the 
ophthalmoscopic  picture  is  that  of  a choroiditis.  If 
one  did  not  know  the  history.  Genet  asserts,  the 
j)resent  eye  ground  findings  would  lead  one  to 
think  of  a simple  pigmented  choroiditis,  or  of  a 


specific,  tuberculous  or  other  infectious  etiology. 

An  important  complication  of  retinitis  in  preg- 
nancy is  detachment  of  the  retina.  The  mechanism 
of  detachment  in  these  cases  is  understood  as  fol- 
lows : the  local  vascular  disturbance  due  to  the 
toxicosis  gives  rise  to  the  formation  of  transu- 
dates in  the  choroid  or  retina  or  both,  and  the 
process  of  separation  is  aided  by  the  presence  of 
edematous  folds  in  the  retina,  which  are  likewise 
the  result  of  the  toxemia.  Wagener’  states  that  in 
a few  cases  the  retinal  detachment  is  primary  in 
type,  being  caused  by  subretinal  exudation  of 
serous  fluid  which  is  not  associated  with  pre-exist- 
ing retinitis.  Detachment  of  the  retina  is  seen 
most  often  in  patients  with  toxemia  of  the  eclamp- 
tic type.  It  may  be  bilateral,  bringing  sudden 
blindness.  The  prognosis  of  retinal  detachment  in 
pregnancy  is  less  grave  than  when  detachment 
takes  place  from  other  causes,  but  considerable 
damage  to  vision  must  be  expected  when  it  is  a 
complication  of  a severe  dififuse  retinitis  which 
subsides  slowly.  In  the  favorable  cases  the  retina 
reattaches  itself  promptly  as  the  underlying  fluid 
is  absorbed  and  surprisingly  good  vision  is  re- 
gained. 

What  is  the  significance  of  a retinitis  in  preg- 
nancy for  the  life,  the  vision,  and  the  future  health 
of  the  woman?  The  prognosis  for  life  and  health 
will  depend  largely  on  whether  or  not  there  is  a 
chronic  nephritis.  Cheney®  thinks  that  a pregnancy 
retinitis  means  a four  to  one  chance  that  the  patient 
has  a nephritis.  Schiotz  believes  that  the  prognosis 
for  life  or  health  of  the  woman  who  has  a preg- 
nancy retinitis  depends  upon  the  basic  kidney  dis- 
ease. In  view  of  the  high  probability  (from  his 
experience)  that  the  woman  who  develops  retinitis 
in  pregnancy  has  primary  renal  disease,  he  holds 
the  prognosis  as  to  life  to  be  doubtful.  It  appears 
from  the  reports  of  several  authors  that  the  usual 
period  of  postpartum  observation  does  not  tell  the 
whole  story  as  to  the  ultimate  fate  of  women  who 
have  passed  through  a toxemia  of  pregnancy  so 
grave  as  to  be  evidenced  by  retinitis.  Masters®  is 
inclined  to  think  that  most  patients  who  display  a 
pregnancy  retinitis  are  candidates  for  permanent 
vascular  and  kidney  damage.  Ele  found  that,  in 
general,  the  degree  of  the  eye  ground  change  indi- 
cated the  i>rognosis  for  the  health  of  the  mother, 
and  the  longer  the  retinitis  was  permitted  to  re- 
main, the  greater  was  the  possibility  of  subsequent 
damage  to  the  mother’s  blood  vessels  and  kidneys. 

Because  of  the  greater  danger  from  a retinitis 
which  has  developed  on  the  basis  of  a nephritis 
antedating  pregnancy,  it  is  important  to  find,  if 
possible,  some  indications  in  the  eye  grounds  to 
distinguish  between  the  types  of  retinitis.  Vande- 
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grift^  points  out  that  the  presence  of  sclerotic  ar- 
teries denotes  a previous  nephritis  with  an  accom- 
jianying  hypertension,  and  their  absence  denotes, 
though  less  positively,  that  the  retinitis  is  gesta- 
tive.  du  Toit^‘’  remarks  that  radially  disposed 
streaks  of  exudate,  the  star  figure,  are  looked  upon 
as  originating  from  a pre-existing  renal  disease. 
X'andegrift’s  observations  on  the  significance  of 
the  form  of  the  hemorrhages  in  this  regard  have 
already  been  mentioned.  Nevertheless,  it  cannot 
be  said  that  it  is  always  possible  to  identify  the 
type  of  toxemia  with  the  ophthalmoscope.  The 
ophthalmoscopic  findings  must  he  studied  together 
with  the  general  symptoms.  Opinion  is  strongly 
divided  as  to  the  prognosis  for  the  vision  of  the 
pregnant  woman  with  retinitis.  The  view  ac- 
cepted by  the  majority  seems  to  he  that  the  pros-- 
pects  of  return  of  good  vision  are  favorable,  with 
certain  exceptions  or  qualifications,  such  as,  that  the 
chances  are  hardly  favorable  if  there  are  changes 
in  the  macular  region,  or  if  there  is  retinal  detach- 
ment or  papilloretinitis. 

Symptoms  pointing  to  intra-ocular  involvement 
and  eye  ground  changes,  showing  that  the  toxins 
have  attacked  the  retina  and  optic  nerve,  present 
to  the  physician  the  grave  responsibility  of  decid- 
ing whether  or  not  prompt  emptying  of  the  uterus 
is  indicated  to  save  the  mother’s  life  or  to  pre- 
serve fier  future  health  or  vision.  A distinction 
is  made  by,  perhaps,  the  majority  of  writers  on 
this  subject,  between  retinitis  with  pre-existing- 
kidney  disease  and  retinitis  with  pregnancy  tox- 
emia only,  it  being  felt  that  with  the  latter  the 
mother  can  often  be  carried  safely  to  term  if  she 
is  carefully  watched  and  the  case  is  properly  man- 
aged; whereas,  if  the  toxemia  of  pregnancy  is 
superimposed  on  chronic  nephritis  the  appearance 
of  retinitis  demands  immediate  interruption  of  the 
pregnancy.  Wagener’^  holds  that  dififuse  retinitis 
should  not  be  allowed  to  develop  and  that  termina- 
tion of  the  pregnancy  should  be  urged  at  the  first 
indication  of  localized  hemorrhage  or  of  exuda- 
tion into  the  retina.  He  believes  that  the  begin- 
ning of  retinitis  marks  the  onset  of  irreparable 
organic  changes  in  the  arterioles  and  that  a delay 
of  a few  days  may  result  in  considerable  injury, 
which  could  be  avoided  by  prompt  termination  of 
the  pregnancy.  In  borderline  cases  many  condi- 
tions will  come  up  for  consideration,  such  as  the 
viability  of  the  child  and  the  length  of  time  the 
gestation  has  still  to  run. 

The  pre-eclamptic  woman  and  the  woman  with 
pernicious  vomiting  of  pregnancy  should  have 
the  eye  grounds  frequently  controlled  with  the 
ophthalmoscope.  Ocular  complications  are  of  seri- 
ous import  in  pernicious  vomiting;  Stander^^  re- 
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gards  the  ajipearance  of  hemorrhagic  retinitis  in  j| 
pernicious  vomiting  as  absolute  indication  for  im-  j 
mediate  termination  of  the  pregnancy.  Berg-  I 
mann^-  states  that  when  a pregnancy  retinitis  oc-  j 
curs  with  amaurosis  and  eclampsia  the  prognosis  is  ] 
serious  for  both  the  mother  and  the  fetus.  This  !| 
severe  form,  with  progressive  diminution  or  sud-  |j 
den  loss  of  vision  and  the  fundus  picture  of  retinal  I 
edema,  flame-shaped  hemorrhages,  exudates  with  i 
stellate  arrangement  in  the  macula,  possible  papil-  | 
lary  involvement  and  often  with  retinal  detach-  i 
ment,  occurs,  he  states,  most  often  in  multiparas  ■ 
and  in  the  last  three  months  of  jiregnancy,  and  | 
always  justifies  the  immediate  termination  of  the 
pregnancy.  i 

Instead  of  attacking  the  peripheral  nervous  sys-  i 
tern,  as  in  retinitis,  the  toxins  of  pregnancy  may 
attack  the  central  nervous  system  in  the  visual  cen-  - 
ter.  The  central  action  is  mostly  in  the  form  of 
circumscribed  vascular  spasm,  which  may  he  lo-  ■ 
calized  also  in  other  parts  of  the  central  nervous  j 
system.  Here  belong  those  cases  of  eclampsia  l 
with  and  without  convulsions,  with  amaurosis,  in  i 
which  there  are  no  changes  in  the  eye  grounds  or  ' 
at  most  a fleeting  edema  of  the  papilla.  The  vis-  - 
ual  disturbances  may  be  caused  by  insult  to  the 
cortex.  Bruce*^  states  that  this  condition  always 
clears  up  after  parturition  and  that  sight  usually  j 
returns  in  forty-eight  hours,  whether  labor  super- 
venes or  not,  and  there  are  no  sequelae.  Toxic 
amaurosis,  he  says,  is  one  of  our  most  valuable 
signs  of  an  impending  eclampsia.  Wright,  Nayar 
and  NayudiT-*  observed  practical  blindness  with 
normal  eye  grounds  following  the  eclamptic  state; 
they  presume  that  the  injury  acted  at  a higher 
level  than  the  third  neurone. 

It  is  well  known  that  the  anterior  lobe  of  the 
pituitary  gland  enlarges  greatly  during  pregnancy. 

In  rare  instances,  where  the  anatomic  relations  ] 
are  unusual  or  the  enlargement  is  excessive,  or 
an  adenoma  of  the  gland  already  exists  as  a basis 
for  still  further  enlargement  by  the  hyperplasia  of 
pregnancy,  compression  of  the  optic  chiasm  may 
occur.  This  appears  to  be  the  explanation  of  cer- 
tain disturbances  of  vision  occurring  in  pregnancy 
and  described  by  Fischer, Winter^®  and  Per- 
emy.^”  The  symptoms  usually  disappear  after  I 
delivery.  In  one  of  Fischer’s  cases  the  temporal  ; 
hemianopsia,  produced  by  the  compression,  reap-  ' 
peared  some  little  time  after  delivery.  The  expla- 
nation given  is  that  there  was  a tumor  of  the  pitui-  ; 
tary  gland : tumor  plus  hypertrophy  gave  rise  to 
symptoms ; tumor  minus  hypertrophy  did  not  give  | 
rise  to  symptoms,  until  the  tumor,  in  the  course  of 
its  further  growth,  attained  the  size  that  it  had  had  ' 
when  the  hypertrophy  of  pregnancy  had  been  > 
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' added  to  its  previous  volume.  In  Winter’s  case 
roentgen  ray  treatment  was  applied  at  the  seventh 
month  of  pregnancy,  after  symptoms  had  been 
present  for  three  months.  The  radiation  therapy 
brought  the  process  to  a standstill  and  a living  child 
was  horn.  The  patient  became  ]>regnant  again 
and  on  this  occasion  the  ocular  symptoms  ap- 
peared in  the  sixth  week.  It  was  evident  that  a 
. very  slight  degree  of  hyperplasia  was  now  suffi- 
cient to  produce  symptoms  ; the  vision,  already  im- 
paired from  the  first  pregnancy,  became  worse: 
waiting  appeared  to  be  contraindicated  and  the 
pregnancy  was  interrupted.  Peremy’s  patient  dis- 
covered by  chance  that  she  was  entirely  blind  in 
the  right  eye  ; she  had  already  been  through  three 
pregnancies.  Since  that  time  she  had  gone  through 
two  pregnancies  and  she  thought  that  vision  was  a 
little  less  in  the  left  eye.  She  was  now  again  four 
months  pregnant  and  vision  in  the  left  eye  was 
rapidly  becoming  impaired.  Since  girlhood  she 
had  had  slight  frontal  headaches.  The  ocular  dis- 
, turbances  increased  and  pregnancy  was  inter- 
, rupted.  \fision  improved  for  several  months  and 
then  became  stationary.  There  was  complete  loss 
of  vision  in  the  left  half  of  the  temporal  field.  The 
i fields  for  red  and  green  were  concentrically  nar- 
! rowed.  On  questioning,  the  patient  stated  that  for 
H some  time  she  had  been  obliged  to  turn  her  head 
i well  over  to  the  left  when  crossing  a street,  to  avoid 
• being  run  over.  The  roentgen  picture  of  the  sella 
J was  normal.  There  were  no  nervous  or  endocrine 
I symptoms  pointing  to  the  pituitary  gland.  The 
) ophthalmologic  report  was:  vi.sual  acuity  5/10, 
^ decoloratio  papillae,  temporal  hemianopsia,  nasal 
' color  fields  retained.  Peremy  explains  the  case  in 
t this  manner : the  temporal  hemianopsia  indicates  a 
lesion  of  the  chiasm,  or,  as  the  other  eye  was  am- 
aurotic, a lesion  of  the  opposite  tract.  The  mild 
headaches  since  youth  are  explainable  by  injury  to 
the  optic  chiasm  from  pressure  by  a benign  neo- 
plasm, such  as  a cyst  of  the  pituitary  gland,  other- 
wise symptomless,  except  when  enlarged  by  hyper- 
plasia of  pregnancy.  In  the  earlier  pregnancies  the 
compression  affected  the  optic  nerve  on  one  side 
and  led  to  its  atrophy ; in  later  pregnancies,  the  hy- 
perplasia of  the  pituitary  gland  being  increased,  the 
chiasm  became  compressed. 

It  thus  a])])cars  that  in  ca.ses  of  disease  of  the 
0[)tic  nerve  in  pregnancy,  an  hypophyseal  ori- 
gin of  the  disturbance  should  he  suspected.  Defi- 
nite tumor  .symptoms  need  not  be  j)resent ; to  save 
the  sight,  the  continuing  hyperplasia  must  be 
checked  by  emptying  the  uterus.  Johns'®  thinks 
that  field  changes  in  pregnancy  depend  on  func- 
tional moflification  rather  than  on  enlargement  of 
the  pituitary  gland.  Finlay’”  has  published  twf) 


series  of  studies  on  visual  field  defects  in  preg- 
nancy without  general  complications,  and  is  con- 
vinced that  such  defects  of  the  nature  of  bitem- 
poral contraction  occur  in  a majority  of  cases  of 
normal  pregnancy. 

It  is  increasingly  clear  that  in  certain  of  the 
complications  of  pregnancy,  notably  the  toxic  com- 
plications, the  ophthalmologist  can  bring  informa- 
tion of  importance  to  the  aid  of  the  obstetrician, 
and  the  ophthalmologist  has,  on  his  part,  the  right 
to  ask  of  the  obstetrician  due  consideration  for  his 
point  of  view,  the  safeguarding  of  the  future  vis- 
ion of  the  pregnant  woman,  even  when  this  may 
conflict  with  the  bringing  into  the  world  of  a viable 
child.  When  ocular  complications  occur  in  preg- 
nancy, the  patient’s  best  interest  demands  impera- 
ti^■ely  the  most  wholehearted  and  understanding 
cooperation  between  the  representatives  of  the 
two  branches  of  medicine  concerned. 
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Discussion 

Dr.  Henry  .V.  Bender,  Waterloo:  Dr.  Bovenmyer 

so  well  prepared  this  paper  that  he  leaves  little  for 
me  to  add,  except  to  emphasize  some  of  the  more  im- 
portant points. 

In  reviewing:  the  literature  on  intra-ocular  lesions 
in  cases  of  prepnancy,  hemorrhapic  retinitis  asso- 
ciated with  vomitinp  of  iirepnancy  has  to  be  reparded 
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as  one  of  the  most  grave  prognostic  signs.  According 
to  Stander  of  Baltimore,  it  is  an  absolute  indication 
for  the  immediate  ending  of  pregnancy.  The  patient 
with  vomiting  of  pregnancy  should  be  watched  care- 
fully with  an  ophthalmoscope,  especially  if  blurred 
vision  appears.  Stander  reports  two  cases  of  the 
above;  in  the  first  case  pregnancy  was  ended  eight 
days  after  the  first  eye  symptoms  appeared  and  the 
patient  died;  in  the  second  case  pregnancy  was  ended 
at  once  on  the  appearance  of  eye  symptoms  and  the 
patient  lived.  An  autopsy  of  the  first  case  gave  the 
assumption  that  hemorrhagic  retinitis  was  definitely 
due  to,  or  associated  with,  the  toxemia  of  the  vomit- 
ing of  pregnancy  and  showed  a change  in  the  per- 
meability of  the  capillary  vessels. 

Tillman  of  New  York  feels  that  hemorrhagic  retini- 
tis is  not  due  to  the  vomiting  of  pregnancy  per  se, 
because  autopsies  have  shown  many  similar  lesions  in 
the  brain  and  other  organs  from  other  poisons,  but 
because  of  the  findings  at  the  time  of  pregnancy  he 
feels  that  they  do  present  a most  serious  prognostic 
omen,  and  that  the  pregnancy  should  be  terminated 
at  once,  if  the  patient  can  stand  it. 

Increasing  blindness  or  dimness  of  vision  is  another 
grave  symptom  during  pregnancy.  It  suggests  that 
the  patient  is  getting  toxic,  even  though  she  may  not 
show  any  toxic  symptoms  otherwise.  It  often  pre- 
cedes eclampsia,  and  on  emptying  the  uterus  the  con- 
dition immediately  disappears.  Swift  feels  that  this 
indicates  a poison  of  the  ganglia  and  optic  nerves, 
which  may  result  in  optic  atrophy.  It  can  give  a pic- 
ture of  retrobulbar  neuritis  with  a gradual  loss  of  vis- 
ion, an  early  loss  of  color  vision,  tenderness  in  moving 
the  eyeballs,  or  concentric  contraction  of  the  fields,  all 
increasing  with  the  blindness.  When  the  uterus  is 
emptied,  the  above  symptoms  disappear. 

Another  theory  to  explain  the  disturbed  vision  in 
pregnancy  is  given  by  Rosenbaum  of  Montreal.  He 
feels  that  the  w'omen  subjected  to  these  toxic  symp- 
toms are  born  with  weak  eye  tissues  and  that,  due  to 
the  disturbed  metabolism  during  pregnancy,  the  re- 
sistance of  the  tissues  is  weakened  and  impaired,  and 
specific  bodies  or  toxins  are  formed  in  the  mother, 
placenta  and  fetus,  which  circulate  in  the  blood 
stream  and  attack  the  eyes.  These  toxins  formed 
during  pregnancy  are  often  shown  first  in  the  eyes 
and  by  watching  these  carefully  other  destructive 
lesions  of  the  body  can  be  prevented.  Wagener  of 
Rochester  feels  that  in  forty  per  cent  of  these  cases 
arteriole  lesions  develop  with  a persistence  of  a high 
blcod  pressure.  Bergmann  states  that  fifty  per  cent  of 
albuminuric  retinitis  cases  with  amaurosis  and 
eclampsia  are  fatal.  Because  we  find  such  a loss  of 
life  and  destruction  of  tissue,  it  surely  behooves  us  to 
urge  induction  of  labor  and  abortion  early,  when  we 
are  asked  to  see  cases  of  pregnancy  where  there  is  a 
sudden  loss  of  vision,  even  though  renal  function  and 
fundus  examination  are  still  normal;  and  practically 
force  the  ending  of  pregnancy  in  a case  of  hemor- 
rhagic retinitis  in  vomiting  of  pregnancy,  or  albumin- 
uric retinitis  with  amaurosis,  a detachment  of  retina 
or  other  visible  intra-ocular  lesions  in  pregnancy. 


SYPHILIS  VS.  CARCINOMA  OF  THE 
STO.AIACH— THORIUM  DIOXIDE 
INJECTION* 

Case  Report 

Arnold  M.  Gordon,  AI.D.,  Des  Moines 

A white  laborer,  fifty-four  years  of  age,  pre-  li 
seated  himself  at  the  Out-Patient  Department  on  I* 
June  10,  1935,  complaining  of  vomiting  of  eight  I 
months’  duration,  accompanied  by  weakness,  fa-  f- 
tigue,  and  a weight  loss  of  33  pounds.  On  ques-  I 
tioning,  it  was  brought  out  that  he  had  begun  to 
vomit  shortly  after  the  extraction  of  all  his  teeth  I 
two  years  before  admission.  He  attributed  this  to  | 
faulty  mastication  because  he  could  not  afford  to  i 
obtain  dental  plates.  It  was  not  until  eight  months  ! 
before  admission,  however,  that  the  vomiting  be- 
came pronounced  and  frequent,  and  at  that  time  he 
could  not  retain  any  solid  foods,  with  the  excep- 
tion of  jello,  ice  cream,  and  soft  cereals.  He  be- 
came nauseated  after  eating,  and  would  vomit  i 
about  fifteen  minutes  after  meals.  There  was  no  ' 
pain  or  epigastric  distress.  He  denied  using  alco- 
hol in  any  form. 

Examination  revealed  a well  developed  and  i 
fairly  well  nourished,  but  rather  pale  individual, 
weighing  120j4  pounds.  Pupils  and  knee  jerks 
showed  normal  reactions.  The  heart  and  limes 

o I 

showed  no  ahnormalities.  His  blood  pressure  was  i 
100/65.  The  temperature  and  pulse  were  normal. 
There  was  a large  mass,  presumably  the  liver,  in  j 
the  right  upper  abdominal  quadrant,  which  was  i 
firm,  smooth,  and  not  tender,  and  extended  to  the  ' 
level  of  the  umhilicus.  Blood  studies  showed  a 
white  count  of  8,800,  a hemoglobin  of  65  per  cent  , 
(Tallquist),  a red  count  of  3,500,000,  and  a four 
plus  reaction  to  the  Kahn  test.  The  urine  was  i 
negative.  X-rays  showed  the  stomach  to  be  dis-  j 
placed  to  the  left  by  a large  mass  on  the  right  side  i 
of  the  abdomen.  There  was  a fairly  large  filling 
defect  of  the  pars  media  of  the  stomach,  involv- 
ing both  curvatures. 

We  felt  that  we  were  dealing  with  an  interesting 
diagnostic  problem.  The  roentgenologic  appear- 
ance of  the  stomach  was  suggestive  of  carcinoma. 
On  the  other  hand,  syphilis  could  give  this  appear- 
ance, but  it  is  one  of  the  less  frequent  types  of 
luetic  gastric  involvement.  The  liver  did  not  feel 
especially  like  a metastatic  affair,  and  the  mildness 
of  the  symptoms,  the  absence  of  pain,  and  the  com- 
paratively good  appearance  of  the  patient  w'ere  all 
against  a diagnosis  of  metastatic  malignancy.  The 
patient  was  presented  at  the  clinic,  where  various 
interpretations  were  made  by  the  medical  and  sur- 
gical staff.  Were  we  dealing  with  a carcinoma  of 

♦From  the  Gastro-intestinal  Clinic  of  Broadlawns  General 
Hospital. 
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the  stomach  with  a syphilitic  liver,  or  was  there 
luetic  involvement  of  both  organs,  or  carcinoma  of 
the  stomach  with  metastases,  or  finally,  an  early 
Laennec’s  cirrhosis,  gastric  carcinoma,  and  latent 


Fig.  1.  X-ray  taken  on  September  5,  1935.  Note  filling  defect 
in  the  stomach.  Liver  and  spleen  outlined  with  thorium  dioxide. 

lues?  Syphilis  can  act  as  a predis])osing  factor  in 
ordinary  portal  cirrhosis,  and  it  can  also  directlv 
cause  a cirrhosis  of  its  own,  although  the  usual 
manifestations  are  a combined  lesion  with  gumma- 
tous involvement,  hepatitis,  and  cirrhosis. 

Of  all  gastric  cancers,  those  located  in  the  pars 
media  have  the  most  favorable  prognosis;  first, 
because  of  accessibility  (as  distinguished  from  car- 
cinoma of  the  fundus)  ; and  second,  because  of  de- 
layed metastases  (as  contrasted  with  the  rich  lym- 
phatic drainage  and  early  spread  of  neoidasms  of 
the  pyloric  segment).  It  w'as  felt  that  a therapeutic 
trial  for  gastric  .syphilis  was  indicated,  but  it  would 
al.so  be  important  to  know  if  the  liver  showed 
metastases.  Therefore,  we  injected  25  cubic  cen- 
timeters of  colloidal  thorium  dioxide  (thorotrast) 
intravenously  on  each  of  three  consecutive  days, 
and  x-rayed  the  abdomen  twenty-four  hours  after 
the  la.st  dose.  The  mass  in  the  right  ui)])er  (piad- 
rant  was  seen  to  be  a huge  liver,  with  uniform, 
dense  distribution  of  the  dye.  Several  films  were 
taken  with  varying  technic,  and  close  inspection  re- 
vealed a delicate,  reticulated  structure  such  as  is 
often  seen  in  early  cirrhosis.  Metastatic  malig- 
nancy couM  be  definitely  ruled  out  by  the  complete 
absence  of  filling  defects.  The  sjdeen  was  found 
to  be  enlarged,  and  when  this  was  noted,  it  was 
easy  to  palpate  this  organ,  which  had  eluded  us 
before. 

For  personal  and  family  reasons,  the  patient 
delayed  hospitalization  until  August  19.  X-rays 


at  this  time  showed  no  change  in  the  appearance  of 
the  stomach.  His  w'eight  was  pounds.  He 

was  put  on  an  intensive  course  of  potassium  iodide, 
mercury,  and  bismuth.  Arsenic  w'as  omitted  be- 
cause of  the  liver  involvement.  The  therapeutic 
response  was  prompt  and  gratifying.  Vomiting 
ceased  almost  at  once,  and  he  began  to  gain  both 
weight  and  strength.  He  was  kept  in  the  hospital 
for  four  weeks,  and  then  was  followed  in  the  Out- 
Patient  Department. 

Syphilitic  gastric  lesions  often  take  a long  time 
to  heal.  Sometimes  no  appreciable  improvement 
will  be  noted  by  x-ray  until  after  one  or  two 
courses  of  treatment.  In  the  cases  without  hepatic 
involvement,  we  would  ordinarily  use  large  doses 
of  neoarsphenamine  in  addition  to  the  mercury 
and  potassium  iodide  for  six  weeks.  Three  sim- 
ilar courses  would  be  given  at  intervals  of  four 
months,  using  bismuth  in  the  interim.  In  this 
case,  marked  improvement  was  noted  when  the 
patient  was  x-rayed  on  January  3,  1936,  and  he 
continued  to  do  well  clinically. 

On  May  28,  1936,  approximately  one  year  after 
he  was  first  seen,  we  requested  him  to  return  to 
the  Out-Patient  Department  for  a check-up.  He 
was  doing  very  well,  and  had  no  symptoms.  His 
weight  was  139)4  pounds,  an  increase  of  24 
pounds.  The  liver  edge  was  now  felt  one  inch 
above  the  umbilical  level,  and  the  spleen  was  no 


Fijf.  2.  Better  visualization  of  the  liver  and  spleen. 


longer  ])alj)able.  The  hemoglobin  was  75  per  cent 
and  the  red  blood  count  4,700,000.  X-rays  at  this 
time  showed  a comjjlete  disappearance  of  the  gas- 
tric filling  defect.  Much  of  the  thorium  dioxide 
had  been  eliminated  from  the  body,  although  there 
was  still  enough  left  in  the  liver  and  spleen  to  cast 
a primary  shadow  of  these  organs. 
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comment 

This  case  was  interesting  because  of  the  many 
imnsual  features.  The  gastric  lesion  looked  ma- 
lignant, but  with  the  enlarged  liver,  it  was  impor- 
tant to  know  whether  we  were  dealing  with  metas- 
tasis, and  therefore,  an  inoperable  case.  Positive 
serology  complicated  the  issue.  Statistics  show 
that  even  in  the  presence  of  syphilis,  latent  or  ac- 
tive, a gastric  lesion  of  this  type  is  more  likely  to 
he  malignant  than  luetic.  Since  the  thorium  stud- 
ies showed  that  the  liver  was  not  malignant,  the 
possibility  of  the  gastric  lesion  being  syphilitic 
was  enhanced.  By  the  aid  of  the  therapeutic  test, 


■ j'- 


Fig:.  3.  Film  taken  May  29,  1936.  The  stomach  shows  a com- 
plete disappearance  of  the  filling  defect. 

a ju'csumptive  diagnosis  of  gastric  syphilis  was 
made,  and  an  o]ieration  was  avoided.  The  diagno- 
sis was  definitely  established  later  by  the  disap- 
pearance of  the  lesion  in  the  stomach,  as  revealed 
by  x-ray  studies. 

Thorium  dioxide  showed  its  usefulness  in  bring- 
ing out  the  liver  structure  in  good  detail.  Had  not 
the  gastric  lesion  responded  to  the  luetic  therapeu- 
tic test  (or  had  we  been  dealing  with  an  uncom- 
plicated case  of  gastric  carcinoma)  the  diagnostic 
procedure  with  thorium  would  have  been  ex- 
tremely valuable.  By  demonstrating  the  presence 
or  absence  of  liver  metastasis,  tbe  use  of  thoro- 
trast  will  avoid  many  useless  operations. 

1426  Des  Moines  Building 


THE  ORTHOPTIC  TREATMENT  OE  ‘ 

SQUINT*  ! 

Ralph  E.  Russell,  M.D.,  and  1 

Harold  O.  Gardner,  M.D.,  Waterloo  ' 

The  subject  of  orthoptic  training  is  not  new  to  j 
any  of  you,  especially  to  those  who  have  been  ji 
reading  the  various  ophthalmologic  publications  of 
the  jiast  year  or  so.  With  a wealth  of  material 
already  available  on  this  subject  no  attempt  at  this 
time  will  be  made  to  present  anything  new.  The 
aim  of  this  discourse  will  he  simply  to  outline  and 
discuss  some  of  the  less  complicated  and  more 
practical  methods  of  diagnosis  and  treatment  of 
strabismus.  The  squint  referred  to  in  the  follow- 
ing discussion  is  of  the  convergent  type  unless 
otherwise  stated. 

The  average  man  practicing  ophthalmology  out- 
side of  the  large  clinics  and  medical  centers  can-  i 
not  afiford  either  in  time  or  money  to  make  use  of  j 
the  various  instruments  on  the  market  that  are  de-  ^ 
signed  for  orthoptic  treatment.  Many  of  these  ! 
instruments  would  necessitate  an  increase  in  the  ; 
amount  of  office  space  as  well  as  an  increase  in  I 
number  of  office  assistants,  which  of  course  would  I 
not  be  warranted  because  of  the  limited  number  of 
squint  cases.  Fortunately,  however,  a very  satis- 
factory technic  can  be  worked  out  with  a small  and 
inexpensive  armamentarium,  which  will  prove  to 
be  quite  gratifying  both  to  the  patient  and  the  phy- 
sician. Sanford  R.  Gifford  of  Northwestern  Uni- 
versity, said : “Office  equipment  need  not  be  elab- 
orate and  need  consist  of  only  an  amblyoscope,  a 
stereoscope,  Wells  and  Satler  charts  and  a set  of 
prisms”.  Guibor  of  the  same  institution,  has  this 
to  say : “The  instrument  of  most  value  in  orthop- 
tic training  is  the  stereoscope ; with  it  one  may 
train  fusion,  increase  fusion  amplitude,  dissociate 
convergence  and  accommodation  training”. 

Before  going  into  a detailed  discussion  of  the 
orthoptic  technic  we  should  like  to  state  a few  per- 
tinent facts  which  are  the  logical  conclusions  of 
men  who  have  spent  considerable  time  and  effort 
in  the  treatment  of  squint. 

1.  In  a true  alternating  squint,  fusion  is  never 
present  and  can  never  be  developed. 

2.  Amblyopia  ex  anopsia  can  be  most  success- 
fully overcome  under  the  age  of  seven;  after  this 
the  cures  diminish  in  number  as  the  age  increases. 

3.  The  chances  of  a cure  are  greater  in  propor-  I 

tion  to  the  normalcy  of  the  visual  acuity  and  the  ] 
nearer  the  acuity  of  one  eye  to  its  member.  I 

4.  Fusion  if  once  present  is  never  lost  and  can 

be  developed  well  into  middle  life.  | 

By  proper  training  both  at  home  and  in  the  office  1 1 

♦Presented  before  the  Eighty-fifth  Annual  Session,  Iowa  State  I 
Medical  Society,  Des  Moines,  April  29  and  30,  and  May  1,  1936.  ' 
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we  hope  to  produce  the  following  results : normal 
visual  acuity,  binocular  single  vision  with  depth 
perception  and  stereopsis,  parallel  visual  axes,  and 
elimination  of  the  habit  of  suppression.  With 
these  objectives  in  mind  the  following  plan  of  diag- 
nosis and  treatment  has  been  outlined. 

HISTORY  AND  EXAMINATION 

Upon  the  patient’s  first  visit  to  the  office  a 
fairly  complete  and  systematic  history  should  be 
taken  and  an  objective  and  subjective  examination 
of  the  ocular  muscles  made.  The  history  should 
elicit  the  following  information:  the  age  at  which 
the  squint  was  first  noticed : the  type  of  squint ; 
(whether  constant  or  occasional,  binocular  or 
monocular,  etc.)  the  etiology,  such  as  illness  or 
injury;  and  previous  treatment  (have  glasses  been 
worn,  were  they  fitted  under  drops,  and  did  the 
squint  improve ; have  orthoptic  exercises  been 
tried,  and  has  the  eye  ever  been  patched).  The 
examination  should  cover  visual  acuity  with  and 
without  glasses ; muscle  balance,  motility,  fixing 
power  and  the  angle  of  anomaly  with  and  without 
glasses;  and  tests  for  simultaneous  macular  per- 
ception, fusion  and  stereopsis.  With  this  infor- 
mation at  hand  the  course  of  treatment  may  now 
be  outlined  and  divided  into  the  following  pro- 
cedures : 

1.  Atropine  refraction  and  pre.scribing  of 
lenses. 

2.  Improvement  of  amblyopia. 

3.  Overcoming  of  supression. 

4.  Production  of  binocular  macular  perception. 

5.  Production  of  fusion  and  stereopsis. 

6.  Fusion  amplitude  training. 

REFRACTION 

The  refractive  error  is  found  with  the  retino- 
scope  after  atropine  has  been  used  in  both  eyes 
for  a period  of  from  three  to  five  days.  In  cases 
of  simple  hypermetropia  or  hypermetropic  astig- 
matism or  hypermetropic  astigmatism  compound, 
the  usual  jiracfice  is  to  correct  fully  the  astigma- 
tism and  all  but  about  one  half  diojiter  of  the  hy- 
permetropia. The  full  correction  will  in  many 
cases  cause  a blurring  of  the  distant  vision  and 
react  unfavorably  on  the  angle  of  deviation.  In 
niyo])ia,  myojiic  astigmatism  and  myo])ic  astigma- 
tism comjiound,  the  full  error  is  corrected.  If  at 
first  there  is  difficulty  in  wearing  the  glas.ses  the 
continued  use  of  atro|)ine  for  several  days  may  be 
advisable.  Age  should  be  no  contraindication  for 
prescribing  of  spectacles  and  there  should  be  no 
excuse  for  their  not  being  worn.  The  jiarents 
should  he  told  the  need  for  the  glasses  and  how 
important  it  is  that  they  be  worn  constantlv.  The 
management  of  the  case  should  he  explained  to 


them  in  detail  and  they  must  be  impressed  with 
their  responsibility  in  carrying  it  out  to  the  letter. 
They  should  be  made  to  understand  that  much  of 
the  procedure  is  necessarily  slow  and  tedious  and 
that  it  may  seem  very  foolish  at  times,  but  that 
if  a cure  is  to  be  affected  they  must  conscientiously 
perform  their  part  in  the  treatment ; otherwise 
only  failure  will  result.  After  the  child  has  worn 
the  glasses  for  a short  time  and  has  becofne  fairly 
accustomed  to  them,  the  visual  acuity  should  be 
determined  as  accurately  as  possible.  This,  of 
course,  is  rather  difficult  to  do  with  the  average 
test  chart,  consequently  we  have  designed  one  of 
our  own  which  we  find  very  satisfactory.  It  is 
not  accurate  when  compared  to  Snellen  tvpe  but 
it  does  allow  one  a very  accurate  check  from  day 
to  day  on  the  increase  or  decrease  of  the  child’s 
visual  acuity. 

AMBLYOPIA 

Amblyopia  is  a diminished  visual  acuity  without 
visible  pathologic  findings.  After  refraction  in 
squint  cases  amblyopia  is  the  first  condition  met 
with  which  must  be  overcome  before  fusion  train- 
ing can  be  attempted.  It  may  be  either  congenital 
or  acquired,  but  we  are  concerned  with  the  latter. 
In  children  who  have  squinted  one  eye  since  birth 
or  shortly  thereafter  and  who  have  received  no 
treatment,  we  usually  find  a marked  loss  of  vision 
in  this  deviating  eye  due  to  the  continued  suppres- 
sion of  its  image.  Because  of  the  unreliability  of 
visual  acuity  tests  in  small  children  all  squinting 
eyes  should  he  considered  as  amblyopic  and  an  at- 
tempt made  to  improve  the  visual  acuity  before  fu- 
sion training  is  commenced.  For  this  purpose  par- 
tial or  constant  occlusion  of  the  fixing  eye  is  carried 
out  for  a period  of  time  depending  upon  the  re- 
turn of  vision.  A well  fitting  occlusive  eye  jiatch 
is  applied  snugly  under  the  lens  of  the  fixing  eye 
for  varying  periods  of  time  from  two  hours  a day 
to  constant  wear  during  the  waking  hours.  Dur- 
ing the  first  week  or  two  the  child  should  be  al- 
lowed to  amuse  hini-self  as  usual;  then  as  fixation 
becomes  easier,  close  work  should  be  started. 
The  value  of  jiatching  depends  almost  entirely  on 
the  amount  of  near  work  the  child  performs.  Trac- 
ing, drawing,  coloring  and  cutting  out  of  large 
pictures  should  be  tried  at  first  and  as  the  vision 
inqiroves  smaller  iiatterns  may  be  substituted, 
h'inally  bead  stringing,  peg  boards,  etc.,  that  re- 
quire very  close  application  are  used.  Improve- 
ment usually  takes  place  almost  immediately  so  far 
as  the  acuity  is  concerned;  if  it  does  not  the 
chances  of  a cure  are  not  good.  Worth  believes  that 
if  improvement  has  not  taken  place  at  the  end  of 
two  months  the  case  is  hopeless.  Many  men  pre- 
fer the  use  of  atro])iue  to  fog  the  good  eye  in 
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place  of  the  patch.  It  is  to  some  extent  a matter 
of  personal  opinion  but  we  feel  that  the  patch  is 
indispensable  in  the  beginning  at  least. 

SUPPRESSION 

The  next  obstacle  and  probably  the  most  diffi- 
cult to  overcome  in  fusion  training  is  suppression. 
Suppression  is  an  involuntary  inhibition  of  the 
visual  impressions  of  the  squinting  eye.  The  sup- 
pressing eye  may  be  a good  eye  monocularly  but  is 
useless  when  binocular  vision  is  required.  It  is 
often  spoken  of  as  a “lazy”  eye  because  it  will  not 
function  until  the  other  eye  is  partially  or  com- 
pletely disabled.  Suppression  can  readily  be  de- 
tected by  placing  two  unlike  cards  in  the  stereo- 
scope ; for  example  the  fish  and  the  fish  bowl. 
When  the  child  views  these  cards  through  the  eye 
pieces,  if  he  is  suppressing  he  will  see  only  one  of 
the  pictures.  This  same  test  can  be  made  with  the 
amblyoscope  and  the  bird  and  cage  targets.  While 
making  these  observations  the  examiner  should 
watch  the  child’s  eyes  closely  to  see  that  he  is  not 
alternating  and  producing  a pseudobinocularism. 
Suppression  will,  to  some  extent,  be  overcome 
along  with  the  amblyopia  by  patching  but  if  it  is 
not  entirely  eliminated  fusion  training  will  be  of 
no  avail.  It  is  probably  best  treated  with  the 
stereoscope  and  a set  of  cards  designed  expressly 
for  this  purpose.  The  most  useful  charts  are 
those  that  will  place  before  the  squinting  eye  a 
large,  bright  colored  attractive  target  and  before 
the  fixing  eye  a small,  drab  or  pale  colored  picture. 
\Try  successful  cards  of  this  series  are  the  ones 
labeled,  "Supp.  A.”  They  have  the  large  bright 
red  circle  and  the  small  green  star  for  one  set,  and 
the  large  red  ball  and  the  small  bird  for  the  other. 
When  these  cards  are  placed  in  the  stereoscope,  the 
larger  and  more  attractive  target  before  the  sup- 
pressing eye  will  tend  to  keep  the  child’s  attention 
focused  on  it,  while  the  fixing  eye  is  focused  on 
the  other.  By  tapping  the  card  before  the  squint- 
ing eye  with  a bright  colored  pencil,  by  intensify- 
ing the  light  on  it  or  by  moving  it  back  and  forth 
rapidly  several  times,  the  vision  in  this  suppres- 
sing eye  will  soon  be  stimulated  so  that  both  tar- 
gets will  be  seen  simultaneously.  When  the  child 
is  able  to  point  to  and  describe  accurately  the  vari- 
ous details  of  the  two  cards,  and  is  not  alternating, 
he  has  binocular  simultaneous  macular  perception 
and  we  have  overcome  the  greatest  obstacle  to  fu- 
sion. This  same  exercise  can  be  carried  out  in 
a similar  manner  on  the  amblyoscope.  The  child 
will  of  course  not  be  able  to  point  at  the  objects 
seen  but  the  observer  will  be  able  to  judge  from  the 
accuracy  of  his  description  whether  or  not  he  is 
seeing  simultaneously.  Most  cases  of  suppression 
can  be  overcome  easily  if  the  visual  acuity  is  not 


too  low  and  if  the  attention  and  cooperation  can  jt 
be  maintained.  ' 

MACULAR  PERCEPTION  ! 

It  is  very  important  to  determine  whether  or  ! 
not  a child  is  using  his  true  macula  before  going  || 
further  with  the  exercises  on  the  stereoscope  or  | 
amblyoscope,  for  if  a false  macula  is  being  used  j| 
we  do  not  want  to  develop  it  more  by  our  training,  ij 
It  is  possible  by  a relatively  simple  procedure  to  | 
determine  whether  we  have  a true  fixation  or  a j 
false  one.  By  covering  one  eye  and  having  the  ! 
child  fix  his  sight  on  an  ophthalmoscope  light 
across  the  room,  we  can  determine  from  the  posi-  | 
tion  of  the  corneal  reflex  whether  a true  or  false  j 
macula  exists.  If  the  reflex  is  just  slightly  to  the  j 
nasal  side  of  the  center  of  the  cornea  we  have  a 
true  fixation  and  if  it  is  in  any  other  position  we 
have  a false  one.  Shifting  of  the  head  or  the  eyes 
also  indicates  that  the  latter  condition  exists. 

FUSION  I 

Fusion  is  a normal  process  through  which  two 
retinal  images  are  combined  into  a single  visual 
impression.  Color  fusion  is  the  simplest  and  most 
rudimentary  form  and  is  the  easiest  elicited  in 
young  children.  Two  complementary  colors  such  j 
as  blue  and  yellow  are  placed  in  the  stereoscope  ! 
and  viewed  by  the  child.  By  moving  the  cards, 
intensifying  the  light,  etc.,  the  colors  are  made  to 
fuse  and  produce  a single  green  or  neutral  color.  . 
After  accomplishing  fusion  in  this  manner,  smaller  j 
colored  balls  may  be  substituted.  These  not  only  i 
make  the  color  fusion  more  difficult  but  they  also  | 
require  form  fusion  which  is  the  next  step  in  train- 
ing. Before  going  further  with  the  fusion  train- 
ing a better  understanding  of  the  stereoscope  will 
make  it  more  simple  and  comprehensible.  The 
lenses  in  the  stereoscope  are  five  diopter  spheres, 
so  decentered  that  an  eight  degree  prism  base  out  i 
is  secured  at  twenty  centimeters.  At  a distance  of  i 
twenty  centimeters,  if  the  eyes  are  emmetropic  and  ! 
orthoptic,  the  convergence  is  zero  when  the  dis- 
tance between  the  charts  is  nine  and  one-half  cen- 
timeters. One  millimeter  separation  or  approxi- 
mation increases  the  prism  strength  one-half  diop-  l 
ter.  The  points  to  remember  then  in  using  this  J 
instrument  are:  moving  the  charts  away  from  the 
observer  and  moving  the  charts  toward  each  other  ' 
increase  the  power  of  convergence;  moving  the  i 
charts  toward  the  observer  and  moving  the  charts 
away  from  each  other  decrease  the  demand  for 
convergence.  Prisms  are  used  base  out  and  the 
cards  approximated  for  adduction  training.  They 
are  used  base  in  and  the  cards  separated  for  abduc-  ' ) 
tion  training.  Therefore  with  this  instrument  we 
are  able  to  measure  and  train  fusion  amplitude. 
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Form  fusion  can  be  elicited  and  trained  on  either 
the  amblyoscope  or  the  stereoscope ; the  former 
is  probably  easier  to  use  and  is  consequently  tried 
first. 

Worth  says  that  the  education  of  the  fusion 
sense  should  be  undertaken  at  the  earliest  possible 
age  and  that  the  amblyoscope  can  be  successfully 
used  at  three  and  one-half  years.  Two  unlike 
cards  are  placed  in  the  slots  of  the  instrument;  for 
example,  two  such  cards  as  the  bird  and  the  cage 
which  require  only  simultaneous  macular  percep- 
tion. The  child  should  face  the  light  and  look 
through  the  two  eye  pieces.  Even  if  the  larger 
object  is  placed  before  the  squinting  eye  the  child 
will  probably  respond  by  saying  that  he  only  sees 
the  bird.  If  such  is  the  case  the  light  should  be 
diminished  before  the  fixing  eye,  and  the  card  be- 
fore the  squinting  eye  will  then  appear  more  dis- 
tinct by  comparison.  Aloving  this  card  will  also 
aid  in  fixing  the  attention  on  it.  After  a short 
while  the  child  will  usually  suddenly  say  that  he 
sees  both  pictures  at  the  same  time.  Now  if  we 
move  the  arms  of  the  amblyoscope  back  and  forth 
the  bird  will  appear  to  move  in  and  out  of  the 
cage.  By  noting  at  what  point  on  the  scale  the 
child  sees  the  two  cards  as  one,  we  can  check  the 
various  attempts  and  see  if  fusion  takes  place  at 
approximately  the  same  angle  each  time  or  whether 
the  child  is  just  guessing.  When  we  are  certain 
that  the  child  has  simultaneous  perception,  the 
more  difficult  slides  may  be  used,  ones  that  re- 
quire fusion  of  the  images.  The  best  cards  of  this 
type  are  those  that  have  one-half  of  the  picture  on 
one  card  and  the  other  half  on  the  other  card.  At 
first  the  child  will  probably  see  these  cards  as  two 
imperfect  pictures  but  in  a short  time  fusion  will 
appear  and  one  complete  image  will  be  seen.  As 
soon  as  fusion  is  fairly  easily  performed,  the  arms 
of  the  amblyoscope  should  be  moved  while  the 
child  attempts  to  hold  the  fusion.  With  a little 
training  it  will  be  possible  to  move  the  arms 
through  considerable  amplitude  without  destroy- 
ing the  fusion  of  the  image.  This  amplitude  should 
be  increased  to  its  maximum  before  attempting 
stereopsis  or  third  degree  fusion.  The  cards  used 
to  produce  perspective  or  sensations  of  depth  are 
the  ones  that  have  the  appearance  of  a tub.  When 
the  cards  are  placed  in  one  position  the  sensation 
is  that  you  are  looking  into  the  tub,  and  in  the 
other  that  you  are  looking  at  the  tub  from  without. 
Upon  questions  and  suggestions  to  the  child  that 
there  is  a difference  in  the  two  pictures,  he  will 
finally  notice  that  there  is  depth  to  the  picture  and 
will  inform  you  so  by  his  various  answers  to  your 
questions. 

Fusion  can  usually  be  elicited  in  five  or  six  les- 


sons and  once  it  has  been  acquired  it  is  likely  never 
to  be  lost.  It  is  this  desire  for  fusion  that  directly 
brings  about  the  cure  of  the  squint.  The  stereo- 
scope or  telebinocular  has  several  advantages  over 
the  amblyoscope,  especially  for  use  with  older  chil- 
dren. Fusion  is  a little  more  difficult  to  obtain 
with  it  at  first  but  once  fusion  is  present  it  is 
much  more  quickly  and  easily  developed  than  with 
the  amblyoscope.  Various  points  in  the  technic 
are  the  same,  but  one  is  allowed  a much  greater 
variety  of  cards  which  aids  materially  in  maintain- 
ing the  interest  and  attention  of  the  child.  The 
telebinocular  has  the  added  advantage  of  allowing 
a much  better  view  of  the  child’s  eyes  during  the 
exercises  and  permitting  the  use  of  supplementary 
prisms. 

Assuming  now  that  suppression  has  been  elimi- 
nated and  that  simultaneous  macular  perception 
has  been  attained,  we  are  now  ready  to  develop 
flat  fusion  and  fusion  amplitude  on  the  stereo- 
scope. By  using  prisms  base  out  before  the  fixing 
eye  and  the  large  half  of  the  target  before  the 
squinting  eye,  the  child  will  in  a short  period  of 
time  be  able  to  fuse  the  cards  so  that  one  complete 
picture  will  be  seen.  Cards  that  lend  themselves 
satisfactorily  to  these  exercises  are  those  marked 
duction  and  fusion.  The  strength  of  the  prisms  is 
gradually  reduced  until  fusion  is  accomplished 
without  their  aid.  After  the  child  is  able  to  fuse 
these  unlike  cards  easily,  a more  difficult  set  is 
tried ; these  are  the  fusion  B series  and  consist  of 
pictures  that  are  exactly  the  same  on  each  card 
except  that  each  has  a different  control  spot  on  it. 
These  control  spots  are  merely  small  colored  balls 
placed  on  the  pictures  to  be  used  as  a check  to 
prove  that  the  child  is  having  true  fusion  and  is  not 
suppressing  the  image  from  one  eye.  Some  ampli- 
tude can  be  developed  by  moving  these  cards  far- 
ther apart  and  closer  together  and  having  the  child 
still  maintain  fusion.  Improvement  can  be  noted 
from  day  to  day  by  checking  the  distances  the 
cards  can  be  moved.  A fairly  good  amplitude 
should  be  developed  before  attempting  stereopsis 
as  it  will  make  the  stereoscopic  training  much  less 
difficult. 

STEREOPSIS 

Various  types  of  cards  are  used  to  produce  per- 
si^ective  and  depth  perception.  Those  marked 
“Stereo”  have  proved  very  satisfactory.  Prisms 
base  out  are  used  at  first  before  one  or  both 
eyes,  and  the  strength  is  gradually  reduced  as 
stereopsis  is  developed.  Each  observer  will  have 
to  work  out  his  own  method  of  teaching  the 
child  to  see  .stereoscopically.  By  asking  questions 
as  to  the  relative  nearness  of  the  star  and  moon,  by 
suggesting  that  one  object  may  be  nearer  than  an- 
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other,  or  by  other  interrogations  and  suggestions, 
stereopsis  will  finally  be  developed. 

The  use  of  the  cheiroscojie  has  not  been  men- 
tioned in  the  routine  treatment  of  scpunt  hecanse 
it  is  more  or  less  an  adjunct  to  the  other  exercises 
and  may  be  used  at  any  time  after  binocnlar  vision 
has  once  been  established.  It  is  however  a very 
valuable  instrument  in  overcoming  suppression,  in 
stimulating  binocular  vision  and  in  lessening  the 
amount  of  amblyopia.  The  telebinocular  itself 
makes  a very  satisfactory  cheiroscope  and  it  has 
all  the  attributes  of  the  more  cumbersome  and  ex- 
pensive instrument.  A large  uncomplicated  pic- 
ture or  pattern  is  placed  in  the  stereoscojie  before 
the  better  eye  and  a pencil  in  the  child’s^  hand  is 
placed  before  the  squinting  eye.  The  instrument 
makes  the  ])icture  before  the  fixing  eye  appear  to 
be  in  front  of  the  other  in  the  same  field  as  the 
jiencil.  The  child  can  then  apparently  trace  on  a 
])iece  of  jiaper  the  exact  likeness.  If  there  is  any 
siq)])ression  or  lack  of  binocular  single  vision  this 
exercise  will  be  impossible.  As  the  tracing  im- 
])roves  in  (jiiality  the  pictures  can  he  made  more 
and  more  detailed.  This  is  not  only  a very  valu- 
able exercise  but  also  one  of  which  most  children 
do  not  tire  (jnickly. 

There  is  one  other  jioint  which  should  he  men- 
tioned before  concluding  a jiaper  on  this  subject, 
and  that  is  the  associated  vertical  imbalances. 
These  vertical  imlialances  may  persist  even  if  align- 
ment is  perfect  in  the  horizontal  ])lane.  Prism  slip- 
overs which  exactly  correct  these  errors  may  be 
worn  while  the  duction  exercises  are  being  given 
until  such  time  as  the  duction  power  is  great 
enough  to  overcome  these  vertical  imbalances.  Tbe 
prism  power  should  he  decreased  as  the  deviations 
inqirove  and  if  there  is  some  permanent  vertical 
imbalance,  iirisms  may  be  incoiqiorated  in  the  cor- 
recting leiLses. 

Home  training  is  another  important  point  in 
orthoptic  work,  hut  time  does  not  permit  of  its 
discussion  nowL 

CONCLUSIONS 

It  is  of  course  not  possible  to  set  forth  in  one 
single  ])aper  all  of  the  various  procedures  in  or- 
thoptic training.  Many  of  the  details  and  refine- 
ments of  one  observer's  technic  will  not  prove  sat- 
isfactory to  another.  Only  an  outline  of  the  vari- 
ous exercises  has  been  attempted  and  it  will  be 
necessarv  for  each  man  to  work  out  his  own  pro- 
cedure. Various  investigators  have  proved  that 
results  can  be  attained  by  orthoptic  training  if  the 
operator  is  willing  to  apjily  himself  conscientiously 
to  the  treatment  of  these  squinting  youngsters.  If 
they  are  seen  early  enough  the  amblyoifia  can  be 
overcome,  the  visual  acuity  improved  and  the  de- 


viation eliminated.  Failure  is  usually  due  to  a 
])oor  attitude  on  the  part  of  the  jiarents,  or  failure 
of  the  child  to  cooperate.  The  essential  phases  of 
the  training  in  the  order  of  their  importance  are: 

1.  ( )vercoming  of  amblyopia. 

2.  Increasing  the  visual  acuity. 

3.  Overcoming  siqipression. 

4.  Lessening  or  overcoming  entirely  the  devia- 
tion. 

In  closing,  this  ciuotation  of  Peters  may  be  very 
encouraging,  "What  has  been  accomplished  by 
some  ojihthalmologists  who  have  worked  long  in 
this  field  is  within  the  reach  of  all.” 

Discussion 

Dr.  J.  H.  Allen.  Iowa  City:  Dr.  Russell  and  Dr. 
Gardner  have  given  us  a commendable  discussion  of 
an  aspect  of  squint  treatment  that  is  often  neglected. 
Economically  speaking  visual  training  is  just  as  im- 
portant to  the  patient  as  correction  of  the  deviation; 
therefore,  no  squint  should  be  considered  adequately 
treated  until  vision  has  been  developed  as  completely 
as  possible.  Orthoptic  training,  designated  prefer- 
ably by  some  as  visual  training,  may  reduce  or  elimi- 
nate the  deviation  as  a result  of  improvement  in  vis- 
ion. Recently  50  per  cent  of  one  series  of  cases  were 
reported  as  “cured”  by  glasses  and  training.  It 
was  observed  in  this  series  that  the  children  with 
small  angles  of  squint  responded  to  training  better 
than  those  with  large  angles.  This  has  been  con- 
firmed by  other  reports.  Therefore  in  the  interest  of 
saving  vision,  it  might  be  better  to  combine  surgical 
correction  and  training  as  soon  as  possible  in  squints 
of  high  degree.  Our  experience  apparently  bears  out 
this  contention.  Some  of  our  cases  have  not  re- 
sponded to  training  preoperatively  but  have  shown 
almcst  immediate  improvement  with  further  train- 
ing after  partial  surgical  correction  of  the  deviation. 

Accurate  measurement  of  the  angle  of  deviation  is 
not  essential,  in  practice,  but  an  estimation  of  this 
angle  is  advantageous.  A rapid,  practical,  but  rough 
method  has  been  worked  out  by  Hirschberg.  With 
average  size  pupils,  and  the  patient  fixing  on  a light 
at  33  centimeters,  the  position  of  the  corneal  reflex 
of  the  deviating  eye  is  the  criterion.  If  the  corneal 
reflex  is  opposite  the  pupillary  border  the  angle  of 
squint  is  approximately  15  degrees;  if  the  reflex  ap- 
pears to  be  halfway  between  the  pupillary  border  and 
the  limbus  the  angle  is  between  30  and  35  degrees; 
or  if  the  reflex  is  at  the  limbus  the  angle  is  approxi- 
mately 45  degrees.  In  this  method  the  angles  alpha, 
gamma,  and  kappa  are  not  considered.  These  three 
angles  represent  different  methods  of  measuring  the 
angle  between  the  line  of  fixation  and  the  geometric 
axis  of  the  globe,  and  as  that  angle  is  usually  less 
than  five  degrees  it  is  not  important  in  the  average 
case.  However,  when  it  becomes  necessary  to  dis- 
tinguish between  a squint  of  low  degree  and  a wide 
visual  angle  a simple  cover  test  may  be  employed  in 
lieu  of  actual  measurement.  This  test  is  made  by 
placing  a card  in  front  of  one  eye  during  fixation. 
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and  observing  the  effect  upon  the  covered  eye.  Mo- 
tion of  the  covered  eye  indicates  either  heterophoria 
or  squint,  whereas  lack  of  motion  indicates  a wide 
angle  alpha,  gamma,  or  kappa.  For  more  accurate 
study  of  these  angles  the  Priestly-Smith  tape  is  prob- 
ably the  simplest  and  most  practical  instrument. 

Studies  of  the  visual  fields  of  squint  patients  show 
that  loss  of  vision  in  the  squinting  eye  is  due  to  a rela- 
tive scotoma  in  the  central  portion  of  the  field  with 
a tendency  to  involve  more  of  the  temporal  than  the 
nasal  field;  therefore  sometimes  producing  a central 
scotomal  defect.  The  periphery  of  the  field  is  usually 
noi’mal.  The  fact  that  the  scotoma  is  relative  has 
been  used  by  some  men  to  distinguish  amblyopia  ex 
anopsia  from  congenital  amblyopia  in  which  they  say 
the  scotoma  is  absolute. 

False  macula,  although  rare,  is  an  interesting  phe- 
nomenon. The  term  actually  is  a misnomer  since  a 
macula  is  not  developed  in  an  unusual  position  in 
these  cases.  The  anatomic  macula  is  present  in  the 
normal  location,  but  does  not  function  because  of  sup- 
pression and  amblyopia.  False  macula  simply  im- 
plies that  the  patient,  who  invariably  has  had  squint 
for  a long  time,  has  through  experience  become  ad- 
justed to  the  situation,  and  automatically  allows  for 
the  false  position  of  his  eye  in  projecting.  Vision  is 
seldom  better  than  3/60  which  is  normal  visual  acuity 
of  that  portion  of  the  periphery  of  the  retina.  Train- 
ing of  this  region  of  the  fundus  might  result  in  estab- 
lishing the  false  projection  more  firmly  but  would 
not  increase  the  visual  acuity.  As  these  patients  have 
wide  angles  of  squint,  it  is  probably  better  to  correct 
the  deviation  by  surgery  and  then  start  visual  train- 
ing as  soon  as  possible  after  the  operation. 

Training  of  fusion  and  stereopsis,  as  has  been 
pointed  out,  frequently  presents  tedious  and  difficult 
problems.  The  ingenuity  of  the  supervisor  of  train- 
ing is  an  important  factor  in  meeting  the  individual 
needs  of  the  patient  and  in  maintaining  interest. 
Substituting  the  words  play  for  work,  and  games  for 
exercises  may  entirely  reverse  a child’s  attitude 
toward  the  training.  The  use  of  brightly  colored  tar- 
gets adds  interest  for  the  child,  but  in  our  experience 
color  education  has  been  necessary  in  children  under 
school  age.  Perhaps  this  difference  is  due  to  the 
lower  social  status  of  the  majority  of  our  patients. 

In  our  experience  best  results  are  obtained  in  mo- 
nocular convergent  squint.  Patients  with  true  alter- 
nating squints  seldom  need  training  to  increase  vis- 
ual acuity  after  glasses  have  been  given,  and  they 
do  not  respond  to  fusion  training.  Divergent  squints 
are  rare  in  younger  children.  The  deviation  and  loss 
of  vision  is  generally  the  result  of  easily  recognizable 
pathology.  In  older  children  divergent  squint  is  asso- 
ciated with  myopia;  their  vision  is  corrected  by 
glasses  but  they  do  not  usually  respond  to  fusion 
training.  True  vertical  deviations  are  not  likely  to 
respond  to  fusion  training.  Cases  of  combined  lateral 
and  vertical  deviations  generally  respond  well  to 
training  after  correction  of  the  vertical  element  either 
by  prisms  or  surgery. 

Reference  has  been  made  occasionally  to  the  use 
of  orthoptic  training  in  phorias.  Our  experience  in 


this  respect  has  been  limited  almost  entirely  to  con- 
vergence insufficiency.  Apparently  rather  rapid  and 
permanent  relief  of  symptoms  occurs  in  the  majority 
of  these  cases. 

In  closing  it  must  be  emphasized  that  improvement 
of  the  visual  acuity  in  both  eyes  of  the  squint  should 
be  considered  equally  as  important  as  the  proper 
alignment  of  the  optic  axes.  Glasses  and  visual  train- 
ing may  improve  the  vision  and  straighten  the  eyes 
in  some  cases,  but  in  others  partial  or  complete  cor- 
rection of  the  deviation  by  surgery  may  be  of  assist- 
ance in  improving  the  vision.  Therefore  surgery 
should  not  be  delayed  in  those  cases  which  do  not 
respond  to  visual  training,  and  neither  should  visual 
training  be  discontinued  after  surgery,  without  a 
sufficient  trial.  Parental  objection  to  any  of  these 
procedures  can  be  met  by  pointing  out  the  fact  that 
delay  may  result  in  loss  of  vision  in  the  squinting  eye, 
which  for  practical  pui’poses  may  amount  to  blind- 
ness. 


DEVELOPMENT.AL  .ANOMALY  OF  THE 
MALE  GENITALLA* 

Leonard  AL  Folkers,  ALD.,  Iowa  City 
Ca.se  Report 

.An  unusual  developmental  anomaly  of  the  male 
genitalia,  involving,  as  it  does,  a divided  scrotum 
from  the  midportion  of  which  arises  a rudimen- 
tary penis,  simulating  a clitoris,  was  found  re- 
cently in  the  routine  e.xamination  of  all  university 
students. 

Case  N^umher  12191,  a white  male  seventeen 
years  of  age,  was  found  to  be  of  normal  develop- 
ment (see  Figure  1 ) e.xcejit  for  the  arrangement 
of  the  external  genitalia.  These  aro.se  from  the 
normal  pubic  area  but  consisted  of  a scrotum 
of  nearly  normal  size,  divided  in  the  mid  line, 
from  which  site  arose  a small  rudimentary  penis, 
mea.suring  approximate!}’  one  inch  in  length 
(Figure  2).  In  the  center  of  the  tip  of  the  penis 
was  a normal  meatus.  X"o  true  foreskin  was 
demonstrable,  hut  with  the  patient  upright  two 
definite  folds  of  tissue  presented  themselves  on 
each  side  of  the  penis  to  form  what  had  the  gen- 
eral apjiearance  of  labia  majora  and  labia  minora 
with  an  hypertrophied  clitoris  just  visible  between. 
With  the  patient  standing  the  apparent  labia  min- 
ora was  formed  by  loo.se  scrotal  tissue  while  the 
labia  majora  was  rejiresented  by  the  separated 
te.sticles.  Both  testicles  seemed  normally  devel- 
oped although  the  left  was  the  larger.  The  con- 
sistency of  the  testicle’s  tissue  seemed  normal. 
No  abnormalities  were  found  on  rectal  examina- 
tion. 

'I'lie  patient  rejiorted  that  he  had  been  told  he 
was  born  with  this  congenital  deformity.  lie 

• From  the  Department  of  Hytciene  and  Preventive  Medicine, 
Division  of  Student  Health,  University  of  Iowa,  Collette  of  Medi- 
cine. 
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had  never  experienced  any  difficulty,  had  always 
passed  urine  normally  through  the  meatus,  and 
since  the  onset  of  adolescence  had  had  normal 
sexual  desires  and  erections.  W'ith  erection  there 
was  very  little  increase  in  the  size  of  the  penis. 
There  had  never  been  any  sexual  intercourse,  nor 
had  the  patient  experienced  nocturnal  emissions. 
Unfortunately  it  has  been  impossible  to  secure 
a specimen  of  semen  for  microscopic  examination. 
The  changes  in  the  youth  incident  to  puberty 
began  at  about  thirteen  years.  At  the  time  of 


Fig.  1. 


examination  the  voice  was  of  normal,  moderately 
low  quality,  and  the  hair  of  the  pubes  and  axillae 
abundant.  He  had  to  shave  about  three  times  each 
week.  The  configuration  of  the  body  was  that 
of  a normal  male.  The  breasts  were  of  the  male 
type  and  the  individual  was  moderately  muscular. 
The  patient  could  make  no  positive  statement 
concerning  any  marked  change  in  the  size  of  the 
rudimentary  penis  at  the  time  of  puberty. 

The  youth  was  an  only  child  and  his  mother 
had  had  no  other  pregnancies.  His  mother  had 
never  been  rugged  but  there  had  been  no  serious 
illnesses  and  no  operations  except  upon  the  sinuses. 
The  father  was  entirely  well.  The  maternal  fam- 
ily history  was  negative  except  that  an  uncle  of 
the  patient  had  been  confined  to  a mental  insti- 
tution following  an  automobile  accident  in  which 
an  injury  to  the  skull  had  been  suflfered.  The 
father’s  mother  had  two  children  who  died  soon 


after  birth.  Three  others  are  normal  and  alive. 
No  positive  statements  are  available  concerning 
the  period  of  gestation  or  the  birth  of  the  patient. 
At  present  there  is  nothing  to  suggest  disease  in 
the  patient.  He  has  never  been  seriously  ill  and 
his  only  operation  has  been  a tonsillectomy.  His 
progressive  pffisical  development  has  been  nor- 
mal, and  from  a mental  standpoint  he  is  unusually 
brilliant. 

A review  of  the  recent  literature  reveals  few 
instances  of  malformations  of  the  external  geni- 


Fig.  2. 

talia  in  the  male.  The  majority  are  cases  of  true 
absence  of  the  penis  while  the  principal  varieties 
of  the  imperfect  or  deformed  penis  are  those  of 
hermaphrodism  and  hypospadias  or  epispadias. 
Summary 

The  congenital  deformity  of  the  genitalia  of 
an  otherwise  normal  adult  male  has  been  de- 
scribed. 


DEMONSTRATING  THE  CALCIEIED 
VALVE  LEAELETS  BY  X-RAY  IN 
A PATIENT  WITH  AORTIC 
STENOSIS*t 

Guy  R.  McCutchan,  M.D.,  Council  Bluflfs 
Maine  C.  Andersen,  M.D.,  Omaha,  Nebraska 
Since  heart  disease  has  become  the  leading  cause 
of  death,  every  physician  who  offers  guidance  to 
cardiac  patients  should  attempt  to  make  an  exact 
diagnosis  of  the  lesion  involving  the  heart.  A 
visual  picture  of  the  anatomic  lesion  will  aid  in 
the  clinical  interpretation  of  the  signs  and  symp- 
toms presented  by  the  patient,  as  well  as  enable 
the  physician  to  make  a fairly  accurate  prognosis 
of  the  progressive  and  final  consequences  of  the 
disorder. 

♦Presented  before  the  Eighty*fifth  Annual  Session,  Iowa  State 
Medical  Society,  Des  Moines,  April  29  and  30,  and  May  1,  1936. 

tFrom  the  Department  of  Medicine,  University  of  Nebraska 
College  of  Medicine. 
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The  deposition  of  calcai'eous  material  on  the 
leaflets  of  the  heart  valves  was  first  demonstrated 
roentgenographically  by  Christian^  ^ in  1931. 
He  reported  the  first  case  in  which  calcification  of 
valve  leaflets  could  be  visualized  by  x-ray  in  the 
living  subject.  Recently,  Sosman  and  Wosika® 
have  reported  twelve  cases  of  aortic  stenosis,  in 
eleven  of  which  the  calcification  of  the  leaflets  was 
admirably  demonstrated  by  roentgenographic  films. 
Fusion  or  stiffening  of  the  aortic  valve  leaflets 
probably  occurs  more  frequently  than  was  form- 
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Fig.  1.  Electrocardiograph. 

erly  believ'ed.  White  and  his  co-workers^  in  a re- 
cent review  of  the  autopsy  records  at  the  Massa- 
chusetts General  Hospital,  found  that  aortic  steno- 
sis occurred  113  times  out  of  4,800  cases  of  cardio- 
vascular disease,  an  incidence  of  2.3  per  cent. 

The  etiologic  factors  most  commonly  responsible 
for  producing  a stenosed  aortic  valve  are : acute 
rheumatic  fever;  subacute  or  acute  bacterial  endo- 
carditis; sclerosis;  and  congenital  malformation 
of  the  valve. 

The  earliest  lesion  of  acute  rheumatic  fever 
is  valvulitis  characterized  by  numerous  small  glis- 
tening dots  which  may  be  easily  wiped  off  the 
endocardium  of  the  valve  leaflets.  Prolifera- 
tion of  the  adjacent  endocardium  and  subendo- 
thelium with  an  infiltration  of  leukocytes  then  oc- 
curs. The  rheumatic  lesion  is  characterized  by 
the  remarkable  degree  of  fibrosis  with  scarring, 
stiffening,  calcification  and  adhesions  of  the  valve 
leaflets,  resulting  in  stenosis  and  insufficiency  of 
the  affected  valve. 

Acute  and  subacute  bacterial  endocarditis  usu- 
ally attacks  a valve  that  is  thickened  and  fibrosed 
from  an  antecedent  infection.  The  most  com- 
mon form  of  bacterial  endocarditis  is  that  pro- 
duced by  streptococcus  viridans.  The  prolifer- 


ative valvulitis  with  formation  of  either  small 
verrucae  or  large  polypoid  thrombotic  infected 
masses  on  the  surface  of  the  valves  is  the  out- 
standing feature  of  the  lesion.  The  masses  are 
composed  of  fibrin  and  platelets  with  infiltration 
of  monocytes  and  are  uncovered  by  endothelium. 
Fibrous  thickening,  dense  scarring  and  sometimes 
calcification  succeed  each  other  as  the  lesion  prog- 
resses. 

The  senile  or  degenerative  stenosis  of  the  aor- 
tic valve  has  a rather  obscure  etiology.  This 
type  is  common  in  old  age  and  probably  bears 
some  relation  to  arteriosclerosis.  The  cusps  are 
sclerosed,  rigid,  glued  together  and  often  calcified. 
The  valve  may  be  drawn  into  the  aorta  in  a fun- 
nel shape,  the  opening  of  which  is  reduced  to  a 
mere  slit. 

Congenital  malformations  of  the  aortic  valve 
leaflets  in  which  there  are  either  two  or  four 
cusps,  ar-e  not  so  very  infrequent.  Osier,  and 
later  Lewis,  have  shown  that  bacterial  endocardi- 
tis is  particularly  liable  to  attack  an  aortic  valve 
which  has  only  two  leaflets,  and  fusion  with  ulti- 
mate calcification  and  stenosis  is  a sequel. 

The  clinical  diagnosis  of  aortic  stenosis  is  some- 
times made  when  the  lesion  is  not  actually  present, 
but  more  often  tbe  lesion,  when  present,  is  unrec- 
ognized or  is  called  aortic  insufficiency.  Aortic 


Fig.  2.  Plate  showing  calciTml  aortic  ring. 

stenosis  occurs  more  often  in  males  than  in  fe- 
males. The  highest  incidence  is  found  in  the  sixth 
decade  of  life.  A definite  history  of  acute  rheu- 
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matic  fever  can  be  obtained  from  more  than  one- 
half  of  the  patients.  A well  marked  systolic  thrill 
felt  over  the  base  of  the  heart,  transmitted  to  the 
great  vessels  of  the  neck  and  accompanied  by  a 
loud,  harsh  systolic  murmur  heard  best  in  the 
second  or  third  interspace  to  the  right  of  the  ster- 
num, are,  in  themselves,  highly  suggestive  of  steno- 
sis of  the  aortic  valve.  These  findings  are  jrar- 
ticularly  significant  if  syphilitic  aortitis  and  hyper- 
tension can  be  excluded.  At  times  a soft  blowing 
early  diastolic  murmur  can  be  heard  in  the  third 
interspace  just  to  the  left  of  the  sternum.  The 
so-called  “plateau”  pulse  or  anacrotic  pulse  may  or 
may  not  be  present.  However,  the  triad  of  thrill, 
murmur  and  a small  pulse  are  the  usual  findings 
in  a well  develojied  aortic  stenosis.  The  blood 
pressure  tends  to  be  slightly  above  normal,  with 
a low  pulse  pressure.  Because  of  the  low  pulse 
pressure,  giddiness  and  attacks  of  syncope  are  at 
times  encountered. 

Patients  with  aortic  stenosis  often  have  the 
anginal  syndrome  due  to  the  narrowing  of  the  cor- 
onary orifices.  Severe  vise-like  pain  beneath  the 
sternum  or  in  the  epigastrium,  radiating  into  the 
neck  or  either  arm.  is  the  characteristic  complaint. 
The  pain  occurs  after  exertion  but  is  indistinguish- 
able from  true  angina  pectoris  because  tbe  mecb- 
anism  of  its  production  is  the  same.  The  electro- 
cardiographic findings  are  significant  but  not  diag- 
nostic. A shift  in  the  S-T  segments  in  lead  li  or 
inverted  T-waves  in  lead  I,  or  a combination  of 
both  are  the  common  findings  with  a well  marked 
left  axis  deviation. 

CASE  REPORT 

An  Italian  laliorer,  thirty-nine  years  of  age, 
came  to  the  disjiensary  of  the  University  of  Ne- 
braska Plospital  January  8,  1934,  complaining  of 
attacks  of  substernal  pain  following  exercise,  over- 
eating, or  excitement.  The  attacks  had  increased 
in  severity  and  frequency  during  the  last  two  years 
to  the  point  where  he  was  unable  to  work.  The 
])ain  liegan  at  the  lower  end  of  his  sternum,  radiat- 
ing upward  to  his  right  shoulder  and  down  the 
right  arm  to  the  elbow,  and  was  accompanied  by 
severe  dyspnea  and  a sense  of  suffocation.  Dizzi- 
ness and  syncope  had  been  occasionally  associated 
with  the  attacks.  The  patient  also  complained  of 
recently  occurring  attacks  of  epistaxis  and  hemop- 
tysis. 

There  was  a history  of  acute  rheumatic  fever  at 
eighteen  years  of  age  which  involved  the  joints  of 
his  upper  and  lower  extremities  for  ten  days.  At 
twenty  years  of  age,  following  a physical  exami- 
nation, he  was  refused  for  work.  Since  that  time 
he  had  been  refused  for  life  insurance  on  numer- 


ous occasions.  His  work  had  always  been  hard  : 

manual  labor  but  he  was  never  aware  of  having  [ 

heart  trouble  until  tbe  onset  of  bis  present  illness  I 
two  years  before  admission. 

When  first  seen  by  us  the  patient  ajipeared  well 
nourished  and  ruddy-faced.  The  apical  im])ulse  i 
of  his  heart  was  in  the  sixth  intercostal  space, 
twelve  and  one-half  centimeters  to  the  left  of  the 
mid-sternal  line.  This  corresponded  with  the  left 
border  of  cardiac  dulness.  There  was  an  easily 
palpable  systolic  thrill  just  to  the  right  of  the  ster- 
num in  the  second  interspace.  The  heart  sounds 
were  regular  at  a rate  of  80  per  minute.  There 
was  a loud,  harsh  systolic  murmur  heard  over  the 
entire  precordium  and  transmitted  to  the  vessels 
of  the  neck,  but  heard  loudest  at  the  third  and 
fourth  interspaces  to  the  left  of  the  sternum. 
There  was  also  a soft  diastolic  murmur  heard  at 
Erb’s  point  and  at  the  aortic  area.  The  pulse  was 
of  small  volume  and  anacrotic  in  character.  The  j 
blood  pressure  was  105/90,  the  same  in  both  arms. 
There  was  no  peripheral  or  dependent  edema. 

The  electrocardiographic  tracing  (Fig.  1) 
showed  a normal  sinus  rhythm,  left  axis  deviation, 
elevated  S-T  segments  in  lead  III  and  a marked 
depression  of  the  S-T  segments  in  leads  I,  II.  and 
IV,  and  a cove-shaped  T-wave  in  lead  I.  Under 
the  fluoroscopic  screen  we  w^ere  able  to  see  a pul- 
sating ring  of  calcification  wbicb  corresponded  in  i 
position  to  the  aortic  ring.  This  same  ring  of  cal-  I 
cification  was  visualized  (Fig.  2)  on  the  roentgeno- 
graphic  film.  In  spite  of  continued  rest  and  theo- 
phylline, his  condition  became  progressively  worse. 

He  bad  frequent  attacks  of  substernal  pain  with 
shortness  of  breath  and  in  October,  1934,  he  had 
a severe  attack  of  hemoptysis.  There  w’ere  no 
demonstrable  changes  in  his  electrocardiographic 
tracings  or  his  physical  heart  findings.  His  com- 
plexion. became  more  and  more  sallow,  his  cheeks 
sunken,  and  his  facial  expression  more  anxious. 

On  August  12,  1935,  he  died  suddenly  while  work- 
ing in  his  garden. 

The  case  presented  here  was  of  considerable  in- 
terest because  it  afforded  an  unusually  good  oppor- 
tunity to  visualize  the  calcareous  aortic  ring  dur- 
ing the  life  of  the  patient.  The  clinical  course  of 
the  patient,  including  the  sudden  death,  is  charac- 
teristic of  aortic  stenosis.  Marvin  and  Sullivaiv’  jl 
in  discussing  the  relationship  of  sudden  death  to  1 1 
aortic  stenosis,  suggest  that  a hyperactive  carotid  I 
sinus  reflex  associated  with  the  narrowed  aortic  ; " 
orifice  is  the  probable  cause  of  the  sudden  death  ; I 
of  patients  with  aortic  stenosis. 
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THE  FINLEY  HOSPITAL  CLINICO- 
PATHOLOGIC  CONFERENCE 


CROSS-EYE— THE  FAMILY  PHYSI- 
CIAN’S PART  IN  EARLY  DIAGNOSIS 
AND  MANAGEMENT 

J.  A.  Thorson,  M.D.,  Dulmque 

In  view  of  the  very  good  results  obtained  in 
the  intensive  treatment  of  squint,  a great  imjietus 
has  recently  developed  in  this  particular  branch 
of  therapy.  Orthoptic  clinics  for  the  treatment 
of  squinters  (to  develop  binocular  vision  and 
fusion)  have  been  organized  in  practically  every 
large  city  of  the  land.  The  importance  of  early 
treatment  is  being  re-stressed  to  the  school  teacher, 
the  nurse,  and  the  parents,  but  particularly  to  the 
family  doctor  who  controls  the  power  to  influence 
the  parent  and  who  in  the  past  has  too  often  dis- 
missed the  problem  with  an  inference  that  the 
"child  will  out-grow  it.”  This  erroneous  idea  may 
have  originated  in  the  observation  of  jihysiologic 
ocular  deviations  in  an  infant  during  the  first  year 
of  life,  which  abnormality  is  fleeting  and  soon  dis- 
apjiears. 

The  purpose  of  this  report  is  to  reaffirm  the 
importance  of  the  general  physician  in  this  work 
and  to  outline  jirimarily  for  him  the  characteristic 
differences  between  physiologic  deviations  and  true 
squint,  the  known  etiologic  factors,  the  results  of 
squint,  and  the  treatment. 

PHYSIOLOGIC  DEVIATIONS  VERSUS  SQUINT 

The  great  Donders  noticed  that  infants  in  the 
first  year  of  life  often  show  momentary  deviation 
of  either  eye  or  both  (he  called  this  jieriod  "the 
jiotential  strabismus  period”).  The  direction  of 
deviation  is  seldom  the  .same:  it  has  no  tendency 
toward  a definite  jiattern  and  the  child  soon  de- 
velops (within  the  first  or  early  ]iart  of  the  second 
year  of  life)  normal  binocular  vision  with  good 
fusion  and  eyes  jiarallel.  The  onset  of  true  squint, 
however,  is  usually  after  the  first  eighteen  months. 
,\t  first  there  is  momentary,  usually  inward,  de- 
viation of  one  eye:  later  the  turning  is  for  longer 
periods  and  more  fre(|uent.  It  gradually  deveIo])S 
into  a definite  jiattern  and  becomes  constant. 


Sometimes  it  does  not  become  a fixed  squint  until 
the  child  is  near  the  age  of  five  years,  when  he 
becomes  interested  in  close  work. 

KNOW'N  ETIOLOGIC  FACTORS 

Hypermetropia  probably  ranks  first  in  the  pre- 
disjiosing  causes  of  cross-eye.  Its  association 
with  many  cases  of  squint  was  first  described  by 
Donders  in  1864.  It  prediposes  to  convergent 
sipiint  by  disturbing  the  accommodation-converg- 
ence relation.  The  same  nervous  impulse  actuates 
accommodation  and  convergence.  When  an  em- 
metropic (normal ) eye  looks  at  an  object  beyond 
six  meters  there  is  no  thickening  of  the  lens  (ac- 
commodation), the  lens  is  at  rest  (Fig.  1).  Con- 


Fig.  1.  Fig.  2.  Fig.  3.  Fig.  4. 

Figure  1 shows  the  emmetropic  (normal)  eye  viewing  an  object 
(O)  beyond  six  meter  distance;  the  image  (I)  is  focused  on  the 
retina  while  the  lens  (L)  is  at  rest.  The  internal  rectus  muscle 
(M)  is  also  at  rest. 

Figure  2 shows  an  eye  that  is  five  diopters  hyperopic  (short)  ; 
its  gaze  is  directed  toward  a similar  object  (OM.  The  lens  (L^) 
is  at  rest  and  the  image  (P)  is  focused  behind  the  retina. 

Figure  3 shows  the  same  hyperopic  eye  as  in  Figure  2 with  its 
lens  (L-)  accommodated  five  diopters  (thickened  in  its  antero- 
posterior diameter)  while  viewing  the  distant  object  (0“).  The 
image  (I-)  is  now  clearly  focused  on  the  retina. 

Figure  4 shows  the  impossible  position  at  five  units  of  converg- 
ence, which  the  hyperopic  eye  tends  to  assume  when  viewing  the 
distant  object.  The  contraction  of  the  internal  rectus  muscle  (M^) 
is  graphically  shown. 

sequently,  there  is  no  impulse  of  convergence,  the 
internal  rectus  muscle  is  also  at  rest  (Fig.  1). 
When  the  same  eye  looks  at  an  object  one-third 
of  a meter  (thirteen  inches)  distant,  it  accom- 
modates three  diopters  and  the  eye  converges 
three  meter  angles.  If  a hypermetropic  (far- 
sighted, short ) eye  views  a distant  object  with  its 
lens  relaxed  the  picture  will  he  blurred  because 
the  image  falls  behind  the  retina  ( h'ig.  2).  In 
order  to  obtain  a properly  clear  picture,  the  lens 
must  thicken  in  its  anteroiiosterior  diameter  by 
the  number  of  units  of  farsight,  say  for  example, 
five  diopters  ( Fig.  3)  . At  the  same  time  a nervous 
imj)ulse  of  coordinate  intensity  will  he  sent  to  the 
internal  rectus  muscle.  It  will  tend  to  contract  so 
that  convergence  of  five  meter  angles  will  result 
(Fig.  4).  When  this  eye  is  viewing  distant  ob- 
jects clearly  its  internal  rectus  muscle  is  jiulling 
inward  as  if  it  were  viewing  an  object  at  a dis- 
tance of  twenty  centimeters  (eight  inches).  In 
order  to  overcome  the  overwhelming  strain  of 
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counteracting  this  convergence,  one  eye  shoots  in- 
ward while  the  other  remains  straight  forward  in 
the  line  of  gaze  (see  Case  1,  Fig.  9).  To  avoid 
confusion  the  visual  impulses  from  the  out-of-line 
eye  are  suppressed  by  the  mind. 

Another  contributing  factor  of  scjuint  is  a mus- 
cular defect  particularly  evident  in  cases  where 
the  deviation  is  up  or  down.  Still  another  is  a 
fusion  defect  wherein  the  desire  to  see  with  both 
eyes  simultaneously  is  not  sufficiently  strong.  De- 
fective fusion  is  emphasized  in  cases  of  alternat- 
ing convergent  strabismus  where  the  vision  is 
normal  in  either  eye  and  there  is  little  or  no  re- 
fractive error.  Where  the  two  eyes  have  a 
markedly  dififerent  refractive  error  we  encounter 
aniseikonia  (unequal  retinal  images).  It  is  im- 
possible to  fuse  these  dissimilar  retinal  impres- 
sions ; one  of  them  must  be  suppressed.  To  facili- 
tate the  suppression  the  one  eye  turns  inward  so 
that  the  image  falls  on  a less  sensitive  area  of  the 
retina.  Heredity  as  a contributing  influence  is 
striking  in  families  where  there  are  three  and 
four  children  with  similar  squints.  Some  chil- 
dren are  able  to  counteract  these  predisposing 
factors  until  an  acute  illness  breaks  down  their 
reserve  strength  and  they  suddenly  develop  a 
definite  strabismus. 

RESULTS  OF  SQUINT 

The  social  disadvantages  of  squint  are  most 
pathetic  and  far  reaching.  At  school  the  squinting 
child  suffers  from  his  fellows’  youthful  dislike 
of  the  abnormal.  He  is  called  “cock-eyed”  and 
is  ostracized  by  his  playmates ; many  exercise  a 
crude  sense  of  humor  at  his  expense.  His  life, 
which  should  be  full  of  laughter  and  carefree 
pleasure,  becomes  a succession  of  misery  and  pain. 
He  retracts  from  his  environment,  becomes 
asocial ; a great  deal  of  harm  is  done  to  his  young 
and  plastic  mind.  He  develops  what  is  termed 
an  “inferiority  complex”.  It  is  a handicap  through- 
out life ; it  cannot  be  cured,  but  it  could  easily 
have  been  prevented.  When  he  becomes  an  adult, 
he  is  unable  to  hold  a position  of  responsibility. 

Amblyopia  (depression  of  vision)  in  the  squint- 
ing eye  develops  rapidly  in  a child ; when  it  has 
progressed  for  a year  or  longer,  or  when  the  vision 
is  less  than  20/70  there  is  little  hope  for  cure. 
It  is  a functional  defect  closely  allied  to  suppres- 
sion ; but  suppression  may  be  most  unyielding  in 
an  alternating  squint  where  the  vision  of  either 
eye  is  normal.  The  development  of  amblyopia 
or  suppression  prevents  binocular  vision  and 
fusion.  The  child  does  not  acquire  stereoscopic 
vision  or  depth  perception ; he  is  unable  to  gauge 
his  marble  shots  or  his  swings  at  a baseball.  Later 


in  life,  when  driving  a car,  he  becomes  an  ad- 
ditional risk  to  himself  and  his  fellows;  he  lacks 
the  accurate  judgment  of  space  and  distance  most 
essential  to  safe  motoring.  The  deviation  of  his 
amblyopic  eye,  which  at  first  was  periodic  and 
inconstant,  becomes  permanent.  In  the  abnormal 
position,  hypertrophy  and  contracture  of  the  in- 
ternal rectus  muscle  gradually  occur  (Case  3,  Fig. 
11);  and  the  opposing  external  rectus  muscle  be- 
comes relaxed  and  atrophic. 

TREATMENT 

The  proper  treatment  of  squint  is  the  early 
treatment ; that  directed  toward  the  prevention  of 
its  disastrous  and  disabling  effects.  As  long  ago 
as  1903  Worth  stated  that  unless  binocular  vision 
is  established  by  the  seventh  year,  it  is  rarely  estab- 
lished at  all.  The  responsibility  in  a large  per- 
centage of  cases  rests  upon  the  family  physician. 
He  sees  the  youngster  when  the  periodic  stage  is 
present,  before  any  of  the  disabling  evils  are 
permanently  acquired.  He  must  literally  com- 
mand the  parents  to  seek  immediate  treatment. 
If  not  impressed  or  if  left  to  their  own  volition 
they  will  procrastinate  until  a cure  is  extremely 
difficult  or  impossible.  It  is  at  this  early  stage 
that  the  non-surgical  methods,  correction  of  re- 
fractive errors,  fusion  training,  and  atropinization 
or  occlusion  of  the  fixing  eye,  will  yield  prompt 
and  lasting  single  binocular  vision  with  depth 
perception. 

1.  Correction  of  refractive  error  is  very  often 
sufficient  treatment  as  illustrated  in  Case  1,  Fig. 
9.  Retinoscopy  is  always  done  under  a cycloplegic 
(atropine)  so  that  in  these  youngsters  an  exact 
correction  can  be  given  from  this  measurement. 
At  this  time  the  fundus  is  always  examined ; for, 
if  a lesion  of  the  macula  is  found,  further  non- 
surgical  treatment  will  be  useless.  If  the  inward 
turning  of  the  eye  persists  after  glasses  have  been 
worn  for  a month,  the  child’s  fusion  sense,  the  de- 
sire to  see  simultaneously  with  both  eyes,  is  un- 
doubtedly below  par. 

2.  Orthoptic  training  is  then  given  without  de- 
lay. This  is  done,  in  the  ordinary  case,  with  a 


Fig.  5.  Fig.  6.  Fig.  7. 

Figures  6,  6 and  7 represent  the  three  grade  test  (Worth)  of 
binocular  vision  as  described  in  the  text.  When  the  left  and  the 
right  pictures,  in  Figure  7,  are  fused,  depth  or  perspective  is 
appreciated. 

simple  stereoscope,  beginning  with  split  cards  in 
a series  of  three  grades  (Worth).  The  first  grade 
comprises  the  simultaneous  macular  perception  of 
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dissimilar  objects,  such  as  a bird  with  one  eye, 
and  a cage  with  the  other.  These  are  first  seen 
apart  and  are  then  superimposed  to  form  a single 
picture  of  a bird  in  a cage  (Fig.  5).  The  second 
grade  consists  in  making  a whole  picture  by  put- 
ting the  two  parts  of  an  object,  such  as  a man, 
together.  Each  eye  sees  one-half  and  the  mind 
fuses  them  into  a whole  (Fig.  6).  The  third  grade 
consists  in  fusing  the  two  similar  parts  of  a 
stereoscopic  picture  and  perceiving  depth  therein 
(Fig.  7).  When  this  is  mastered,  fusion  may  be 
further  strengthened  by  gradually  moving  the  two 
parts  of  the  stereoscopic  view  further  apart.  The 
patient’s  eyes  must  diverge  to  maintain  the  fused 
picture.  The  amplitude  gradually  increases.  If 
there  is  an  insufficient  converging  ability  it  can 
similarly  be  improved  by  moving  the  picture  parts 
together.  If  amblyopia  already  exists  in  one  eye 
it  will  often  be  impossible  to  get  results  with 
glasses  and  fusion  training.  In  developing  bin- 
ocular vision  it  is  more  important  for  the  visual 
acuity  to  be  approximately  the  same  in  the  two 
eyes  than  for  it  to  be  normal  in  either  eye.^  When 
the  difference  amounts  to  more  than  the  ratio  of 
20/20  to  20/70  the  two  eyes  cannot  be  used  to- 
gether and  the  image  of  the  poorer  eye  is  sup- 
pressed. 

3.  Atropinization  or  occlusion  of  the  fixing 
eye  is  then  the  treatment.  Case  2,  Fig.  10, 
illustrates  the  effectiveness  of  this  therapy,  pro- 
viding the  amblyopia  has  not  persisted,  as  a rule, 
longer  than  six  months.  After  the  visual  ratio 
of  20/20  to  20/50  or  better  has  been  gained,  good 
results  are  obtained  with  orthoptic  training.  In 
a series  of  fifty-four  cases  treated  non-surgically 
by  use  of  glasses,  atropinization  or  monocular  oc- 
clusion, and  orthoptic  training,  as  compared  with 
a control  series  of  fifty-three  cases  given  the  same 
treatment  without  orthoptic  training,  Guibor^ 
found  that  with  the  fusion  training  57.4  per  cent 
were  cured  of  squint  (without  glasses)  while  in 
the  control  series  only  nine  per  cent  were  cured. 
Fifty  per  cent  of  the  trained  group  developed 
binocular  fusion  and  depth  perception  as  com- 
pared with  7.5  per  cent  in  the  control  group. 
These  results  are  exceptional,  probably  due  to  per- 
sistent and  methodical  management ; yet  with  the 
widespread  establishment  of  orthoptic  therapy  it 
is  generally  agreed  that  much  better  results  can 
now  be  obtained.  \Vith  projier  guidance  much 
of  the  training  can  be  done  at  home.  In  many 
cases  conditions  prevent  the  patient  from  traveling 
far  distances  to  the  oculist  even  once  a week.  The 
supervision  of  treatment  must  therefore  be  shifted 
to  the  family  doctor.  The  oculist  shows  him,  in 
a few  moments,  sufficient  details  of  the  technic 


to  enable  him  to  direct  the  home  treatment.  This 
arrangement  is  especially  urgent  in  postoperative 
cases  in  which  the  straightened  eye  will  gradually 
assume  its  original  deviated  position,  unless  central 
vision  is  immediately  acquired  and  improved. 

If  after  three  months  of  non-surgical  treat- 
ment, particularly  in  cases  with  deviation  of  more 
than  fifteen  degrees,  there  is  little  or  no  improve- 
ment in  binocular  vision  and  in  the  deviation,  op- 
erative correction  should  be  done.  The  placing 
of  the  eyes  in  approximate  parallelism  is  of  great 
value  in  the  development  of  fusion.  In  a series 
of  thirty-seven  cases,  Berens^  found  an  increase 
of  forty  per  cent  in  the  number  of  patients  who 
fused  after  operation  as  compared  with  the  num- 
ber who  fused  before  operation.  With  the  present 
methods  of  diagnosis  the  operation  can  be  ac- 
curately directed  toward  the  offending  muscle : 
the  type  of  operation  can  be  determined  by 
whether  it  is  a muscular  overaction  or  an  insuf- 
ficiency; and  the  desired  amount  of  shortening  or 
lengthening  can  be  definitely  estimated.  Davis^ 
states  it  is  his  firm  belief,  based  upon  approx- 
imately 3(X)  operative  cases,  that  almost  one  hun- 
dred per  cent  can  be  cured  in  the  preschool  age. 
The  fear  shown  by  some  toward  operation  is  an 


Figure  8.  The  internal  rectus  tendon  has  been  severed  and 
sutured  at  a measured  distance  back  from  its  stump,  according 
to  the  Wilkinson  technic.  The  smaller  figure  above  shows  the 
sutures  inserted  over  a muscle  hook  before  the  muscle  is  severed. 
The  lower  needle  demonstrates  the  safe  method  of  passing  through 
the  episclera ; the  needle  must  be  visible  on  passing,  otherwise 
it  is  too  deep  and  may  pierce  the  sclera. 

obsolete  relic  of  the  reaction  against  the  uncon- 
trolled tenotomies  of  a generation  ago.  Today 
the  internus  tendon  is  recessed  a measured  amount 
and  safely  anchored  to  the  episclera  (Fig.  8). 

Even  if  an  intense  and  lasting  amblyopia,  or  an 
unyielding  suppression,  (as  illustrated  respectively 
in  Cases  3 and  4,  Figs.  11  and  12)  is  present, 
surgical  correction  of  the  deformity  must  be 
urged.  When  their  eyes  are  straightened  early 
these  little  patients  lose  their  sui)ersensitive  natures 
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and  iheir  morbid  tendencies.  Their  environment 
changes  from  continued  sadness  to  the  normal 
pleasure  of  childhood  and  youth,  and  a great  and 
lasting  handicap  of  adult  life  is  averted. 

CASE  REPORTS 

Case  1,  Figure  9;  The  patient,  a girl  three 
years  of  age,  was  first  seen  June  15,  1934.  She 
was  a normally  delivered  baliy,  and  her  first  illness 
was  grippe  when  she  was  nine  months  of  age. 
Thereafter  she  developed  a periodic  turning  in- 


Case  1.  Fig.  9. 

Before  treatment.  After  treatment. 


ward  of  the  left  eye.  which  hecame  more  and  more 
freijuent.  Examination  showed  the  eyes  jiarallel 
for  distance,  hut  when  observing  objects  at  thirty 
centimeters,  (one  foot)  the  left  eye  turned  in 
thirty  degrees  and  up  seven  degrees.  The  family 
history  was  negative.  Retinoscojw  under  a cyclo- 
plegic  revealed  a high  degree  of  hyperojiia.  The 
s(|uint  immediately  disappeared  when  she  began 
to  wear  a full  correction,  and  she  now  has  stereo- 
sco]iic  vision. 

Case  2.  h'igure  10:  The  patient,  a girl  four 

years  of  age.  was  brought  to  the  office  February 
10,  1934.  The  parents  first  noticed  an  occasional 
turning  in  of  the  left  eye  when  the  patient  was 
fourteen  months  of  age.  It  became  jirogressively 
more  frec|uent.  with  constant  convergence  six 
months  before  she  was  brought  to  the  office, 
b'amily  and  birth  histories  were  both  negative. 
The  ])atient  had  had  pneumonia  and  rickets  when 
.she  was  five  months  of  age.  She  fixed  with  the 
right  eye,  while  the  left  turned  in  twenty  degrees 
and  up  eight  degrees.  The  motility  of  the  eyes 
was  very  good.  Retinoscopy,  under  atrojiine,  re- 
vealed a moderately  high  hyperopia.  After 
wearing  a full  correction  for  one  month  there 
was  no  change  in  her  squint.  The  right  eye  was 


atropinized  for  one  week  and  then  her  right  eve 
was  covered.  She  stumbled  considerably  at  first, 
but  the  vision  in  the  left  eye  improved  markedlv. 
It  became  the  fixing  eye  in  six  weeks.  After  three 
months  of  orthoptic  treatment  with  the  Worth 
amblyscope  her  vision  was  grade  2 (Worth),  but 
her  left  eye  turned  in  twenty  degrees  when  she 


Ca.«e  2.  Fig  10. 

Before  operation.  After  operation. 


viewed  objects  at  thirty  centimeters.  A four  milli- 
meter recession  of  her  left  internal  rectus  muscle 
( Fig.  8)  on  July  6,  1934,  relieved  this  overactivity 
of  convergence.  Now  at  six  years  of  age,  she  has 
stereoscopic  vision,  and  her  eyes  are  straight  when 
viewing  near  as  well  as  distant  objects. 

Case  3,  Figure  1 1 : The  patient,  a boy  five  years 
of  age,  was  first  seen  on  April  13,  1934.  His  left 
eye  had  turned  in  since  he  was  one  and  one-half 
years  of  age.  The  vision  in  the  right  eye  was 
20/20 ; with  the  left  eye  he  could  only  count  fingers 


Case  3,  Fig.  11. 

Before  operation.  After  operation. 


at  four  feet.  A sister,  seven  years  of  age,  was 
similarly  afifected,  and  both  children  had  a high 
degree  of  hyperopia.  In  July,  1934,  a large  and 
contracted  left  internal  rectus  mu.scle  was  recessed 
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five  millimeters,  and  a resection  of  seven  milli- 
meters was  performed  on  the  thin  left  external 
rectus.  He  and  his  parents  have  cooperated  faith- 
fully for  two  years  in  occluding  the  fixing  eye 
constantly,  excejit  when  he  was  doing  his  school 
work.  At  present  he  has  20/150  vision  in  the 
left  eye,  and  conseciuently  no  simultaneous  binocu- 
lar perception.  He  is  free  from  the  stigma  of 
deformity. 

Case  4,  Figure  12:  The  patient,  a girl  four- 

teen years  of  age,  was  first  examined  on  October 
19,  1931.  She  had  an  alternating  squint  and  a 
moderately  high  degree  of  hyperopia  for  which 
she  had  been  wearing  glasses  since  she  was  six 
years  of  age.  Her  mother  had  been  operated  up- 
on for  squint,  and  one  brother  was  similarly  af- 
fected. Either  eye  turned  in  forty  degrees:  and 


Case  4.  Fig.  12. 

Before  operation.  After  operation. 


the  left  one  turned  up  ten  degrees  when  she  was 
fixing  with  the  right  eye.  A bilateral  five  milli- 
meter recession  was  performed  on  her  internal 
recti  muscles,  and  later  a six  millimeter  resection 
on  the  left  external  rectus  nuLscle.  She  coojierated 
|K)orly  in  the  subsequent  orthoj)tic  training  be- 
cause she  saw  no  advantage  in  it  after  the  de- 
formity had  disa])peared.  At  present  she  has 
only  first  degree  binocular  vision.  She  has  a 
left  hyj)er])horia  of  seven  ]M'ism  dio]iters,  but  her 
eyes  appear  straight  and  she  is  interested  for  the 
first  time  in  her  personal  ajipearance. 
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CLINICAL  NOTES  FROM  THE 
COLLEGE  OF  MEDICINE 


DEEP  INFECTIONS  OF  THE  HAND 
E.  P.  Russell,  M.D.,  Iowa  City 
From  the  Department  of  Surgery 

Synovial  and  fascial  space  infections  of  the 
hand,  because  of  their  frequency  and  severity,  are 
of  greatest  importance.  They  occur  more  fre- 
quently in  males  than  in  females,  probably  be- 
cause the  hand  of  the  male  is  subjected  to  rougher 
usage  and  greater  chance  of  contamination.  A 
minor  injury  to  which  no  attention  is  given  until 
a full-blown  infectious  process  is  under  way,  is 
usually  the  most  common  type  of  trauma  involved 
as  the  etiologic  factor.  Because  extensions  of  in- 
fection of  the  various  compartments  tend  to  follow 
definite  anatomic  routes,  it  is  necessary  to  review 
briefly  the  anatomy  of  the  hand. 

The  synovial  sheaths  of  the  palmar  aspect  of 
the  hand  are  five  in  number.  The  sheaths  of  the 
index,  middle  and  ring  fingers  begin  just  distal  to 
the  distal  interphalangeal  articulations,  end  about 
one  centimeter  proximal  to  the  metacarpopha- 
langeal articulations,  and  come  into  close  relation 
to  the  bone  in  the  region  of  the  proximal  inter- 
phalangeal articulation.  The  sheath  of  the  thumb 
flexors  is  nearly  always  continuous  with  the  radial 
bursa,  which  is  an  enlargement  of  the  sheath  at 
the  wrist,  overlying  the  thenar  space,  and  extend- 
ing beneath  and  just  ]iroximal  to  the  annular 
ligament.  4'he  sheath  of  the  little  finger  flexor  is 
continuous  in  about  fifty  per  cent  of  cases  with  the 
ulnar  bursa  which  extends  upward.  It  partially 
surrounds  the  third,  fourth  and  fifth  finger  flexors, 
sometimes  only  the  fourth  and  fifth,  and  comes  in- 
to intimate  relation  with  the  radial  bursa,  often 
communicating  with  it,  extending  upward  ui)on  the 
jM'onator  quadratus,  beneath  and  ])rnximal  to  the 
annular  ligament,  the  same  distance  as  the  radial 
bursa.  The  middle  palmar  space  lies  beneath  the 
flexor  tendons  and  lumhricales  muscles,  extending 
transversely  from  the  middle  metacaiqial  to  the 
radial  side  of  the  fifth  metacarpal.  Proximally,  it 
begins  beneath  the  anterior  portion  of  the  annular 
ligament  extending  distally,  .sending  ])rojections 
along  the  lumhricales  of  the  fourth  and  fifth  fing- 
ers in  the  weh  region.  It  is  ])artially  overlapped 
on  the  ulnar  side  by  the  ulnar  bursa.  ( )n  the  radial 
side  it  is  separated  from  the  thenar  space  by  a 
fascial  .septum.  Posteriorly  lie  the  bones,  inter- 
osseous membranes  and  muscles.  The  thenar 
space  roughly  corresponds  to  the  midpalmar,  lying 
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upon  the  radial  aspect,  anteriorly  to  the  adductor 
pollicus  muscle,  and  distally  sends  a prolongation 
down  the  lumhricalis  muscle  of  the  index  finger. 
The  lumhrical  canals  consist  of  the  lumhricales 
muscles  and  the  loose  tissue  about  them.  These 
muscles  arise  from  the  flexor  tendons  and  insert 
into  the  phalanges.  The  canals  lie  to  the  side  of 
the  synovial  sheaths  and  are  parallel  with  them. 
In  the  fingers  and  palm  of  the  hand,  the  skin  lym- 
phatics, in  general,  pursue  the  shortest  course  to 
the  dorsum,  while  the  deep  lymphatics  tend  to  fol- 
low the  major  vessels. 

The  onset  of  the  infections  is  usually  abrupt 
with  marked  pain  and  tenderness  localized  over  the 
involved  space.  The  tendon  sheath  infections  show 
circumscribed  swelling  of  the  finger,  the  dorsal 
swelling  due  to  the  lymphedema.  The  finger  is 
partially  flexed,  extension  is  very  painful  and 
there  is  tenderness  over  the  course  of  the  theca. 
The  infections  of  the  index,  middle  and  ring  fin- 
gers extend  distally  to  cause  an  infection  of  the 
distal  phalanx,  or  rupturing  into  the  palm,  cause  an 
abscess  formation  in  the  thenar  or  midpalmar 
space.  Drainage  of  the  theca  is  done  on  the  lateral 
aspects  of  the  finger  avoiding  vessels  and  nerves, 
resultant  herniation  of  the  tendons,  and  scar  for- 
mation on  the  volar  surface. 

With  an  infection  of  the  palmar  thenar  space 
the  thumb  is  forced  away  from  the  hand.  The 
web  between  the  thumb  and  index  finger  is  swollen 
and  the  thenar  eminence  is  more  prominent.  Ten- 
derness is  present  over  the  compartment  and  ex- 
tension may  occur  along  the  lumhrical  canal,  es- 
pecially on  the  radial  side  of  the  index  finger,  and 
to  the  midpalmar  space,  possibly  to  the  radial 
bursa.  Drainage  is  done  through  the  thumb  web, 
forceps  are  passed  upward  and  toward  the  ulnar 
side,  roughly  bisecting  the  angle  between  the 
thumb  and  index  finger,  to  the  space  lying  upon 
the  thumb  adductors. 

A midpalmar  space  infection  shows  a loss  of 
palmar  concavity  and  the  dorsum  of  the  hand  is 
markedly  edematous.  Due  to  the  depth  of  the  pus 
and  the  non-distensibility  of  the  palmar  fascia,  the 
swelling  of  the  palm  is  not  pronounced  although 
tenderness  and  inflammatory  signs  are  present 
over  the  bursa.  In  neglected  cases  extension  may 
occur  to  the  palmar  thenar  space,  the  ulnar  bursa, 
or  via  the  web  to  the  dorsum  of  the  hand.  Drain- 
age is  effected  through  an  incision  in  the  web  be- 
tween the  middle  and  ring  fingers  extending  up- 
ward to  the  distal  transverse  crease,  and  a hemo- 
stat  is  carefully  passed  between  the  tendons  and 
metacarpals  proximally,  opening  into  the  space. 

The  ulnar  and  radial  bursae  communicate  at 
the  wrist  in  the  vast  majority  of  cases  and  when 


they  are  separated  it  is  only  by  a thin  fascial  layer. 
Dean  Lewis  states  that  after  forty-eight  hours’  dur- 
ation, an  infection  of  either  bursa  should  be  as- 
sumed to  have  extended  to  the  other  bursa.  In- 
fections may  also  pass  into  the  palmar  spaces,  the 
radial  bursae  being  in  relation  to  the  palmar  thenar 
and  the  ulnar  to  the  middle  palmar  spaces.  If 
neglected  they  pass  into  the  forearm,  or  the  carpus 
may  become  involved  with  a resultant  osteomye- 
litis. The  wrist  is  swollen  and  inflamed  with  the 
annular  ligament  tense.  There  is  tenderness  and 
other  inflammatory  signs  of  the  involved  bursa 
and  theca  of  the  thumb  or  little  finger. 

When  the  radial  bursa  is  involved  and  ulnar  in- 
volvement is  questionable,  Kanavel  states  the  point 
of  maximum  tenderness  corresponds  to  the  point 
of  intersection  of  the  distal  flexor  crease  of  the 
palm  and  the  flexor  sheath  of  the  little  finger. 
In  neglected  cases  there  may  be  some  anesthesia 
due  to  compression  by  exudate  of  the  median  and 
ulnar  nerves. 

Incisions  for  drainage  of  the  ulnar  bursa  are 
made  over  the  flexor  tendon  of  the  little  finger 
extending  to  the  annular  ligament.  Collections  of 
pus  at  the  base  of  the  sheaths  above  the  annular 
ligament  are  approached  by  a lateral  incision  on 
the  ulnar  aspect  of  the  wrist,  beginning  about  one 
inch  above  the  tip  of  the  ulnar  and  extending  up- 
ward. A hemostat  is  inserted  across  the  flexor 
surface  of  the  bone  into  the  space  beneath  the 
■flexor  tendons. 

An  involved  radial  bursa  can  be  felt  bulging  by 
inserting  a finger  in  the  ulnar  wound  and  passing 
it  beneath  the  flexor  tendons.  Kanavel  recom- 
mends that  a hemostat  be  passed  through  to  the 
skin  of  the  opposite  side,  then  incising  from  this 
point,  obviating  possible  radial  artery  damage. 

To  drain  the  flexor  sheath  of  the  thumb  an  in- 
cision is  started  over  the  flexor  tendon  at  the  prox- 
imal phalanx  of  the  thumb.  It  is  then  enlarged 
along  the  base  of  the  thenar  eminence  not  nearer 
than  a thumb’s  breadth  to  the  lower  border  of  the 
annular  ligament.  Just  above  this  point  a branch 
of  the  median  nerve  supplying  two  and  one-half 
thumb  muscles,  including  the  flexor  pollicus 
longus,  passes. 

Gauze  treated  with  vaseline,  Penrose  drain  or 
gutta  percha  strips  are  used  as  drains  for  twenty- 
four  to  forty-eight  hours,  hot  wet  dressings  are 
applied  for  a few  days  and  the  hand  is  splinted  to 
a board.  Early  motion  with  physiotherapy  in  a 
hot  water  bath  is  recommended.  These  drainages 
are  done  under  general  anesthesia  with  a constric- 
tor bandage  applied  if  possible. 

The  cases  studied  from  our  own  hospital  rec-  ’ 
ords  since  1924  consist  of  twenty-seven  patients 
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with  acute  infections  of  the  synovial  and  fascial 
spaces  of  the  hand.  The  ages  of  the  group  varied 
from  fourteen  to  sixty-three  years,  with  an  aver- 
age age  of  36.4  years.  The  youngest  patient,  a 
young  lad,  received  a gopher  bite,  while  the  sixty- 
three  year  old  male  opened  a blood  blister  upon 
his  finger.  Distribution  according  to  sex  showed 
nineteen  (70  per  cent)  infections  occurred  in  males 
and  eight  (30  per  cent)  in  females.  In  sixteen 
(59  per  cent)  of  the  cases  the  right  hand  was  in- 
volved, while  eleven  (41  per  cent)  were  of  the  left 
hand. 

Four  patients  gave  no  history  of  trauma ; one  of 
them,  however,  had  a specific  infection,  gonorrheal 
organisms  being  recovered  from  the  involved  ten- 
don sheath.  Ten  patients  gave  histories  of  insig- 
nificant traumatisms  such  as  scratches,  pin  pricks, 
wood  slivers  and  opening  blisters.  Of  the  remain- 
ing patients  suffering  more  severe  trauma,  cuts 
were  responsible  in  nine  cases ; a bullet  wound,  a 
fractured  phalanx,  a gopher  bite,  and  a burn,  in  the 
others.  The  incubation  period  from  the  time  of 
injury  to  the  onset  of  the  first  symptoms  of  in- 
fection varied  from  a few  hours  in  the  case  of  a 
thumb  cut  while  paring  potatoes,  to  fourteen  days 
after  a simple  fracture  of  a phalanx,  with  an  aver- 
age period  of  4.1  days.  Fourteen  of  those  cases 
showed  symptoms  within  forty-eight  hours,  while 
only  six  cases  showed  an  incubation  period  of  over 
four  days.  The  duration  of  the  infection  prior  to 
hospital  admission  varied  from  one  to  twenty-nine 
days,  the  average  being  7.1  days.  Twelve  (45  per 
cent)  of  these  patients  had  been  drained  surgically 
prior  to  hospital  admission;  eight  (29  per  cent) 
had  been  applying  wet  dressings,  and  seven  (26 
per  cent)  had  no  treatment  whatsoever. 

DIAGNOSES 

Acute  infection  of  theca  of  fingers  7 patients 

Acute  infection  of  ulnar  bursa  5 patients 

Acute  infection  of  ulnar  and  radial  bursae  6 patients 

Acute  infection  of  ulnar  and  midpalmar 

space  1 patient 

Acute  infection  of  ulnar  and  radial,  mid- 

palmar  and  thenar  space  3 patients 

Acute  infection  of  radial  and  palmar  the- 
nar 1 patient 

Acute  infection  of  palmar  thenar  1 patient 

Acute  infection  of  middle  finger  and  mid- 

palmar  1 patient 

Acute  infection  of  palmar  thenar  and  mid- 

palmar  1 patient 

Acute  infection  of  index  finger  and  pal- 
mar thenar  1 patient 

TREATMENT 

All  infections,  with  the  exception  of  one,  were 
surgically  drained.  The  conservatively  treated  pa- 
tient was  a University  student,  with  an  infection 
of  the  ulnar  bur.sa  following  a palmar  bruise  ac- 
quired while  playing  kittenball.  It  subsided  com- 


pletely after  three  days’  treatment  with  an  ice 
pack.  In  twenty-six  surgically  operated  cases,  one 
drainage  sufficed  in  fourteen  cases;  six  of  these, 
however,  had  been  previously  drained  on  the  out- 
side. Of  the  remaining  twelve  cases  requiring 
multiple  surgical  intervention,  forty  drainages  and 
five  finger  amputations  were  performed.  Totaling 
the  thirteen  drainages  done  prior  to  admission  and 
the  drainages  and  amputations  done  at  University 
Hospitals,  we  find  an  average  of  2.7  operations  per 
individual  case.  In  patients  requiring  more  than 
one  operation,  the  average  was  4.33  per  individual. 
The  duration  of  the  hospital  stay  ranged  from  one 
to  104  days;  with  an  average  of  32.3  days. 

No  organisms  were  isolated  in  five  cases,  and 
three  cultures  showed  no  growth  of  any  bacteria. 
Streptococcus  haemolyticus  in  pure  culture  was 
cultivated  from  five  patients,  while  Staphylococcus 
aureus,  also  in  pure  culture,  was  obtained  from 
six  patients.  Mixed  cultures  of  Streptococcus 
haemolyticus  and  Staphylococcus  aureus  were  ob- 
tained from  five  patients.  Other  bacteria  mixed 
with  streptococci  and  staphylococci  included  diph- 
theroid bacilli,  Escherichia  coli,  and  Escherichia 
typhosus.  One  pure  culture  of  gonorrheal  organ- 
isms was  reported.  It  is  of  interest  that  the  Strep- 
tococcus haemolyticus  was  discovered,  either  in 
pure  culture  or  mixed  with  other  organisms  in  50 
per  cent  of  the  patients,  while  the  Staphylococcus 
aureus  was  reported  to  be  found  in  55  per  cent. 

The  complications  in  order  of  frequency  were: 
lymphangitis  with  adenitis,  tendon  necroses,  osteo- 
myelitis of  the  phalanges  and  carpus,  cellulitis  of 
dorsum  fingers  and  forearm,  and  suppuration  of 
joints  including  finger  joints,  wrist  and  shoulder. 

A follow-up  was  possible  in  sixteen  of  the 
twenty-seven  patients.  Three  of  them  made  com- 
plete recoveries  but  these  three  patients  had  the 
infection  for  an  average  of  only  two  days’  dura- 
tion before  admission.  One  was  treated  conserva- 
tively and  single  drainages  sufficed  in  the  other 
two.  One  patient  with  finger  theca  infection  of 
two  days’  duration  prior  to  admission  had  about 
30  per  cent  flexion  of  the  finger.  Three  patients 
had  a residual  solitary  stiff  finger ; one  was  a 
theca  infection,  the  second  an  index  thecal  infec- 
tion complicated  by  a palmar  thenar  space  infec- 
tion, and  the  third  had  an  ulnar  bursitis.  These 
patients  were  ill  an  average  of  10.7  days’  duration 
before  admission.  Five  patients  having  50  per 
cent  hand  function  had  an  average  duration  of 
their  infection  prior  to  admission  of  9.6  days. 
The  four  patients  with  the  poorest  results,  one 
with  a completely  stiff  hand,  were  ill  an  average 
of  thirteen  and  one  quarter  days  prior  to  admis- 

(Continued  on  paite  711) 
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POLIOMYELITIS 

Incidence  in  Past  Years 

Iowa  has  in  former  years,  notably  in  1910,  1916, 
1920,  1921,  1923,  1925,  1930  and  1931,  suffered 
undue  preyalence  of  poliomyelitis.  These  jieaks 
of  incidence  are  eyident  in  the  accompanying  har 
diagram,  which  is  based  on  figures,  some  of  which 
were  obtained  from  former  biennial  reports  of 
the  Iowa  State  Department  of  Health. 


Poliomyelitis  cases  and  deaths  in  Iowa — 1910-1935 


Unusual  preyalence  of  poliomyelitis  has  not 
been  experienced  in  Iowa  since  1930  and  1931. 
The  reported  incidence  of  the  disease  in  this  state 
has  been  greater  in  1936  than  in  the  jireyious  two 
years.  Whereas  in  1934  reported  cases  in  Iowa 
numbered  thirty-seyen,  with  sixty-fiye  in  1935,  the 
figure  is  increased  to  seyenty-four  for  the  first 
eleyen  months  of  this  year.  A shar]i  rise  in  the 
incidence  of  this  disease  was  reported  in  Illinois, 
])articularly  in  September  and  October  of  the  cur- 
rent year.  Is  a major  outbreak  of  poliomyelitis 
due  to  inyade  Iowa  in  1937? 

Early  Diagnosis 

An  excellent  account  of  symptoms  and  signs  of 
onset,  and  of  the  preparalytic  stage  of  poliomye- 
litis, was  presented  by  Sidney  O.  Leyinson,  M.D., 
Medical  Director  of  the  Samuel  Deutsch  Serum 
Center,  Michael  Reese  Hospital,  Chicago,  at  a 
meeting  of  the  Webster  County  Medical  Society  in 
Fort  Dodge,  Noyember  27,  1936.  During  the  past 
six  years,  Dr.  Leyinson  has  had  the  opportunity  of 
examining  personally  200  patients  in  the  prepara- 


lytic stage  of  poliomyelitis,  in  addition  to  others 
in  whom  jiaralysis  was  already  present  at  the  time 
of  report.  In  brief,  the  clinical  picture  in  jirepara- 
lytic  poliomyelitis  as  portrayed  by  Dr.  Leyinson,  is 
as  'follows : 

1.  Systemic  Phase 

Feyer,  malaise,  rapid  pulse,  gastro-intestinal 
disturbance  and  sore  throat  are  symptoms  and 
signs  of  onset  in  the  ayerage  case.  There  may  be 
many  such  cases  which  recoyer  within  seyeral  days 
and  show  no  further  manifestations.  As  attend- 
ing j)hysician  on  such  cases,  the  suggestion  is  to 
“ask  the  ]iarent  to  call  you  back.”  A small  num- 
ber of  these  patients  adyance  from  the  systemic  to 
the  .second  or  preparalytic  stage. 

2.  Preparalytic  Phase 

When  the  parent  calls  back,  the  child  is  likely 
to  ajipear  sicker  than  before.  Complaints  are  of 
headache  and  pain  in  the  neck  or  back,  symptoms 
referable  to  the  neryous  system.  The  throat  may 
be  injected.  Neurologic  examination  shows  neck 
and  back  rigidity.  An  attempt  by  the  child  to  ap- 
proximate the  chin  to  the  chest  causes  pain.  On 
bending  forward  from  the  sitting  position,  the 
back  remains  rigid,  the  child  uses  the  hands  for 
support,  and  there  is  pain  in  the  lumbar  region. 
The  patient  is  apprehensiye,  tremor  of  extended 
hands  is  noted  and  inequality  of  reflexes.  The 
next  step  is  to  do  a spinal  puncture,  which  is  of 
great  aid  also  Jn  recognizing  the  bulbar  type  of 
poliomyelitis.  The  cell  count,  mostly  lympho- 
cytes, may  range  between  50  and  250.  With  an 
increased  cell  count,  in  addition  to  the  aboye  men- 
tioned findings,  a diagnosis  of  poliomyelitis  is 
made.  This  is  the  stage  for  conyalescent  serum 
therapy.  Although  fifty  per  cent  or  more  of  the 
patients  recoyer  naturally  without  paralysis,  from 
twenty  to  fifty  per  cent  are  in  danger  of  paralysis, 
unless  jiroper  serum  therapy  is  instituted. 

Conditions  which  need  to  be  ruled  out  in  dif- 
ferential diagnosis  include  encephalitis,  acute 
pharyngitis,  tuberculous  meningitis,  acute  upper 
respiratory  infection,  peripheral  polyneuritis,  en- 
terocolitis and  meningococcic  meningitis.  A prom- 
inent clinician  suggests  that  poliomyelitis  can  be 
diagnosed  with  two  things,  a healthy  suspicion  and 
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a spinal  puncture.  “Be  wary  of  the  patient  with 
headache,  stifif  neck  and  stiff  back !’’ 

Co)ivalescent  Poliomyelitis  Serum 

In  Dr.  Levinson’s  experience,  remarkable  re- 
sults have  attended  the  use  of  convalescent  jiolio- 
myelitis  serum.  The  minimum  amount  of  serum 
recommended  for  a child  is  100  cubic  centimeters, 
for  an  adult,  200  cubic  centimeters,  and  for  the 
bulbar  type  of  disease,  300  cubic  centimeters,  ad- 
ministered intravenously. 


THE  DOUBLE-BARRED  CROSS 

The  double-barred  cross  is  an  emblem  of  the 
modern  crusade  of  health  workers  in  the  campaign 
against  tuberculosis.  This  emblem  had  its  origin 
in  Europe  <luring  the  middle  ages.  It  is  of  un- 
usual interest  that  one  of  the  stately  manors  in  the 
far  north  of  Jutland  in  Denmark  should  bear  in 
its  masonry  as  a connecting  link  with  the  j)ast, 
this  ])articular  emblem  of  the  cross.  The  accom- 
panying photograph  of  part  of  the  main  wing  of 
Odden,  the  northernmost  of  the  many  manors  to 


be  seen  in  Denmark,  shows  the  doulile-barred 
cross.  This  j)hotograph  is  taken  from  an  article 
by  Carl  Dumreicher  entitled  “Ghosts  and  People 
in  Danish  Manors"  and  jirinted  in  the  American 
Scandinavian  Revirzo  for  December,  1935.  Mr. 
Dumreicher  .says  of  Odden  manor:  “It  was  very 
little  I got  to  know  of  its  history,  however,  for  a 
|)revious  owner  had  allowed  the  maids  to  use  all 
the  old  dcKuments  and  deeds  as  kindling  in  the 
firej)laces.  Conse(iuently  1 could  get  no  explanation 
of  the  idea  behind  the  curious  double  cross  on  the 
outside  of  the  main  wing.’’  It  is  significant  that 
the  emblem  of  the  double-barred  cross  should  be 
preserved  to  this  clay  in  the  wall  of  a far  off  manor 
in  Denmark.  Significant  also  is  the  fact  that  Ifinar 
Holboell,  a Danish  postal  clerk,  should  in  1904  be 
the  first  to  create  a Danish  Christmas  seal  and 
with  it  an  idea  which  has  since  extended  to  all 
parts  of  the  modern  world. 


t Readers  of  the  Journal  will  be  in- 
terested in  a brief  account  of  the  dou- 
ble-barred cross,  its  history  and  adop- 
tion as  the  emblem  of  the  campaign 
again.st  tuberculosis.  The  cut  for  the 
accompanying  picture  of  the  double- 
barred  cross  and  the  literature  from 
which  the  following  three  paragraphs 
are  taken,  were  obtained  through  courtesy  of  the 
Iowa  Tuberculosis  Association: 

“The  use  of  the  doulile-barred  cross  as  an  emb- 
lem of  tuberculosis  warfare  by  medical  science 
has  an  interesting  origin.  It  was  at  a meeting  of 
the  International  Conference  on  Tuberculosis  held 
in  Berlin  in  1902  that  Dr.  Sersiron  of  Paris  pro- 
posed that  the  ancient  Lorraine  cross  be  made  the 
emblem  of  the  fight  against  the  White  Plague. 
The  suggestion  was  received  enthusiastically,  for 
the  Lorraine  cross  was  eminently  suited  for  such 
a purpose.  It  dated  back  to  the  ninth  century 
when  it  was  made  the  emblem  of  the  eastern 
branch  of  the  Christian  church.  To  this  day  it  re- 
mains the  emblem  of  the  Greek  or  Orthodox  Cath- 
olic church.  From  the  eleventh  to  the  fourteenth 
centuries  the  crusaders,  through  contact  with  the 
Eastern  church  in  Palestine,  familiarized  Euro]ie 
with  it.  Godfrey,  Duke  of  Lorraine,  a leader  of 
one  of  the  first  crusades,  saw  the  cross  in  Jerusa- 
lem, and  adopterl  it  as  his  standard  when  he  was 
elected  Christian  ruler  of  the  Holy  City  in  1099. 
It  is  generally  believed  that  after  his  return  to 
France  it  became  the  emblem  of  the  house  of  Lor- 
raine. It  is  still  known  in  France  as  the  Lorraine 
Cross  and  differs  from  the  Eastern  church  cross 
in  one  respect  only : the  lower  bar  is  nearer  the 
base. 

“During  the  World  War  one  of  the  divisions  of 
the  American  Exiieditionary  Forces  used  the  Lor- 
raine cross  for  its  shoulder  insignia.  The  Masonic 
order  has  also  used  the  double-barred  cross  in 
various  ways  for  many  centuries,  although  the  in- 
dications are  that  the  Masons  adojited  their  emh- 
1cm  from  the  Jerusalem  cross  and  not  from  that 
of  the  house  of  Lorraine.  Similar  adaptations 
have  been  utilized  by  religious,  ])olitical,  and  fra- 
ternal organizations  for  hundreds  of  years. 

“4'he  adoption  of  the  cross  by  the  anti-tubercu- 
losis movement  in  1902  was  purely  accidental  and 
had  no  relation  to  its  jirevious  uses.  No  effort 
was  made,  at  that  time,  to  stanrlardize  its  form  or 
f)ro])ortions.  The  result  was  that  everywhere  in 
h'urope  and  in  the  United  States  double-barred 
cros.ses  of  varying  sizes  a])])eared.  In  1906  the 
National  Tuberculosis  Association,  by  special  reso- 
lution, adopted  the  double-barred  cross  as  its  emb- 
lem, but  it  was  not  until  1912  that  a definite  effort 

(Continued  on  pa>?e  711) 
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The  Board  of  Trustees  of  the  Iowa  State  Medical  Society,  at  its  regular  meeting 
on  November  11,  1936,  accepted  the  resignation  of  Ralph  R.  Simmons,  M.D.,  editor 
of  the  Journal,  to  become  effective  January  1,  1937.  Lee  Forrest  Hill,  M.D.,  of 
Des  Moines  was  chosen  to  succeed  Dr.  Simmons  as  editor.  Dr.  Simmons’  resigna- 
tion was  necessitated  by  his  recent  promotion  to  the  position  of  Medical  Director 
of  the  Equitable  Life  Insurance  Company  of  Iowa.  He  wdll  continue  to  serve  the 
members  of  the  Iowa  State  Medical  Society  in  the  capacity  of  Associate  Editor  of 
the  Journal. 

The  Board  of  Trustees  wishes  to  take  this  opportunity  of  paying  tribute  to  the 
contribution  which  Dr.  Simmons  has  made  to  scientific  medicine  and  to  the  medical 
profession  of  Iowa  in  the  many  years  in  which  he  has  directed  the  activities  of  the 
Journal.  His  pattern,  as  well  as  his  precepts,  is  unsurpassed.  His  first  three  years 
of  Journal  work  were  spent  as  the  valued  associate  of  Dr.  David  S.  Fairchild,  para- 
gon of  Iowa  medicine  and  literature.  Upon  the  retirement  of  Dr.  Fairchild  in  1928 
as  editor.  Dr.  Simmons  conducted  the  work  most  ably  with  no  diminution  in  the 
quality  of  the  Journal.  To  it  he  brought  the  fruit  of  his  knowledge  of  progressive 
and  expanding  journalism.  Slowly  and  steadily,  in  keeping  with  his  quiet  dignity, 
new  features  and  improvements  were  added  to  our  already  noteworthy  publication, 
until  its  high  standards  brought  it  recognition  in  national  literary  and  scientific 
circles  as  one  of  the  leading  medical  journals  in  the  United  States.  Credit  for  such 
ranking  is  in  no  small  measure  due  to  our  retiring  editor. 

Not  only  did  the  increasing  number  and  quality  of  original  papers  attest  to  the 
astute  judgment  of  the  editor;  especially  did  the  editorial  section  reflect  his  poised 
and  judicious  selection  of  the  real  from  the  sham,  the  permanent  value  from  the  tem- 
porary, the  momentous  from  the  incidental  of  the  maelstrom  of  events  that  have 
swept  the  medical  world  with  increasing  vigor  in  the  past  few  years.  Simultane- 
ously with  its  scientific  growth  the  Journal  has  remained  the  official  organ  of  the 
Iowa  State  Medical  Society,  the  mouthpiece  of  the  medical  profession  in  the  state, 
a familiar  and  homely  part  of  every  physician’s  equipment. 

Dr.  Simmons  has  indeed  been  a loyal  and  faithful  servant  of  the  Iowa  State  Med- 
ical Society.  In  return  the  Society  wholeheartedly  rejoices  in  his  promotion,  com- 
mends his  earnest  efforts  in  its  behalf  and  congratulates  itself  that  the  intimate 
association  with  him  is  to  be  maintained  in  his  relationship  of  associate  editor  of 
the  Journal. 

T rustees 


Oliver  J.  Fay,  M.D., 
John  I.  Marker,  M.D., 
John  C.  Parsons,  M.D. 
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A CHANGE  IN  THE  EDITORSHIP  OF  THE 
JOURNAL* 

At  a recent  conference  of  medical  editors,  con- 
siderable thought  and  attention  was  given  to  the 
problem  of  securing  a more  thorough  reading  of 
the  Journal  by  its  subscribers.  Every  editor  feels 
the  challenge  of  this  problem  and  your  editor  of 
the  past  ten  years  is  no  exception.  Many  lesser 
problems  have  developed  from  time  to  time  but 
none  has  been  so  perplexing  as  that  of  obtaining 
the  critical  attention  of  some  twenty-five  hundred 
persons  who  each  month  receive  our  publication. 
We  have  attempted  to  review  carefully  the  mate- 
rial used  to  assure  its  authority,  its  timeliness  and 
newness.  We  have  attempted  by  departmentaliza- 
tion to  group  our  material  so  that  it  would  become 
more  easily  accessible  and  useful.  We  have  ex- 
cluded from  the  Journal  reading  notices  which 
we  felt  were  valueless  except  to  an  advertiser. 
We  have  attempted  to  meet  our  stewardship  in 
reflecting  an  official  attitude  on  problems  pertain- 
ing to  the  practice  of  medicine,  and  further,  to 
provide  a medium  for  the  official  report  of  all  offi- 
cers and  committees  of  the  State  Society.  Through 
the  use  of  newer  type  fonts  and  a higher  grade  of 
gloss  paper  we  have  furnished  our  readers  with  a 
more  modern  and  excellent  expression  of  the  print- 
er’s art.  We  have  even  changed  the  cover  of  the 
Journal  to  what  we  hope  is  a more  attractive 
and  dignified  form ; but  with  all  this  effort  and 
meticulous  care  we  cannot  escape  the  conviction 
that  our  Journal  is  not  as  generously  read  as  its 
contents  might  appear  to  justify  and  this,  kind 
readers,  is  the  one  regret  of  your  retiring  editor. 
Would  that  we  could  pass  on  to  a successor  a 
magazine  of  such  compelling  interest  that  we  could 
with  safety  assume  the  wholesome  interest  which 
its  editor  normally  and  naturally  craves.  How- 
ever, it  is  not  primarily  to  these  unfulfilled  ambi- 

•See  Official  Notice,  patre  694.  this  Journal. 


tions  that  we  request  your  attention.  Rather 
would  we  express  our  sincere  thanks  for  the  fine 
spirit  of  cooperation  which  we  have  had  on  every 
hand  and  to  assure  those  who,  by  their  word  and 
deed,  have  assisted  our  efforts  during  the  past  ten 
years,  that  their  part  has  been  a most  important 
one  in  any  small  success  which  we  may  have 
achieved.  When  disappointments  and  discourage- 
ments loomed  large,  your  sympathetic  interests 
and  assistance  have  sustained  us  and  stimulated  a 
renewed  effort.  ]\Iay  I bespeak  for  a successor 
whom  I now  introduce,  this  same  loyalty  and  co- 
operation which  has  been  so  unstintingly  accorded 
me  during  the  past  years.  He  will  need  your  help 
and  encouragement  and  after  all,  his  work  is  your 
work  and  can  prosper  only  when  you  assume  your 
full  responsibility  in  making  your  Journal  the 
journal  you  would  like  it  to  be. 

Dr.  Lee  Forrest  Hill  Becomes  Editor 

Having  accepted  my  resignation  as  Editor  of 
the  Journal,  an  action  necessitated  by  an  increased 
responsibility  in  other  work,  the  Board  of  Trus- 
tees, after  careful  investigation  and  by  unanimous 
vote  named  as  a successor.  Dr.  Lee  Forrest  Hill 
of  Des  Moines,  a physician  well  known  to  many 
of  you  through  his  activities  in  both  state  and 


Dr.  Lee  Forrest  Hill 


county  medical  circles.  Born  in  West  Rumney. 
New  Hampshire,  on  February  8,  1894,  Dr.  Hill 
attended  high  school  at  Manchester,  New  Hamp- 
shire, and  later  Dartmouth  College.  His  medical 
course  was  pursued  in  Harvard  University  and  it 
was  from  this  institution  that  he  was  graduated  in 
1920.  Following  his  graduation  Dr.  Hill  contin- 
ued his  studies  by  jiostgraduate  work  at  the  Bos- 
ton City  Hospital,  Infants’  Hospital  and  the  South 
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Department  of  the  Boston  City  Hospital.  Later 
he  studied  under  Dr.  ^Marriott  at  Washington 
University,  St.  Louis,  Missouri.  On  active  dutv 
in  the  United  States  Navy  from  September,  1918, 
to  December,  1918,  the  doctor’s  work  was  that  of 
hospital  apprentice.  Following  his  discharge  from 
the  service  and  his  marriage  to  Marian  Robbins, 
he  established  his  office  in  Des  Moines  and  has  con- 
tinued practice  since  that  date  in  this  city.  Dr. 
Hill  has  taken  an  active  interest  in  scientific  medi- 
cine, and  in  the  proceedings  of  the  county,  state 
and  national  societies.  He  is  a member  of  the 
Council  of  the  Polk  County  Medical  Society,  and 
chairman  of  its  Committee  of  Child  Health  and 
Protection.  He  has  prepared  the  Annual  Critical 
Reviews  on  Tuberculosis  in  Children,  a]>pearing 
in  the  Journal  of  Pediatrics  between  the  years  1932 
and  1936.  He  has  been  a freejuent  contributor  to 
medical  journalism.  He  belongs  to  the  Pediatric 
Club  of  Iowa,  the  American  Academy  of  Pediat- 
rics, as  well  as  being  a Fellow  and  "Certified  Sjie- 
cialist  in  Pediatrics"  by  the  American  Board  of 
Pediatrics. 

While  this  thumb-nail  biograidiy  may  fac- 
tually serve  to  introduce  your  new  editor,  only 
personal  contact  can  reveal  the  genial  spirit,  the 
seasoned  judgment  and  the  exceptional  ability  of 
the  man.  Ever  a student,  he  has  kept  abreast  of 
the  new  developments  in  medical  science  and  main- 
tained a wide  familiarity  with  current  medical  lit- 
erature. He  comes  to  the  editorship  of  the  Jour- 
nal with  exjierience  in  medical  journalism  and  an 
enthusiasm  for  medical  advancement  which  as- 
sures his  success  in  this  new  work.  W ith  your 
help  and  sujiport  he  can  carry  the  Journal  to  new 
heights  and  make  it  truly  worthy  of  the  distin- 
guished profession  of  this  great  state. 

ANNUAL  CONFERENCE  OF  SECRETARIES 
AND  EDITORS 

Believing  that  an  exchange  of  ideas  between  the 
several  officers  of  the  state  society  and  those  of  the 
national  association  is  not  only  consistent  with  the 
program  for  the  development  of  these  organiza- 
tions, but  also  that  much  is  to  be  gained  by  each 
body  through  such  a conference,  the  American 
Medical  Association  entertained  such  a meeting 
in  their  Chicago  headquarters  on  Xovemlier  16 
and  17.  To  this  meeting,  the  secretaries  and  edi- 
tors of  the  constituent  state  societies  were  offi- 
cially invited.  Other  state  officers  interested  in 
the  problems  under  discussion  also  attended. 

The  Conference  was  greeted  and  officially  called 
to  order  by  Dr.  Rock  Sleyster,  Chairman  of  the 
Board  of  Trustees  of  the  American  Medical  Asso- 
ciation. An  address  by  Dr.  Charles  Gordon  Heyd, 
of  New  York,  President  of  the  American  Medi- 


cal Association,  epitomized  the  growth  and  devel- 
opment of  medicine  from  the  earliest  time  down 
to  the  present.  He  stressed  the  ]iart  played  by  the 
state  societies  in  the  scheme  of  organized  medi- 
cine and  referred  tw  the  state  organizations  as  “the 
body,  tbe  soul,  and  the  life  of  the  American  Medi- 
cal Association." 

hew  matters  have  been  given  greater  considera- 
tion by  organized  medicine  during  the  jia.st  few 
years  than  those  having  to  do  with  methods  and 
means  for  elevating  the  standards  of  practice  in 
the  healing  art  to  the  end  that  the  public  may  re- 
ceive a more  complete  and  effective  service.  Par- 
ticularly outstanding  in  this  regard  is  the  program 
of  determining  fitness  in  the  fundamental  sciences 
as  required  under  the  basic  science  law.  To  advise 
tbe  conference  on  the  present  status  of  the  basic 
.science  law  as  now  effective  in  various  states  and 
to  present  a yarrlstick  for  determining  the  value 
of  these  several  laws,  Mr.  J.  W’.  Holloway  of  the 
Bureau  of  Legal  Medicine  and  Legislation  of  the 
.American  Aledical  .Association,  addressed  the  Con- 
ference. He  reviewed  the  operation  of  the  laws 
in  the  several  states  now  having  these  statutes,  and 
stated  that  approximately  eighty-five  per  cent  of 
the  medical  graduates  a])])lying  for  examinations 
passed  these  qualifying  boards.  Onlv  fiftv  per 
cent  of  the  osteopaths  were  successful  in  securing 
certification,  while  less  than  twenty-five  per  cent 
of  the  chiropractors  secured  a jiassing  standing. 
He  concluded  that  in  those  states  where  a basic 
science  law  was  effective  there  was  a very  definite 
and  positive  trend  in  lessening  the  number  of  in- 
competent practitioners  seeking  licenses  in  that 
particular  jurisdiction.  Experience  so  far  has 
shown  that  inadequately  trained  osteopaths  and 
chiropractors  are  reluctant  to  seek  licenses  in 
states  having  basic  science  laws.  Air.  Holloway 
concluded  that  the  basic  science  laws  very  defi- 
nitely protected  the  public  health  and  should,  there- 
fore. receive  the  active  sujiport  of  organized  medi- 
cine. 

Furthering  the  plans  for  the  elevation  of  medi- 
cal practice,  papers  were  delivered  on  the  Alichi- 
gan  filter  system,  a plan  by  which  state  medical 
care  for  indigent  children  is  given  only  after  a 
thorough  check  has  been  made  of  the  economic  and 
social  needs  of  the  applicants ; nursing  service  and 
hospitalization;  and  the  Public  Health  League  of 
California,  an  organization  of  doctors,  dentists, 
nurses  and  laymen,  totaling  434,  whose  avowed 
purpose  is  to  foster  and  encourage  sound  medical 
legislation  in  their  state.  The  discussion  of  these 
papers  brought  out  many  interesting  facts.  New 
Jersey,  for  example,  looks  forward  to  a combina- 
tion of  the  principles  of  a basic  science  law  in  their 
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medical  practice  act  so  that  one  examination  and 
one  board  may  serve  both  functions.  Texas  has 
operated  for  nearly  thirty  years  under  a practice 
act  which  is  believed  sufficient  for  the  needs  in 
that  state.  Under  their  law  the  left-handed  prac- 
titioners have  been  curbed  and  limited  in  their 
operations.  In  support  of  the  dual  board,  it  was 
pointed  out  that  much  virtue  lies  in  the  fact  that 
the  basic  science  boards  are  and  should  he  com- 
posed of  non-medical  scientists,  a fact  which  mini- 
mizes prejudice  against  such  regulations,  particu- 
larly from  non-medical  healing  groups,  and  also 
one  which  assures  unbiased  scientific  coverage  of 
these  fundamental  studies. 

The  afternoon  session  of  the  first  day  was  in- 
troduced by  an  address  by  Dr.  J.  H.  J.  Upham, 
President  Elect  of  The  American  Medical  Asso- 
ciation. He  stressed  the  importance  of  recogniz- 
ing local  members  in  the  programs  of  the  State 
Societies.  The  State  organization  can  only  thrive 
through  general  and  wholehearted  interest  which 
can  be  maintained  only  when  the  rank  and  file  of 
the  members  participate  in  the  scientific  sessions. 
He  also  stressed  the  im]iortance  of  fellowship  in 
The  American  Aledical  Association.  At  this  time 
only  slightly  more  than  fifty  per  cent  of  the  mem- 
bers are  fellows ; only  fellows  receive  the  Journal 
of  The  American  Medical  Association  and  have  the 
privilege  of  participating  in  the  scientific  and  busi- 
ness meetings  of  The  American  Medical  Associa- 
tion. 

Surgeon  General  Thomas  Parran  of  the  United 
States  Public  Health  Service,  spoke  of  the  rela- 
tion of  public  health  to  the  Social  Security  Act. 
He  defined  public  health  activities  as  those  bear- 
ing remotely  or  directly  ujxin  human  welfare  and 
detailed  the  provisions  of  the  Social  Security  Act 
in  this  regard.  Decentralization  in  the  adminis- 
tration of  ])ublic  health  work,  withdrawal  of  health 
work  from  party  jiolitics,  and  the  qualification  and 
certification  of  physicians  for  jniblic  health  work, 
were  stres.sed  as  fundamental  and  jirimary  jirinci- 
])les  in  any  ])lan  of  jiublic  health  administration 
that  is  to  succeed.  He  discussed  at  some  length 
the  grants  made  for  disease  jirevention  and  ])ublic 
health  aid  to  the  state  in  their  local  problems  as 
well  as  those  made  for  a more  efifective  national 
health  program.  Following  along  a similar  line, 
Miss  Katherine  S.  Uenroot,  Chief  of  the  Chil- 
dren’s Hureau  of  the  United  States  Department 
of  Uabor,  spoke  of  the  relations  of  the  Children’s 
Hureau  to  the  .Social  Security  .\ct.  She  detailed 
the  moneys  sjient  in  jiromoting  health  among  chil- 
dren as  well  as  reducing  the  mortality  in  infants 
throughout  the  country.  h'orty-one  states  are 
cooperating  in  jilans  for  crijipled  children,  fortv- 


two  states  in  child  welfare  in  rural  communities, 
while  practically  every  state  and  territor}^  has 
adopted  programs  of  child  welfare  acceptable  to 
tbe  Children’s  Bureau.  She  pointed  out  that  ap- 
proximately twenty  per  cent  of  the  federal  funds 
spent  in  this  work  are  paid  to  jihysicians  and  medi- 
cal personnel.  The  money  is  allocated  to  state 
bureaus  for  distribution. 

The  Tuesday  morning  session  of  the  Confer- 
ence was  largely  occupied  in  a discussion  of  the 
problem  of  insurance  against  alleged  malpractice. 
The  subject  was  introduced  by  Mr.  Thomas  D. 
McDavitt  of  the  Bureau  of  Uegal  Medicine  and 
Uegislation  of  The  American  Medical  Associa- 
tion. The  plans  in  operation  in  the  several’states 
were  discussed,  particularly  the  plan  now  operat- 
ing in  X"ew  York  state  and  that  in  Illinois.  In  the 
former  the  underwriting  of  malpractice  insurance 
is  undertaken  by  the  state  society  on  a cost  basis. 
While  not  all  of  their  members  participate  in  the 
program,  those  in  charge  have  found  that  they  are 
able  to  finance  the  project  on  an  annual  premium 
basis  of  less  than  $30.00  per  member.  Those 
members  who  carry  insurance  in  jirivate  compa- 
nies, of  course,  pay  no  part  of  the  cost  of  the  so- 
ciety’s insurance  program;  neither  do  they  receive 
any  benefits.  If  the  attorney  for  the  state  society 
is  desired  in  defense  of  a suit,  the  non-participat- 
ing  physician  must  pay  the  attorney’s  fee.  Wdiile 
the  number  of  suits  bas  not  been  greatly  reduced 
under  this  plan,  the  number  of  blackmail  cases  has 
\-ery  materially  lessened. 

The  meeting  was  generously  attended  and  the 
discussions  were  not  only  timely  but  highly  in- 
formative. The  full  text  of  the  several  papers 
presented  at  the  Conference  will  be  published  in 
the  Journal  of  the  American  Medical  Association 
during  the  next  few  months. 


.MENTAL  FATIGUE 

It  is  common  knowledge  that  brain  workers 
sufifer  from  fatigue  just  as  surely  as  muscle 
workers.  'I'he  business  executive  may  observe 
lost  mental  efficiency  with  signs  of  exhaustion  as 
the  business  day  progresses.  At  the  end  of  such 
a day  he  would  instinctively  .seek  relief  from 
mental  fatigue  through  sleep  or  more  commonly, 
perhaps  through  a game  of  golf  or  tennis,  a tri]i 
to  the  theatre,  or  an  evening  at  a night  club.  'Phe 
muscle  worker  will  find  more  recreation  in  a good 
book  or  a game  of  cards  than  he  would  find  in 
either  golf  or  tennis,  although  a trij)  to  the  theater 
or  the  night  club  might  he  as  restful  to  him  as  to 
the  brain  worker.  In  each  instance,  the  recrea- 
tion sought  should  ])rovide  the  ]>hysiologic  re.st 
required  to  restore  vitality  to  the  fatigued  parts. 

'Poo  often  we  deceive  ourselves  concerning  re.st. 
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The  attorney  who  spends  long  hours  unraveling 
legal  problems  during  his  working  day  may  feel 
that  he  is  resting  by  spending  the  evening  at  the 
bridge  table.  The  physician  whose  daily  contacts 
require  the  review  of  medical  knowledge  may  feel 
that  a quiet  evening  spent  with  medical  journals 
or  textbooks  provides  the  necessary  relaxation. 
At  best  such  diversions  offer  only  partial  rest  and 
usually  prove  inefifective  as  restoratives.  Brain 
work  demands  brain  rest  for  recuperation  just 
as  surely  as  muscle  work  demands  muscle  rest. 
Muscle  fatigue,  however,  appears  more  under- 
standable than  mental  fatigue  and  consequently  is 
more  scientifically  treated.  Mental  fatigue  causes 
physical  lassitude  inviting  mental  rather  than 
physical  endeavor  so  that  a vicious  cycle  is  estab- 
lished and  brain  fag  or  exhaustion  results. 

Nature  takes  cognizance  of  a physiologic  need 
for  frequent  intervals  of  rest  from  mental  work 
corresponding  closely  to  the  rest  period  estab- 
lished for  muscle  work.  Between  diastole  and 
systole  the  heart  muscle  enjoys  a brief  period  of 
complete  muscle  rest.  A similar  phenomenon 
has  been  observed  during  mental  work  by  Pro- 
fessor Arthur  G.  Bills  of  the  University  of  Chi- 
cago. His  recent  investigations  indicate  that  the 
mind  “blocks”  several  times  every  minute  during 
active  mental  work,  providing  comparable  rest 
periods  for  the  brain  cells.  When  mental  fatigue 
occurs  the  “blocks”  may  appear  as  often  as  eight 
or  ten  times  each  minute  and  last  as  long  as  four 
seconds.  While  blocking  is  not  complete  during 
this  period  of  mental  rest.  Professor  Bills  points 
out  that  mental  efficiency  is  low  although  the  se- 
quence of  thought  is  not  entirely  lost.  He  believes 
that  these  mental  “blocks”  partly  account  for  the 
“er-r-r-r”  and  the  “ah-h-h”  which  public  speakers 
are  prone  to  put  between  words.  He  further  cites 
that  these  “blocks”  are  particularly  conspicuous 
when  a person  is  doing  rapid  calculating.  Such 
a person  will  observe  that  every  so  often  he  is 
unable  to  proceed  with  the  calculation  for  a few 
seconds  or  may  lose  track  of  the  work  already 
done.  Professor  Bills  looks  upon  these  mental 
“blocks”  as  enforced  resting  periods  and  a pro- 
tective mechanism  against  excessive  impairment 
of  mental  efficiency. 

These  observations  emphasize  the  physiologic 
soundness  for  the  need  of  prescribing  recreation 
as  well  as  medicine  to  the  mentally  tired  patient. 
It  is  not  sufficient  to  advise  rest  for  a patient  with 
the  diagnosis  of  chronic  mental  exhaustion.  The 
successful  physician  must  go  further  and  explain 
to  the  patient  the  means  by  which  he  may  obtain 
the  rest  required.  Insight  must  be  obtained  into 
his  daily  habits  and  on  this  basis  restful  and  re- 
cuperative activities  outlined.  In  this  connection, 


it  is  well  for  the  physician  not  to  lose  sight  of 
the  fact  that  he  too  may  suffer  from  mental  as 
well  as  physical  fatigue,  and  an  intelligent  self 
analysis  insofar  as  work  and  play  are  concerned 
may  open  the  way  to  proper  recreational  pursuits 
which  may  increase  his  professional  efficiency  and 
materially  prolong  his  useful  career. 


OLD  AGE  PENSION  TAXES  AND  THE 
PHYSICIAN 

Inquiries  have  been  reaching  the  State  Society 
office  regarding  the  extent  to  which  the  taxes  for 
carrying  out  the  old  age  benefit  provisions  of  the 
Social  Security  Act  will  affect  physicians  at  the 
present  time.  The  following  information  has 

been  compiled  from  reports  and  data  available  and 
is  being  presented  for  the  guidance  of  members  of 
the  Iowa  State  Medical  Society. 

Various  forms  are  being  distributed  at  this  time 
to  employers  and  employees  throughout  the 
United  States.  The  supplying  of  these  statistical 
data  by  these  completed  blanks  is  one  of  the  neces- 
sary procedures  in  making  effective  the  old  age 
benefit  provisions  of  the  Social  Security  Act. 
There  are  two  main  divisions  of  these  old  age  pen- 
sion provisions.  One  is  for  old  age  retirement 
benefits,  the  provisions  of  which  affect  employers 
and  employees  in  those  offices  or  organizations  in 
which  there  are  one  or  more  persons  employed, 
but  less  than  eight  persons.  Additional  tax  pro- 
visions for  unemployment  insurance  affect  those 
in  places  where  there  are  eight  or  more  employees. 

How  is  the  physician  affected? 

The  Physicimi  as  Employer.  Each  physician 
employing  one  or  more  persons  in  his  office  is  sub- 
ject to  the  tax  provisions  which  establish  old  age 
retirement  benefits  for  employees.  The  forms  to 
be  filled  out  by  employers  should  have  been  re- 
turned to  the  local  postmaster  by  November  21. 
Unless  a physician  employs  eight  or  more  persons, 
he  is  exempt  from  the  taxing  provisions  of  that 
portion  of  the  Act  relating  to  unemployent  insur- 
ance. 

The  Physician  as  Employee.  As  would  be  ex- 
pected, physicians  generally  are  considered  as  in- 
dependent contractors  and  are  thus  not  subject  to 
the  taxes  imposed  on  employees,  except  in  those 
cases  where  a physician  is  regularly  employed  on 
a part  time  or  full  time  basis.  In  that  event,  he  is 
classified  as  a regular  employee  and  is  subject  to 
the  tax  provisions  for  employees.  These  forms 
were  to  have  been  filled  in  and  returned  on  or  be- 
fore December  5,  1936.  More  recently  the  news- 
papers have  reported  that  this  date  has  been  ex- 

* Physicians  and  old  age  pension  taxes  under  the  Social  Security 
Act.  Jour.  Am.  Med.  Assn.,  cvii:1812  (November  28)  1936. 
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tended  to  December  15,  1936.  If  a physician’s 
work  as  employee  is  done  for,  or  in  connection 
with,  any  division  of  the  government  or  for  non- 
profit religious,  charitable,  scientific,  literary,  or 
educational  organizations,  he  is  still  exempt  from 
the  provisions  stated. 

The  Physician’s  Employees.  Persons  employed 
in  physicians’  offices,  when  there  are  less  than 
eight  employees,  are  subject  to  only  the  tax  pro- 
visions for  old  age  retirement  benefits  and,  as 
pointed  out,  should  fill  out  the  appropriate  forms 
and  file  them  with  the  local  postmaster  by  De- 
cember 15. 

These  old  age  retirement  taxes  for  employers 
and  employees  affect  wages  paid  on  or  after  Janu- 
ary 1,  1937.  The  scale  of  payment  is  as  follows: 
one  per  cent  of  wages  paid  in  the  years  1937,  1938 
and  1939.  The  tax  is  increased  one-half  of  one 
per  cent  every  three  years  until  it  reaches  three  per 
cent  of  wages  paid  in  1949  and  each  year  there- 
after. As  pointed  out  by  the  Journal  of  the  Ameri- 
can Medical  Association*  “employers’  and  employ- 
ees’ taxes  will  be  collected  by  means  of  monthly 
returns  to  be  filed  by  employers.”  The  physician- 
employer  should  bear  in  mind  that  he  must  not 
only  pay  to  the  local  collector  of  internal  revenue 
an  amount  equal  to  that  paid  by  all  his  employees 
but  also  that  he,  as  employer,  is  responsible  for 
deducting  from  his  employees’  wages,  the  em- 
ployees’ tax  and  transmitting  that,  with  his  own,  to 
the  collector. 

Full  details  regarding  necessary  records  to  be 
kept,  method  of  executing  returns,  etc.,  will  be 
found  in  Regulation  91,  which  may  be  secured 
from  zone  offices  of  collectors  of  internal  revenue. 
These  offices  are  located  in  the  post  offices  or  fed- 
eral buildings  in  the  following  cities:  Council 
Bluffs,  Sioux  City,  Fort  Dodge,  Mason  City,  Wat- 
erloo, Dubuque,  Davenport,  Cedar  Rapids,  Bur- 
lington and  Ottumwa.  This  form  may  also  be  se- 
cured from  the  Department  of  Internal  Revenue 
located  in  the  Federal  Building  in  Des  Moines. 


MINUTES  OF  MEETINGS  OF  STATE  SOCIETY 
OFFICERS 

Meeting  of  Board  of  Trustees 
November  11,  State  Society  Office 

Roll  Call.  All  members  of  the  Board  were  present. 
Others  in  attendance  were:  Fred  Moore,  Des  Moines, 
chairman  of  the  Committee  on  Public  Policy  and  Leg- 
islation; Robert  L.  Parker,  Des  Moines,  secretary; 
Prince  E.  Sawyer,  Sioux  City,  President. 

Transartioms.  1.  Approval  and  signing  of  monthly 
bills.  2.  Resignation  of  Dr.  Ralph  R.  Simmons,  Des 
Moines,  Editor  of  the  Journal  of  the  Iowa  State 
Medical  Society,  tendered  and  accepted.  Dr.  Sim- 
mons was  asked  to  act  as  Associate  Editor  and  ac- 


cepted. 3.  Appointment  of  Dr.  Lee  Forrest  Hill  of 
Des  Moines  as  editor  of  the  Journal.  4.  Chairman 
of  the  Board  and  the  Executive  Secretary  directed 
to  prepare  for  publication  in  the  Journal  an  expres- 
sion of  appreciation  of  Dr.  Simmons’  services  as 
editor.  5.  Authorization  given  for  1936  audit  of  the 
Society  books  to  be  made  by  Mr.  Mills  of  Widdup  and 
Company  of  Des  Moines.  6.  Bids  for  the  1937  Jour- 
nal printing  contract  examined.  Contract  was  given 
to  the  lowest  bidder,  the  Wallace-Homestead  Com- 
pany of  Des  Moines.  7.  Executive  Secretary  author- 
ized to  purchase  three  late  model  rebuilt  typewriters 
to  replace  older  models  in  office.  8.  Approval  of  the 
Board  granted  for  renewing  the  lease  of  the  office 
headquarters  for  another  five  year  period  at  the  same 
rental.  9.  Authorized  expenses  of  Dr.  R.  D.  Bernard 
of  Clarion  to  attend  group  meeting  in  Chicago  for 
planning  program  of  Northwest  Medical  Conference, 
and  Secretaries’  Conference.  10.  Approved  Secre- 
tary’s request  to  grant  expenses  of  Executive  Secre- 
tary to  attend  group  meeting  for  planning  North- 
west Medical  Conference  program  and  Secretaries’ 
Conference  at  American  Medical  Association  head- 
quarters. 11.  Report  of  Speakers  Bureau.  Letter 
and  article  to  be  sent  to  newspaper  approved.  Agreed 
that  the  Bureau  should  try  this  project  for  a few 
months,  after  which  Board  could  appropriate  funds 
if  the  project  proved  satisfactory.  12.  Report  of 
chairman  of  Committee  on  Public  Policy  and  Legis- 
lation regarding  proposed  articles  on  state  medicine 
to  be  sent  to  entire  membership. 

Meeting  of  the  Council 
November  11,  Hotel  Fort  Des  Moines 

Roll  Call.  All  members  present  except  Dr.  F.  P. 
Winkler  of  Sibley.  Others  in  attendance:  Prince  E. 
Sawyer,  Sioux  City,  President;  F.  P.  McNamara,  Du- 
buque, member  of  the  Cancer  Committee;  D.  J. 
Glomset,  Des  Moines,  chairman  of  Speakers  Bureau 
Committee. 

Transactions.  1.  Report  of  the  solution  of  the  Du- 
buque County  membership  situation.  Chairman  of 
the  Council  directed  to  write  a letter  of  appreciation 
to  Dubuque  County  Medical  Society.  2.  Discussion  of 
legal  opinion  on  duties  and  authority  of  the  Council. 
3.  Report  of  the  Executive  Committee  of  the  Cancer 
Committee.  Attention  was  called  to  the  rough  draft 
of  the  manual  on  diagnosis  and  treatment  of  cancer 
for  Iowa  physicians  which  is  being  prepared  by  the 
Executive  Committee.  Copies  of  material  had  been 
sent  to  all  Councilors,  whose  criticisms  and  sugges- 
tions were  invited.  4.  Report  of  the  Council  Commit- 
tee on  Constitution  and  By-Laws.  Committee  rec- 
ommended certain  changes  which  were  deemed  neces- 
sary if  the  Council  was  to  have  the  power  to  discharge 
its  duties  and  obligations.  Other  changes  were  rec- 
ommended by  other  members  of  the  Council,  to  be 
drawn  in  final  form  by  the  committee  and  recom- 
mended to  the  State  Society  Committee  on  Consti- 
tution and  By-Laws.  5.  Discussion  of  the  importance 
of  cooperation  between  various  committees  and  co- 
ordination of  their  various  activities.  6.  Discussion 
of  medical  relief  problems  and  the  Iowa  emergency 

(Continued  on  paite  706) 
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H.  E.  Kleinschmidt,  M.D. 

Director  of  Health  Education,  National  Tuberculosis  Association 


Why  has  so  much  emphasis  been 
placed  on  discovering  tuberculosis  early  ? 

For  the  reason  that  the  early  case  is 
cured  so  much  more  surely  and  promptly 
than  the  later  case,  and  also  because  the 
longer  any  person  with  tuberculosis  is 
allowed  to  go  untreated,  the  more  likely 
it  is  that  other  persons  will  become  in- 
fected by  him. 

We  classify  the  disease  into  three 
groups : early,  moderately  advanced,  and 
far  advanced.  At  this  stage  in  our  sci- 
entific ])ragress  one  would  expect  that 
the  great  majority  of  people  who  have  tuberculosis 
are  discovered  while  still  in  the  early  stage.  This 
is  not,  however,  the  case.  Reports  from  tubercu- 
losis sanatoria  in  the  United  States  show  that 
about  five  out  of  each  six  patients  who  enter  these 
institutions  are  already  in  an  advanced  stage. 
Furthermore  that  ratio  has  not  improved  percep- 
tildy  during  the  last  ten  years.  Are  the  doctors  to 
blame  for  this  poor  showing? 

It  is  true  that  all  too  often  the  story  which  the 
patient  tells  is  a tragic  one  of  delay  in  diagnosis. 
From  these  stories  it  is  all  too  evident  that  cpiack- 
ery  still  flourishes.  It  is  equally  true,  however, 
that  for  years  conscientious  physicians  have  lieen 
alert,  and  ever  on  the  watch  for  the  earliest  indi- 
cations of  tuberculosis : they  have  struggled  to 
raise  their  batting  average  of  early  cases  discov- 
ered. The  blame  cannot  be  laid  entirely  on  the 
doorstep  of  the  physician. 

•A  more  potent  reason  for  the  delay  in  diagnosis 
is  that  the  doctor  is  obliged  to  wait  until  symptoms 
drive  the  patient  to  his  office,  and  by  the  time 
symjitoms  appear  considerable  damage  has  already 
been  done.  It  is  also  a fact  that  the  progress  from 
early  tuberculosis  to  the  moderately  advanced  stage 
is  sometimes  a very  rapid  one  taking  place  within 
a few  days,  and  thus  it  happens  that  some  patients 
w’ho  have  acted  promptly  nevertheless  arrive  at 
the  sanatorium  wdth  the  disease  already  advanced. 

In  an  attempt  to  combat  this  deplorable  state  of 
affairs,  efforts  have  been  made  to  devise  some  way 
of  detecting  tuberculosis  in  its  “unseen”  stage 
among  apparently  healthy  people.  The  routine 
examination  of  high  school  and  college  students 
by  means  of  the  tuberculin  test  and  the  x-ray  bring 


to  light  early  cases  that  might  otherwise 
remain  undetected  and  progress  to  dis- 
abling disease.  Dr.  H.  D.  Lees,  who  is 
the  Director  of  the  Student  Health  Serv- 
ice at  the  University  of  Pennsylvania, 
reports  the  discovery,  hy  the  tuberculin 
x-ray  method,  of  eighteen  cases  of  adult 
type  pulmonary  tuberculosis  of  whom  all 
were  symptomless.  Only  one  had  to  be 
dismissed  from  school.  Contrast  this 
with  the  usual  method  of  “passive"  case 
finding,  i.  e.,  waiting  for  persons  to  ap- 
ply to  the  doctor  for  the  relief  of  symp- 
toms. Dr.  Lees  reports  that  during  the  same  pe- 
riod sixteen  cases  of  tuberculosis  had  been  dis- 
covered among  students  who  came  to  the  doctor 
because  of  one  or  another  symptom.  In  thirteen 
of  the  sixteen  the  condition  was  advanced  to  such 
an  extent  that  the  patients  were  obliged  to  leave 
school. 

In  high  schools  the  story  is  substantially  the 
same  except  that  fewer  cases  of  serious  tuberculo- 
sis are  found.  This  work,  however,  is  extremely 
valuable  because  when  one  follows  up  the  adoles- 
cent child  with  a supposedly  harmless  tuberculous 
infection,  the  search  often  leads  to  an  open  case  in 
the  home  wdiich  was  the  source  of  infection.  The 
real  threat  to  the  youngster  is  probably  not  the 
presence  of  a few  germs,  but  daily  contact  with  a 
person  who  has  active  tuberculosis. 

In  recent  times  the  fight  against  tuberculosis 
has  become  more  aggressive.  No  longer  do  we 
wait  until  the  enemy  is  visible,  but  we  search  him 
out  while  he  is  still  in  hiding.  Workers  with  tu- 
berculosis associations  have  proved  the  value  of 
group  tests  of  students  and  young  people.  They 
have  supported  health  departments,  sanatoria,  col- 
leges and  schools  in  the  various  enterprises  which 
promise  to  eradicate  tuberculosis.  Tuberculosis 
associations  have  never  ceased  to  tell  the  story  of 
tuberculosis  to  all  people  in  bold  type  and  with 
conviction.  If  the  Christmas  Seal  could  speak  it 
would  say,  “My  purpose  is  to  stop  tuberculosis  in 
its  tracks  long  before  it  has  become  something 
that  you  and  I and  the  newsboy  on  the  corner  will 
be  able  to  see.” 

Tuberculosis  stopped  means  lives — young  lives 
and  precious  ones — saved. 


FIGHT 

TUBERCULOSn 
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SPEAKERS  BUREAU  ACTIVITIES 


MERRY  CHRISTMAS 

Each  year  as  the  holiday  season  approaches,  and 
the  Speakers  Bureau  reviews  the  work  accomplished 
in  the  twelve  months  which  have  passed,  it  is  grateful 
for  the  fine  cooperation  received  from  many  physi- 
cians in  the  state.  This  year  more  than  ever  the 
work  has  been  a pleasure,  and  in  looking  back,  the 
committee  wishes  to  thank  those  men  who  have  done 
so  much  to  help  it  and  the  medical  profession  in  the 
state.  To  Dr.  John  C.  Parsons  of  Creston  (now  of 
Des  Moines),  Dr.  Ludwig  Gittler  of  Fairfield,  Dr.  C. 
A.  Boice  and  Dr.  H.  F.  Masson  of  Washington, 
Dr.  Ralph  F.  Luse  of  Clinton,  Dr.  R.  J.  Galvin  of 
Oelwein,  Dr.  Thomas  McMahon  of  Garner,  Dr.  W.  R. 
Brock  and  Dr.  K.  W.  Myers  of  Sheldon,  Dr.  L.  C.  Kern 
as  committee  member  and  Dr.  F.  R.  Sparks  of 
Wa%'erly,  Dr.  James  Dunn  as  committee  member.  Dr. 
John  I.  Marker  and  Dr.  Henry  A.  Meyers  of  Daven- 
port, Dr.  L.  F.  Catterson  and  Dr.  L.  R.  Rodgers  of 
Oskaloosa,  and  Dr.  R.  C.  Gutch  of  Chariton,  the  com- 
mittee wishes  to  extend  its  very  sincere  thanks  for 
the  help  they  have  rendered  in  making  postgraduate 
courses  successful. 

To  those  men  of  the  University  of  Iowa  who  have 
given  so  generously  of  their  time  and  effort  to  the 
work  of  the  Bui-eau,  the  committee  is  deeply  indebted; 
and  to  those  many  physicians  throughout  the  state 
who  have  been  so  generous  in  furthering  the  work  of 
the  Bureau  through  scientific,  lay  and  radio  talks,  the 
committee  is  most  grateful. 

To  each  and  every  one  of  these  physicians,  the  mem- 
bers of  the  Speakers  Bureau  say:  “A  very  Merry 

Christmas  and  the  happiest  of  New  Years.” 

E.  B.  Bush  D.  J.  Glomset 

H.  L.  Brereton  L.  C.  Kern 

James  Dunn  S.  D.  Maiden 


“REFRESHER” COURSES 

The  final  lectures  have  been  given  in  the  fall  post- 
graduate cour.ses,  and  the  Speakers  Bureau  is  turning 
its  attention  to  plans  for  spring  centers.  Requests 
have  been  received  from  two  districts  of  the  state  for 
“refresher”  courses,  and  in  order  to  meet  them  and 
other  requests  which  will  no  doubt  be  made,  the  Bu- 
reau has  asked  the  Iowa  Pediatric  Club  to  formulate 
a series  of  lectures  for  presentation  at  such  courses. 
The  obstetricians  in  the  state  are  also  working  on 
plans  for  lectures,  and  it  is  hoped  to  combine  the  two 
groups  into  teams,  and  thus  present  two  lectures  each 
night  at  the  various  centers. 

The  Speakers  Bureau  feels  very  strongly  that  there 
are  many  men  in  Iowa  capable  of  presenting  these 
lectures,  and  wishes  to  utilize  the  talent  within  the 
state  insofar  as  possible.  For  that  reason,  Iowa  clini- 
cians will  be  u.sed  in  preference  to  men- from  outside 
the  state. 

The  work  of  planning  the  itinerary  of  the  speakers 


will  start  shortly,  and  the  Bureau  would  be  very  glad 
to  hear  from  communities  desiring  such  a course. 
Last  summer  the  eastern  part  of  the  state  was  cov- 
ered, and  it  is  felt  that  the  western  half  is  entitled 
to  first  choice  of  the  coming  series,  in  order  that  every 
section  of  the  state  may  participate  in  the  courses. 
However,  every  request  will  receive  full  considera- 
tion, and  an  effort  made  to  fill  it  if  at  all  possible. 


PRESS  RELEASES 

A new  activity  was  launched  by  the  Speakers  Bu- 
reau during  the  month  of  November;  that  of  provid- 
ing weekly  articles  on  medicine  and  health  for  the 
newspapers  in  Iowa.  This  work  has  been  carried  on 
in  Wisconsin,  Minnesota,  and  Illinois  for  several 
years  by  the  State  Medical  Societies  in  those  states, 
and  has  been  deemed  worthwhile.  Dr.  James  Dunn  of 
the  Speakers  Bureau  Committee  made  an  intensive 
study  of  the  methods  used  by  the  other  states  and 
then  formulated  a simple  and  very  practical  plan  for 
trial  in  this  state.  The  releases  are  prepared  in  the 
central  office,  approved  by  a censorship  committee  of 
five  physicians,  and  are  then  mailed  to  the  newspa- 
pers in  the  state.  The  response  to  date  has  been  most 
gratifying,  and  it  is  hoped  that  even  more  newspapers 
will  avail  themselves  of  the  service  as  time  goes  on. 

It  is  the  earnest  conviction  of  the  committee  that 
the  preparation  of  these  articles  is  a worthwhile  phase 
of  the  Bureau’s  work.  They  are  a concrete  expression 
of  the  medical  profession’s  desire  to  prevent  disease 
whenever  possible,  and  to  alleviate  it  most  effectively. 

It  is  possible  for  every  member  of  the  Iowa  State 
Medical  Society  to  aid  in  making  this  temporary 
project  a permanent  part  of  the  activities  of  the 
State  Medical  Society.  The  Speakers  Bureau  would 
appreciate  it  very  much  if  physicians  in  towns  where 
the  newspapers  are  publishing  the  articles  would 
speak  to  the  editor  about  them,  and  have  their  pa- 
tients also  mention  them  to  the  publisher.  He  should 
be  encouraged  to  continue  using  them.  The  Bureau 
would  also  appreciate  any  suggestions  or  comments 
regarding  the  articles. 


RADIO  SCHEDULE 
WOI — Fridays  at  4:00  F.  M. 

WSUI — Mondays  at  8:15  F.  M. 

December  4 and  7 The  Common  Cold,  Howard  L. 
VanWinkle,  M.D. 

December  11  and  14  Winter  Skin  Frotection,  H.  C. 
Willett,  M.D. 

December  18  and  21  Automobile  Hazards,  R.  S. 
Grossman,  M.D. 

December  24  and  28  Christmas  Talk. 
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WOMAN’S  AUXILIARY  NEWS 

Edited  by  the  Press  and  Publicity  Committee 
Mrs.  Dean  W.  Harman,  Chairman,  Glenwood,  Iowa 

POLK  COUNTY 

The  Woman’s  Auxiliary  to  the  Polk  County  Med- 
ical Society  held  its  November  meeting  at  the  Hoyt 
Sherman  Place.  Mrs.  H.  I.  McPherrin,  program 
chairman,  presented  Mrs.  M.  N.  Voldeng,  chairman 
of  Public  Relations,  who  presided  over  a one  o’clock 
luncheon.  Mesdames  J.  A.  Downing,  S.  E.  Lincoln, 
W.  R.  Hornaday,  Dennis  Kelly,  George  H.  Parmen- 
ter,  and  H.  A.  Minassian  participated  in  the  discus- 
sion on  “Health  Activities  in  Polk  County.”  Mrs. 
Julius  Weingart  presented  the  girls’  sextette  from 
Roosevelt  High  School,  under  the  direction  of  Miss 
Laura  Duncan.  Mrs.  E.  E.  Gadd,  Mrs.  Clifford  Losh, 
and  Mrs.  F.  W.  Fordyce  served  as  luncheon  hostesses. 


WASHINGTON  COUNTY 
The  Woman’s  Auxiliary  to  the  Washington  Coun- 
ty Medical  Society  held  a joint  meeting  with  the 
County  Medical  Society  at  Kalona,  Tuesday,  Sep- 
tember 29.  As  this  was  the  annual  banquet  and 
“guest  night”  there  was  an  attendance  of  eighty 
or  more.  This  included  not  only  physicians  and 
wives  but  also  the  nurses  of  the  Washington  County 
Hospital,  the  city  schools,  and  the  New  Washington 
County  Health  Unit.  All  enjoyed  the  sumptuous 
“Maplecrest”  turkey  dinner.  Dr.  E.  D.  Miller,  presi- 
dent of  the  Society,  presided  at  the  meeting.  A 
pleasing  feature  of  the  evening  was  a fine  tribute 
paid  to  Dr.  J.  C.  Boice,  of  Washington,  ninety  year 
old  member  of  the  organization,  by  Dr.  C.  W.  Mc- 
Laughlin of  Washington.  Dr.  Boice  in  responding, 
told  in  an  interesting  manner,  experiences  of  pioneer 
days  and  of  progress  he  has  seen  in  the  practice  of 
medicine  during  his  many  years  of  active  service. 
The  evening’s  address  was  delivered  by  Professor 
W.  J.  Teeters,  Dean  of  the  College  of  Pharmacy,  State 
University  of  Iowa.  His  subject,  “Chemistry  in  the 
Detection  of  Poisons,”  was  vividly  presented  with  a 
display  of  exhibits.  Professor  Teeters  stated  “The 
poisoner  still  does  his  deadly  work  in  Iowa,  but  the 
matter  of  poisoning  is  a dangerous  undertaking. 
Poisoners  cannot  get  away  with  it  as  they  used  to 
do.” 


FROM  THE  PRESIDENT  OF  THE 
NATIONAL  AUXILIARY 

To  the  Members  of  the  Auxiliary: 

By  the  time  this  first  issue  of  the  1936-37  News 
Letter  is  published  the  presidents  of  state  and  coun- 


ty auxiliary  groups  will  have  received  letters  outlin- 
ing the  objectives  of  this  administration.  Our  aims 
are  simple  and  our  ways  of  accomplishing  them 
should  be  direct  and  simple  as  well.  The  auxiliary 
is  free  of  politics  and  red  tape — let  us  strive  to 
keep  it  so.  Our  name  tells  a great  deal — Webster 
defines  the  word  auxiliary,  when  used  as  a noun, 
as  “one  that  aids  or  helps.”  When  the  word  is 
used  as  an  adjective  some  of  the  synonyms  may 
seem  less  flattering  for  there  we  find  “subservient” 
and  “subordinate”  but  when  we  consider  that  as 
members  of  this  organization  we  are  willingly  sub- 
servient and  subordinate  it  is  quite  a different  mat- 
ter. Now  we  may  be  proud  that  if  we  cannot  be 
members  of  the  parent  body  we  can  at  least  aid  it 
and  place  ourselves  under  its  direction. 

There  are  times  when  certain  individuals  within 
our  ranks  feel  that  we  should  be  less  dependent. 
Careful  consideration  of  the  aims  and  objects  of 
our  organization  as  they  are  set  forth  in  our  Con- 
stitution shows  us  the  fallacy  of  this.  If  anyone 
feels  that  the  auxiliary  should  be  entirely  inde- 
pendent and  act  freely  without  considering  the  wishes 
of  the  greater  body,  that  pex’son  has  no  place  in  the 
auxiliary,  for  by  its  very  name  our  organization 
declares  itself  as  a group  secondary  to  a larger  one. 

During  the  coming  year  when  a great  deal  of 
legislation  directly  or  indirectly  concerned  with  the 
medical  profession  will  be  brought  before  the  public, 
we  can  show  how  clearly  we  understand  our  role 
as  “helpers”  by  becoming  a reserve  force  acting 
in  the  best  interests  of  the  doctors.  We  can  ac- 
complish a great  deal  by  following  the  course  laid 
out  for  us,  by  passing  on  to  lay  groups  the  view- 
point of  the  medical  profession,  by  educating  our- 
selves and  others  along  health  lines,  and  what  may 
be  harder  for  us  than  the  other  tasks,  by  remaining 
mute  and  quiescent  until  we  are  requested  by  our 
medical  societies  and  our  advisory  councils  to  be- 
come active. 

I realize  only  too  clearly  that  this  attitude  may  be 
considered  mid-Victorian  by  many  readers.  Per- 
haps it  is  so  but  many  things  mid-Victorian  have  not 
been  bettered  and  this  honest  acceptance  of  a fact 
that  has  both  biologic  and  sociologic  bases  for  truth 
does  not  seem  to  me  to  be  anything  shameful.  To 
admit  our  limitations  freely  and  to  make  the  most 
of  those  privileges  which  are  ours  often  results 
in  greater  accomplishment  than  comes  from  wasting 
strength  chafing  at  immovable  barriers. 

Mrs.  Robert  E.  Fitzgerald 
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SOCIETY  PROCEEDINGS 


Black  Hawk  County 

The  Black  Hawk  County  Medical  Society  enter- 
tained Percival  Bailey,  M.D.,  of  Chicago,  as  guest 
speaker  for  a meeting  held  in  Waterloo,  Tuesday, 
November  17.  Dr.  Bailey,  who  spoke  on  The  Treat- 
ment of  Common  Neurologic  Disorders,  is  professor 
of  neurology  and  neurologic  surgery  at  the  Univer- 
sity of  Chicago,  School  of  Medicine  of  the  Division  of 
the  Biological  Sciences. 


Cerro  Gordo  County 

H.  Dabney  Kerr,  M.D.,  of  the  College  of  Medicine, 
University  of  Iowa,  was  the  principal  speaker  for 
the  Cerro  Gordo  County  Medical  Society  at  a meeting 
held  in  Mason  City,  Tuesday,  November  10.  Dr. 
Kerr’s'  talk  on  Radiation  Therapy  in  Surgical  Condi- 
tions was  very  well  received  by  the  members  of  the 
society.  We  were  happy  to  have  Dr.  Hartam  of  Iowa 
City  as  a guest  with  Dr.  Kerr.  E.  L.  Wurtzer,  M.D., 
of  Clear  Lake,  presented  a paper  on  Common  Cardiac 
Syndromes  in  Circulatory  Failure.  The  Fracture 
Committee  was  represented  by  Thomas  A.  Burke, 
M.D.,  of  Mason  City,  who  spoke  on  the  subject  of 
transportation  of  the  injured  from  the  site  of  the 
accident  to  the  place  where  treatment  is  to  be  ren- 
dered. jj  Morgan,  M.D.,  Secretary 


Cherokee  County 

On  Monday,  November  16,  members  of  the  Chero- 
kee County  Medical  Society  met  at  the  Sioux  Valley 
Hospital  in  Cherokee  for  a meeting  at  which  time 
a paper  on  The  First  Infection  Type  of  Tuberculosis 
was  read  by  R.  P.  Noble,  M.D.  Dr.  C.  H.  Johnson  and 
Dr.  J.  H.  Wise,  were  unanimously  elected  deputy 
councilor  and  chairman  of  the  cancer  sub-committee 
for  Cherokee  County  respectively  The  next  meeting 
of  the  society  will  be  on  Monday,  December  21,  and 
Thomas  D.  Kas,  M.D.,  of  Sutherland,  will  discuss  the 
tuberculosis  survey  which  has  been  made  in  O’Brien 
County.  p Noble,  M.D.,  Secretary 


Clayton  County  Annual  Meeting 
A paper  on  The  Legislative  Program  was  pre- 
sented to  the  Clayton  County  Medical  Society  by  J.  W. 
Hudek,  M.D.,  of  Garnavillo,  when  that  organization 
met  in  Elkader  on  Tuesday,  October  30.  Officers 
elected  at  the  business  meeting  include  Dr.  E.  G. 
Kettelkamp  of  Monona,  president;  Dr.  J.  C.  Brown 
of  Littleport,  vice  president;  and  Dr.  P.  R.  V.  Hom- 
mel  of  Elkader,  secretary  and  treasurer. 

J.  W.  Hudek,  M.D.,  Secretary 

Clinton  County 

Horace  M.  Korns,  M.D.,  of  the  College  of  Medicine, 
University  of  Iowa,  addressed  the  Clinton  County 


Medical  Society,  at  a dinner  meeting  held  in  Caman- 
che,  Thursday,  November  5.  Dr.  Korns  spoke  on  The 
Treatment  of  Cardiac  Failure. 

G.  M.  Ellison,  M.D.,  Secretary 


Dickinson-Emmet  Societies 
The  regular  meeting  of  the  Dickinson-Emmet 
County  Medical  Societies  was  held  at  the  Gardston 
Hotel  in  Estherville,  Thursday,  November  19.  H.  W. 
Scott,  M.D.,  of  Fort  Dodge,  presented  an  illustrated 
lecture  on  Prostatic  Resection.  John  C.  Parsons, 
M.D.,  of  Des  Moines  gave  a paper  illustrated  by  a 
film  on  the  importance  of  testing  school  children  for 
tuberculosis.  g j.  Lashbrook,  M.D..  Secretary 


Floyd  County 

The  Floyd  County  Medical  Society  met  in  regular 
session  Tuesday,  November  25,  in  Charles  City,  and 
was  addressed  by  Ruben  F.  Nomland,  M.D.,  of  the 
Department  of  Dermatology,  College  of  Medicine, 
University  of  Iowa.  A.  Tolliver,  M.D.,  Secretary 


Hardin  County  Annual  Meeting 
The  annual  meeting  of  the  Hardin  County  Medical 
Society  was  held  in  Eldora,  Friday,  November  20,  and 
the  following  officers  were  named  to  head  the  society 
during  the  coming  year:  Dr.  William  Johnson  of 

Alden,  president;  Dr.  F.  W.  Hoolihan  of  Ackley,  vice 
president;  Dr.  W.  E.  Marsh  of  Eldora,  secretary; 
Eastman  W.  Nuckolls  of  Eldora,  treasurer;  Dr.  J. 
A.  W.  Burgess  of  Iowa  Falls,  delegate;  and  Dr.  C.  M. 
Wray  of  Iowa  Falls,  alternate  delegate. 

W.  E.  Marsh,  M.D.,  Secretary 


Harrison  County 

Edmond  M.  Walsh,  M.D.,  of  Omaha,  Nebraska,  was 
the  speaker  of  the  evening  for  the  Harrison  County 
Medical  Society  at  a meeting  held  in  Logan,  Tuesday, 
November  10.  Dr.  Walsh  spoke  on  Diabetes. 


Henry  County 

Members  of  the  Henry  County  Medical  Society 
were  addressed  by  Julian  D.  Boyd,  M.D.,  of  the  Col- 
lege of  Medicine,  Universi^  of  Iowa,  on  Some  As- 
pects of  Nutrition  in  Childhood,  at  their  meeting  Fri- 
day, November  27,  at  the  Harlan  Hotel  in  Mt.  Pleas- 
ant. 


Johnson  County  .Vnnual  .Meeting 
The  annual  meeting  of  the  Johnson  County  Medical 
Society  was  held  at  Youde’s  Inn,  Wednesday,  Decem- 
ber 2.  Dean  M.  Lierle,  M.D.,  professor  and  head  of 
the  Department  of  Otolaryngology,  spoke  on  Diseases 
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of  the  Larynx,  illustrating  his  remarks  with  lantern 
slides  and  colored  motion  pictures  depicting  the  vari- 
ous lesions.  Officers  elected  for  the  coming  year  are: 
Dr.  I.  A.  Rankin,  president;  Dr.  W.  W.  Herrmann,  vice 
president;  Dr.  W.  M.  Fowler,  secretary  and  treasurer; 
Drs.  George  C.  Albright  and  E.  M.  MacEwen,  dele- 
gates; and  Drs.  M.  E.  Barnes  and  H.  R.  Jenkinson, 
alternate  delegates.  ^ Fowler.  M.D.,  Secretary 


Linn  County 

The  Linn  County  Medical  Society  will  have  as  its 
guest  speaker  for  Thursday,  December  17,  John  Royal 
Moore,  M.D.,  professor  of  orthopedic  surgery.  Tem- 
ple University,  Philadelphia.  Dr.  Moore  will  speak 
on  Fractures  of  the  Neck  of  the  Femur.  Discussion 
will  be  opened  by  Drs.  Frank  Peterson  of  Iowa  City, 
Donald  C.  Conzett  of  Dubuque  and  D.  E.  Beardsley  of 
Cedar  Rapids.  A ten  minute  paper  will  be  presented 
by  Dr.  W.  E.  Peschau  of  Cedar  Rapids 

T.  F.  Hersch,  M.D.,  Secretary 


Marshall  County  Meetings 

The  following  program  was  presented  for  members 
of  the  Marshall  County  Medical  Society  at  a meeting 
held  in  Marshalltown,  Tuesday,  November  3:  Prog- 
nosis in  Heart  Disease,  A.  D.  Woods,  M.D.,  State  Cen- 
ter, discussion  by  J.  J.  Noonan,  M.D.,  Marshalltown; 
and  Pyelitis  in  Children,  Rodney  C.  Wells,  M.D.,  Mar- 
shalltown, discussion  by  W.  P.  Marble,  M.D.,  also  of 
Marshalltown. 

On  Tuesday,  December  1,  George  B.  Eusterman, 
M.D.,  of  the  Mayo  Clinic,  Rochester,  Minnesota,  spoke 
on  Helpful  Hints  in  the  Diagnosis  and  Treatment  of 
Gastro-Intestinal  Disorders.  Election  of  officers  re- 
sulted as  follows:  Dr.  J.  J.  Noonan  of  Marshalltown, 
president;  Dr.  P.  L.  Marble  of  Liscomb,  vice  presi- 
dent; and  Dr.  Rodney  C.  Wells  of  Marshalltown,  sec- 
retary and  treasurer.  Rodney  C.  Wells,  M.D.,  Secretary 


Polk  County 

The  regular  meeting  of  the  Polk  County  Medical 
Society  was  held  at  the  Hotel  Fort  Des  Moines,  Tues- 
day, November  24,  with  approximately  one  hundred 
members  in  attendance.  James  E.  Dyson,  M.D.,  was 
called  upon  to  outline  the  proposed  immunization 
program  sponsored  by  the  Iowa  State  Department  of 
Health.  The  following  scientific  program  was  then 
presented:  Chronic  Urethritis  in  the  Female,  Emory 

L.  Mauritz,  M.D.,  discussed  by  Di-s.  Clifford  W.  Losh, 
Oran  W.  King  and  A.  G.  Fleischman;  Jealousy — Nor- 
mal and  Insane,  Francis  A.  Ely,  M.D.,  discussed  by 
Russell  C.  Doolittle,  M.D.  Through  the  courtesy  of 
the  department  on  otolaryngology,  Fred  Z.  Havens, 

M. D.,  of  the  Mayo  Clinic,  Rochester,  Minnesota,  gave 

an  illustrated  lecture  on  the  subject  of  Malignancy  of 
the  Upper  Air  Passages  and  Mouth.  This  subject 
was  further  discussed  by  Drs.  Byron  M.  Merkel  and 
William  W.  Pearson.  Dr.  Havens  was  introduced  by 
Walter  Kirch,  M.D.,  secretary  of  the  section  on  oto- 
laiyngology.  g jyj  Klngery,  Executive  Secretary 


Pottawattamie  County 

A joint  meeting  of  the  Pottawattamie  County  and 
the  Omaha-Douglas  County  Medical  Societies  will  be 
held  Tuesday,  December  21,  in  the  Medical  Arts  Au- 
ditorium, Omaha,  Nebraska,  with  members  of  the 
Pottawattamie  Society  presenting  the  scientific  pro- 
gram. G.  R.  McCutchan,  M.D.,  of  Council  Bluffs,  will 
read  a paper  on  Demonstrating  Calcified  Valve  Leaf- 
lets by  X-Ray  in  a Patient  with  Calcareous  Aortic 
Stenosis;  and  Grant  Augustine,  M.D.,  also  of  Council 
Bluffs,  will  present  a case  I’eport  of  Diaphragmatic 
Heinia.  Fred  H.  Beaumont,  M.D.,  Secretary 


Scott  County  Annual  Meeting 
The  annual  meeting  of  the  Scott  County  Medical 
Society  was  held  at  the  Blackhawk  Hotel  in  Daven- 
port, Friday,  November  6.  Officers  elected  to  serve 
during  1937  are:  Dr.  L.  E.  Sullivan  of  Donahue, 
president;  Dr.  L.  A.  Block  of  Davenport,  vice  presi- 
dent; Dr.  H.  A.  Meyers  of  Davenport,  secretary;  Dr. 
Harold  F.  Evans  of  Davenport,  treasurer;  Dr.  George 
Braunlich  of  Davenport,  delegate;  and  Dr.  F.  L.  Van- 
der  Veer  of  Blue  Grass,  alternate  delegate. 

Henry  A.  Meyers,  M.D.,  Secretary 


Tama  County 

The  Tama  County  Medical  Society  met  Friday,  No- 
vember 6,  at  the  Methodist  Church  in  Gladbrook,  for 
a dinner  meeting,  which  was  addressed  by  J.  F.  Ger- 
ken,  M.D.,  of  Waterloo  on  Vaccines  and  Serum  Treat- 
ment in  Children.  A.  Crabbe.  M.D.,  Secretary 


Van  Buren  County 

A special  meeting  of  the  Van  Buren  County  Medi- 
cal Society  was  held  Tuesday,  November  24,  at  the 
Manning  Hotel  in  Keosauqua.  After  the  seven  o’clock 
dinner,  two  Ottumwa  physicians  furnished  the  fol- 
lowing scientific  program:  Cardiac  Irregularities, 

W.  E.  Anthony,  M.D.,  and  Eclampsia,  E.  B.  Hoeven, 
M.D.  C.  R.  Russell.  M.D.,  Secretary 


W'apello  County  Meetings 

The  regular  meeting  of  the  Wapello  County  Medi- 
cal Society  held  Tuesday,  October  20,  in  Ottumwa, 
was  addressed  by  Glenn  C.  Blome,  M.D.,  of  Ottumwa, 
on  Low  Back  Pain. 

Tuesday,  November  10,  the  Wapello  County  Medi- 
cal Society  was  host  to  physicians  included  in  the 
Ninth  Councilor  District  of  the  Iowa  State  Medical 
Society.  The  meeting  was  held  at  Sunnyslope  Sana- 
torium, preceded  by  a dinner  served  to  one  hundred 
and  twenty  members  and  guests.  A feature  of  the 
evening’s  program  was  an  address  by  A.  A.  Pleyte, 
M.D.,  of  Milwaukee,  representing  the  Wisconsin  Tu- 
berculosis Association.  Dr.  Pleyte  spoke  on  Oppor- 
tunities for  Finding  Tuberculosis. 

D.  O.  Bovenmyer,  M.D.,  of  Ottumwa,  spoke  before 
members  of  the  society  at  their  regular  meeting 
Tuesday,  November  17,  on  Inti’a-Ocular  Lesions  in 
Piegnancy.  g g Hoeven.  M.D..  Secretary 
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Woodbury  County 

Physicians  from  the  Third  and  Fourth  Councilor 
Districts  of  the  Iowa  State  Medical  Society  attended 
the  regular  monthly  meeting  of  the  Woodbury 
County  Medical  Society  held  in  Sioux  City,  Thursday, 
November  19,  at  the  West  Hotel.  The  meeting,  which 
was  held  under  the  auspices  of  the  cancer  committee, 
was  addressed  by  Louis  M.  Rosenthal,  M.D.,  assistant 
director  of  the  Tumor  Clinic  of  the  Michael  Reese 
Hospital,  Chicago.  More  than  one  hundred  and  fifty 
members  and  guests  attended  the  session. 

R.  N.  Larimer.  M.D.,  Secretary 


Wright  County 

H.  C.  Kluver,  M.D.,  of  Fort  Dodge,  furnished  the 
scientific  program  for  the  Wright  County  Medical 
Society  at  a meeting  held  in  Belmond,  Wednesday, 
November  25.  Dr.  Kluver  spoke  on  Conditions  of 
the  Eye. 


Austin  Flint-Cedar  Valley  Medical  Society 

Milford  E.  Barnes,  M.D.,  of  the  Department  of  Pre- 
ventive Medicine,  College  of  Medicine,  University  of 
Iowa,  addressed  the  Austin  Flint-Cedar  Valley  Medi- 
cal Society  at  a meeting  held  in  Iowa  Falls,  Tuesday, 
November  10.  Dr.  Barnes  spoke  on  Solving  Mys- 
teries in  the  Interests  of  Public  Health.  Scientific 
papers  were  pi’esented  by  W.  M.  Fowler,  M.D.,  of 
Iowa  City,  F.  Harold  Entz,  M.D.,  of  Waterloo,  and 
Joseph  B.  Priestley,  M.D.,  of  Des  Moines. 

A new  society  to  be  named  the  Austin  Flint  Tri- 
District  Society,  and  composed  of  the  physicians  in 
the  First,  Second,  and  Sixth  Districts  of  the  Iowa 
State  Medical  Society,  with  the  old  Austin-Flint  Ce- 
dar Valley  Medical  Society  as  the  nucleus,  was 
formed  at  the  business  meeting  of  that  organization. 
A short  history  of  this  society  will  be  published  in 
the  historical  section  of  next  month’s  Journal. 


Iowa  and  Illinois  Central  District  Medical 
.-Vssociation 

Erwin  R.  Schmidt,  M.D.,  professor  of  surgery  at 
the  University  of  Wisconsin,  School  of  Medicine,  will 
address  the  Iowa  and  Illinois  Central  District  Medi- 
cal Association,  Thursday,  December  17,  at  the  Lend- 
a-Hand  Club  in  Davenport,  on  Anesthesia  and  Surg- 
ery. Louis  Barding,  M.D.,  of  Moline,  Illinois,  will 
open  the  discussion  on  Dr.  Schmidt’s  paper,  which 
will  be  continued  by  L.  A.  Block,  M.D.,  of  Davenport, 
and  Charles  G.  Beard,  M.D.,  of  Sterling,  Illinois.  J.  E. 
Rock,  M.D.,  of  Davenport,  will  present  a case  report 
on  Streptococcic  Septicemia  Secondary  to  Osteo- 
thrombotic  Mastoiditis  with  Recovery;  surgery, trans- 
fusions, pooled  serum.  Paul  A.  White,  M.D.,  also 
of  Davenport,  will  open  the  discussion  on  Dr.  Rock’s 

James  Dunn,  M.D.,  Secretary 


Sioux  Valley  .Vledical  Association 
The  next  annual  meeting  of  the  Sioux  Valley  Medi- 
cal Association  will  be  held  in  Sioux  City,  January  19 
and  20,  1937.  The  following  guest  speakers  will  ap- 
pear on  the  program:  Karl  A.  Meyer,  M.D.,  Chicago, 


associate  professor  of  surgery.  Northwestern  Univer- 
sity Medical  School;  Joseph  L.  Baer,  M.D.,  Chicago, 
clinical  professor  of  obstetrics  and  gynecology.  Rush 
Medical  College,  University  of  Chicago;  Fremont  A. 
Chandler,  M.D.,  Chicago,  assistant  professor  of  orth- 
opedic surgery.  Northwestern  University  Medical 
School;  William  F.  Braasch,  M.D.,  Rochester,  Minne- 
sota, professor  of  urology.  University  of  Minnesota, 
Graduate  School  of  Medicine;  Roger  L.  J.  Kennedy, 
M.D.,  Rochester,  Minnesota,  assistant  professor  of 
pediatrics.  University  of  Minnesota,  Graduate  School 
of  Medicine;  Horace  M.  Korns,  M.D.,  Iowa  City,  asso- 
ciate professor  of  theory  and  practice  of  medicine. 
State  University  of  Iowa,  College  of  Medicine;  and 
Charles  W.  Poynter,  M.D.,  dean  and  professor  of 
anatomy.  University  of  Nebraska,  College  of  Medi- 

H.  I.  Down,  M.D. 


PERSONAL  MENTION 

Dr.  Arthur  W.  Erskine,  of  Cedar  Rapids,  appeared 
as  guest  speaker  before  the  November  meeting  of 
the  Des  Moines  Federation  of  Women’s  Clubs  Tues- 
day, November  24.  Dr.  Erskine  spoke  on  “Cancer, 
Its  Prevention  and  Control.” 


Dr.  T.  E.  Brobyn,  a graduate  of  Temple  University 
School  of  Medicine  in  1933,  has  located  in  Waterloo 
where  he  will  be  engaged  in  the  practice  of  medicine. 
Dr.  Brobyn  served  his  interneship  in  Lexington,  Ken- 
tucky, and  for  the  past  two  years  has  been  resident 
physician  at  the  Woman’s  Hospital  in  Detroit,  Mich- 
igan. 


Dr.  Otis  Wolfe,  of  Marshalltown,  gave  two  lectures 
at  the  Chicago  Eye,  Ear,  Nose  and  Throat  Hospital 
during  their  intensive  course  in  Operative  Surgery 
of  the  Eye  held  in  Chicago  November  2 to  7.  The 
first  was  entitled  “Surgical  Technique  of  Congenital 
and  Juvenile  Cataract.”  The  second  lecture  was  “The 
Seton  Operation  in  Advanced  Glaucoma.” 


Dr.  Jessie  B.  Hudson,  formerly  of  Howard,  Rhode 
Island,  has  located  in  Sheffield,  Iowa.  Dr.  Howard 
has  been  engaged  for  the  past  several  years  as 
roentgenologist  in  a Howard  hospital. 


Dr.  E.  L.  Durrill  has  been  named  chief  surgeon  of 
the  Santa  Fe  Hospital  in  Fort  Madison  to  succeed 
Dr.  H.  T.  Werner,  who  recently  resigned  to  enter 
private  practice  in  Louisville,  Kentucky.  Dr.  Durrill 
will  be  assisted  by  Dr.  T.  A.  Heller,  formerly  of  Mil- 
waukee, Wisconsin. 

Dr.  Ronald  F.  .Martin,  of  Sioux  City,  was  presented 
by  the  Holstein  Woman’s  Club  in  a public  address, 
Monday,  November  9.  Dr.  Martin  spoke  on  “Cancer.” 


Dr.  Daniel  S.  Egbert,  who  was  graduated  in  1935 
from  the  University  of  Nebraska,  College  of  Medicine 
in  Omaha,  has  taken  over  the  practice  of  Dr.  W.  R. 
Koob  of  Brayton.  Dr.  Koob  will  spend  the  winter 
in  California. 
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Dr.  Milford  E.  Barnes,  of  the  department  of  hy- 
giene of  the  State  University  of  Iowa,  has  been  elected 
president  of  the  Iowa  Tuberculosis  Association,  to 
fill  the  unexpired  term  of  the  late  Dr.  J.  A.  Edwards. 


Dr.  Gage  C.  Moore,  a graduate  of  the  State  Univer- 
sity of  Iowa,  College  of  Medicine,  in  1934,  has  located 
in  Ottumwa,  where  he  will  be  engaged  in  the  practice 
of  medicine.  Dr.  Moore  served  his  interneship  at  the 
St.  Louis  City  Hospital,  St.  Louis,  Missouri. 


Dr.  Marvin  J.  Blaess,  of  Marshalltown,  gave  a talk 
on  “The  Eyes  and  Their  Care’’  before  the  Parent- 
Teachers  Association  of  the  Van  Cleve  Schools  on 
November  12. 


Dr.  Walter  Norem,  who  for  the  past  four  and  one- 
half  months  has  been  in  charge  of  the  practice  of  the 
late  Dr.  A.  L.  Bryan,  of  Muscatine,  will  locate  per- 
manently in  that  city.  Dr.  Norem  was  graduated  in 
1935  from  the  University  of  Louisville,  School  of 
Medicine,  Louisville,  Kentucky,  and  completed  his 
interneship  at  the  Methodist  Hospital,  Madison,  Wis- 
consin. 


Dr.  C.  F.  Obermann,  of  the  staff  of  the  State  Hos- 
pital for  the  Insane  at  Cherokee,  addressed  the  Em- 
metsburg  Woman’s  Club  Tuesday,  November  17,  on 
“The  Treatment  of  Mental  Cases.” 


Dr.  Katherine  S.  Krenning,  of  St.  Louis,  Missouri, 
has  been  appointed  pathologist  and  laboratory  di- 
rector of  Mercy  Hospital  in  Davenport.  Dr.  Kren- 
ning is  a graduate  of  Barnes  Medical  School,  St. 
Louis,  Missouri,  and  the  Gradwohl  School  of  Labora- 
tory Technique. 


Dr.  F.  P.  McNamara,  of  Dubuque,  addressed  an 
open  meeting  in  Elkader  sponsored  by  the  Public 
Health  Department  of  the  Federated  Clubs  of  Clay- 
ton County,  Tuesday,  November  24.  Dr.  McNamara’s 
subject  was  “Cancer,  Its  Cure  and  Control.” 


Dr.  Louis  P.  Ibelli,  formerly  of  Brooklyn,  New 
York,  has  associated  himself  with  Dr.  E.  K.  Dun  Van 
of  Chelsea  for  the  practice  of  medicine.  Dr.  Ibelli 
was  graduated  in  1932  from  Loyola  University  School 
of  Medicine,  Chicago,  and  has  been  practicing  in 
Brooklyn  for  the  past  several  years. 


Dr.  A.  J.  Schroeder  has  located  in  Marshalltown, 
where  he  will  be  engaged  in  the  practice  of  medicine. 
Dr.  Schroeder  was  graduated  in  1935  from  the  State 
University  of  Iowa,  College  of  Medicine,  and  comes 
to  Marshalltown  from  Seattle,  Washington,  where  he 
has  been  interning  at  the  Swedish  Hospital. 


Dr.  W.  E.  Sanders,  of  Des  Moines,  gave  an  in- 
structive talk  on  the  subject  of  carcinomas,  illustrat- 
ing his  remarks  with  slides,  at  the  first  meeting  for 
the  season  of  the  Knoxville  Physicians’  Club,  held  in 
Dr.  C.  S.  Cornell’s  office  in  Knoxville,  Tuesday,  No- 
vember 24. 


Dr.  James  E.  Dyson,  of  Des  Moines,  addressed  the 
Polk  County  Health  Chairmen  of  the  Parent-Teachers 
Association,  Saturday,  November  14.  Dr.  Dyson’s 
subject  was  “Immunization  of  the  Pre-school  Child.” 


DEATH  NOTICES 

Barber,  Francis  Adams,  of  Clear  Lake,  aged  sev- 
enty, died  November  4,  as  the  result  of  complications 
following  an  operation.  He  was  graduated  in  1911 
from  the  State  University  of  Iowa,  College  of 
Homeopathic  Medicine,  and  at  the  time  of  his  death 
was  a member  of  the  Cerro  Gordo  County  Medical 
Society. 


Birney,  Erasmus  Edward,  of  Nora  Springs,  aged 
eighty,  died  November  5,  as  the  result  of  a stroke. 
He  was  graduated  in  1887  from  the  College  of  Physi- 
cians and  Surgeons,  Keokuk,  and  at  the  time  of  his 
death  was  a member  of  the  Cerro  Gordo  County  Med- 
ical Society. 


Bryan,  Arthur  Lynn,  of  Muscatine,  aged  fifty, 
died  November  12,  following  an  extended  illness  due 
to  heart  disease.  He  was  graduated  in  1914  from 
the  National  Medical  University  of  Chicago  and  had 
long  been  a member  of  the  Muscatine  County  Medical 
Society. 


Glann,  Arthur  Gerald,  of  Colo,  aged  sixty-one,  died 
November  17,  at  the  St.  Thomas  Hospital  in  Mar- 
shalltown. He  was  graduated  in  1898  from  the  Sioux 
City  College  of  Medicine,  and  at  the  time  of  his  death 
was  a member  of  the  Story  County  Medical  Society. 


MINUTES  OF  MEETINGS  OF  STATE  SOCIETY 
OFFICERS 

(Continued  from  page  699)  ‘ 

medical  relief  set-up.  Following  needs  were  em- 
phasized: increased  amount  of  charitable  work  by 
physicians;  unanimity  of  opinion  and  action  by 
all  members  of  the  profession;  instruction  of 
medical  students  along  lines  of  medical  economics 
and  medical  organization.  It  was  reported  that  ' 

such  instruction  is  now  being  given  to  the  junior  1 

and  senior  students  at  the  College  of  Medicine,  i 

State  University  of  Iowa.  The  Washington  plan  , 

for  the  medical  needs  of  the  low  income  group 
was  discussed  and  it  was  suggested  that  the  Medical  , 
Economics  Committee  might  well  study  this  and  f 
similar  plans  and  commend  the  best  one  to  the  House  ' 
of  Delegates.  7.  Joint  meeting  with  the  Commander 
and  Vice-Commanders  of  the  Iowa  Women’s  Field 
Army  of  the  American  Society  for  the  Control  of 
Cancer.  The  campaign  was  outlined.  Women  Vice- 
Commanders  are  to  be  appointed  by  the  Commander, 

Mrs.  C.  W.  McLaughlin  of  Washington,  Iowa,  in  each 
of  the  councilor  districts  of  the  Iowa  State  Medical 
Society,  the  Vice  Commanders  will  appoint  captains 
in  each  county,  who  will  work  with  the  physician 
cancer  chairman  of  each  county  medical  society  and 
the  deputy  councilors  in  this  campaign.  The  sup- 
port of  the  Cancer  Committee  and  the  Iowa  State 
Medical  Society  was  pledged  in  this  important  project. 
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Dr.  Frank  M.  Fuller,  Keokuk  Dr.  Tom  B.  Throckmorton,  Des  Moines 

Dr.  John  T.  McClintock,  Iowa  City  Dr.  Walter  L.  Bierring,  Des  Moines 

Dr.  Paul  W.  Van  Metre,  Rockwell  City  Dr.  William  Jepson,  Sioux  City 


Ferdinand  J.  Smith,  M.D.,  Milford 


(Continued  from  last  month) 


DR.  JOHN  F.  SANFORD 

John  F.  Sanford  was  born  in  Chillicothe,  Ohio, 
April  13,  1824.  When  fourteen  years  of  age  he 
began  the  study  of  medicine  with  Dr.  J.  S.  Pretty- 
man,  and  in  1839  attended  lectures  at  the  Medical 
Department  of  Cincinnati  College,  in  which  Daniel 
Drake  was  a prominent  teacher. 

Being  too  young  to  graduate,  Sanford  came  to 
Farmington,  Iowa,  in  1841,  and  began  the  practice 
of  medicine.  In  1844  he  was  elected  to  the  state 
senate.  In  1847  he  attended  lectures  at  the  Phila- 
delphia College  of  Medicine.  We  have  been  unable 
to  determine  whether  he  ever  received  a degree. 

In  1848  he  became  professor  of  midwifery  in  the 
Rock  Island  Medical  School  and  the  following  year 
was  profes-sor  of  surgery  in  the  College  of  Physi- 
cians and  Surgeons  of  the  Upper  Mississippi  at 
Davenport,  Iowa.  As  a delegate  from  this  school, 
he  attended  the  second  annual  meeting  of  the 
American  Medical  Association  in  Boston,  1849. 
On  his  return,  he  began  an  agitation  looking  to  the 
organization  of  a state  medical  society  in  Iowa. 
His  personal  efforts  were  largely  responsible  for 
the  gathering  of  twenty-five  physicians  at  a con- 
vention over  which  he  presided  and  during  which, 
on  June  19,  1850,  the  Iowa  State  Medical  Society 
was  organized. 

In  1850,  through  his  influence  as  a member  of 
the  state  senate,  the  College  of  Physicians  and 
Surgeons  at  Davenport  became  the  Medical  De- 
partment of  the  State  University  of  Iowa,  and  he 
moved  with  the  school  to  Keokuk,  Iowa. 

In  1850,  at  Keokuk,  he  established  The  Medico- 
Chirurgkal  Journal,  in  which  .Samuel  G.  Armor 


DR.  JOHN  F.  SANFORD 
1824^  1874 


was  joint  editor.  This  was  the  first  medical  jour- 
nal west  of  the  Mississippi  river. 

John  F.  Sanford  was  an  excellent  teacher  and 
a skilled  surgeon,  and  did  much  for  the  profession 
of  medicine  in  the  early  period  in  Iowa. 

DR.  GEORGE  W.  RICHARDS 

About  the  year  1841  there  came  a dominant 
figure  to  the  city  of  St.  Charles  from  Manlius, 
New  York.  1 le  was  a man  of  fine  physique,  well 
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educated,  with  undoubted  ability.  With  the  confi- 
dence of  superiority,  he  often  incurred  the  enmity 
of  those  about  him,  but  his  ability  outweighed  prej- 
udice and  his  business  increased,  though  grumb- 
ling continued.  A man  of  sucb  a sense  of  his  own 
importance  was  not  content  to  be  merely  the  most 
prominent  physician  in  the  region ; he  had  dreams 
of  national  rejnite : and  where  is  there  a better 
way  to  get  publicity  than  through  teaching?  With 
this  in  view,  in  1842,  the  fall  before  Rush  Medical 
College  opened  its  doors  and  the  year  before  Illi- 
nois College  threw  its  halls  open  to  students  seeking 
a medical  degree,  Franklin  Medical  College  came 
into  existence.  With  the  local  help  of  trustees,  the 
school  opened  with  the  following  teaching  staff ; 
G.  W.  Richards,  jirofessor  of  anatomy  and  jihysiol- 
ogy ; John  Thomas,  professor  of  chemistry  and 
pharmacy : Edward  Mead,  jirofessor  of  materia 
medica,  therapeutics  and  pathology  ; John  Delania- 
ter,  professor  of  surgery:  Nichols  Hard,  professor 
of  obstetrics  and  diseases  of  women  and  chiluren ; 
and  Samuel  Denton,  professor  of  theory  and  prac- 
tice of  medicine.  This  faculty  gave  a course  of 
lectures  to  a class  of  fifteen  or  twenty  in  the  fall 
of  1842  and  during  the  year  of  1843-44.  The  trus- 
tees of  the  institution  were  Horace  Bancroft,  Win. 
Rounseville,  Lucius  Foots,  J.  S.  Christian,  Alex. 
Baird,  Leonard  Howard  and  Steven  S.  Jones. 
Among  the  students  were  Orjiheus  Everts,  who 
married  Dr.  Richards’  daughter ; Addison  Dan- 
ford,  R.  I.  Thomas,  another  of  Dr.  Richards’  sons- 
in-law ; Jerome  Weeks,  Dr.  Bunker  of  Oregon, 


DR.  GEO.  W.  RICHARDS 

Founder  of  Franklin  Medical  College  at  St.  Charles,  Illinois 


Illinois  : Torry,  King,  two  Hopkins  brothers,  who 
settled  in  De  Kalb  and  Oswego,  Illinois,  and  John 
Rood.  It  is  thought  that  Dr.  Daniel  W’aite  may 
have  been  also  connected  with  the  school.  The 
reputation  of  Richards  and  his  associates  and  the 
number  of  their  students  led  to  his  being  placed  on 
the  faculty  of  the  La  Porte  College  as  head  of 
anatomy  in  1844-45. 

Very  little  is  known  about  Dr.  Richards’  early 
life  and  preparation  except  that  he  was  born  in 
1800,  in  Norfolk,  Connecticut.  However,  his  life 
was  full  of  adventure  after  his  graduation  at  Fair- 
field  in  1828,  from  the  College  of  Physicians  and 
Surgeons  of  the  Western  District  of  New  York. 
The  next  year  he  became  a member  of  the  (3non- 
dago  County,  New  York,  Medical  Society,  of  which 
he  was  vice  president  in  1835  and  president  in 
1836.  At  a meeting  of  the  society  in  1835,  in 
Camillus,  he  reported  a case  of  wound  of  the  heart 
with  a small  knife  i>roducing  death  in  ten  minutes, 
the  child  having,  to  ap]>earance,  been  well  most  of 
the  time. 

Just  w’hen  he  came  to  Illinois  is  a little  hazy, 
but  a student  of  Rush  in  the  first  year  of  its  ex- 
istence stated  that  it  w'as  about  the  year  1839, 
though  other  historians  give  a later  date.  This 
man  also  stated  that  Richards  came  to  St.  Charles 
from  Lockport,  bringing  with  him  a subject,  a 
man  who  had  been  killed  upon  the  canal  at  that 
point.  He  sent  an  invitation  to  all  students  in  the 
vicinity  to  make  him  a visit.  The  narrator  of  this 
story  came  with  the  rest  and  was  so  impressed  with 
Dr.  Richards’  methods  of  teaching  that  he  decided 
to  become  one  of  his  students. 

DR.  A.  S.  HUDSON 

A.  S.  Hudson  was  born  in  Massachusetts,  May 
1,  1819,  and  in  early  life  was  taken  to  Jefferson 
County,  New  York.  In  1846  he  graduated  from 
Albany  Medical  College.  Coming  west,  he  lo- 
cated in  Sterling,  Illinois,  where  he  carried  on  a 
general  practice  for  more  than  tw'enty  years. 

In  1849  Hudson  became  jireceptor  of  obstetrics 
and  diseases  of  women  and  children  in  the  College 
of  Physicians  and  Surgeons  of  the  Upper  Missis- 
sippi at  Davenport,  Iowa,  and  the  following  year 
he  W'as  professor  of  materia  medica  and  therapeu- 
tics at  Keokuk  in  the  Aledical  Department  of  Iowa 
State  University. 

When  the  Rock  River  Union  Medical  Society 
was  organized  in  1855  Hudson  was  elected  vice 
president.  He  was  chosen  to  represent  the  society 
at  the  annual  meeting  of  the  National  Medical 
Association,  and  was  apjiointed  to  deliver  the  lead- 
ing address  at  the  next  annual  meeting. 

At  the  annual  meeting  of  the  Illinois  State  Med- 
ical Society  in  1859  he  was  awarded  a prize  for  the 
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best  essay  on  “The  Uses  of  Opium  in  Inflamma- 
tory Diseases.”  The  same  year  he  became  profes- 
sor of  physiology  and  pathology  in  Rush  Medical 
College. 

During  the  Civil  War,  Hudson  served  as  sur- 
geon of  the  Thirty-fourth  Illinois  Infantrvc 

In  1871  he  moved  to  Stockton,  California,  where 
he  was  associated  with  his  twin  brother,  A.  T. 
Hudson,  until  ill  health  compelled  him  to  discon- 
tinue active  practice.  The  last  five  years  of  his 
life  were  spent  at  Mount  Vernon,  Ohio,  where  he 
died  on  October  9,  1905. 

A.  S.  Hudson  seems  to  have  been  a student,  fond 
of  scientific  study.  He  was  evidently  an  accept- 
able teacher,  having  been  called  to  a chair  in  Rush 
after  his  experience  in  other  schools. 

The  follow’ing  comprises  a list  of  the  sources 
from  which  has  been  gleaned  the  material  compiled 
and  edited  in  the  Histories  of  the  Medical  Depart- 
ment of  Drake  University  and  the  transitional  pe- 
riod between  the  Franklin  Medical  College  of  St. 
Charles,  Illinois,  through  the  Rock  Island  College, 
the  Davenport  Medical  College  of  the  Upper  Mis- 
sissippi, and  the  Keokuk  College  of  Physicians 
and  Surgeons,  Medical  Department  of  the  Univer- 
sity of  Iowa  (from  1850-1870)  and  in  1913  merged 
with  the  IMedical  Department  of  the  State  Uni- 
versity. 

Blanchard,  History  of  Drake  University:  Iowa 
State  Medical  Library,  History  of  Medicine; 
Drake  University  Library;  Archives  of  the  Iowa 
State  University ; History  of  Medical  Practice 
and  Education,  of  Illinois,  Vol.  I,  Dr.  L.  H. 
Zeuch ; Dr.  A.  A.  Noyes,  Dr.  Geo.  F.  Jenkins,  both 
having  articles  in  Volume  VIII  of  the  low'a  Medi- 
cal Journal ; Annual  Announcements  of  the  Drake 
College  of  Medicine  and  previously,  when  it  was 
an  independent  college ; letters  from  various  per- 
sons, as  Dr  John  Dillon,  Drs.  Addison  Danford, 
Nichols  Hard,  Geo.  W.  Richards,  and  a few 
others ; and  last,  but  not  least,  the  librarians.  Dr. 
Jeannette  Dean-Throckmorton  of  the  Iowa  State 
Medical  Library,  Miss  Marie  Haefner,  in  charge 
of  the  archives  of  the  low'a  State  University,  and 
Miss  Mary  Bell  Nethercutt  of  Drake  Univer- 
sity, who  all  gave  much  assistance  to  the  writer, 
for  which  he  is  greatly  indebted. 

(The  illustrations  used  in  this  article  were  copied 
from  the  illustrations  in  Dr.  Geo.  H.  Weaver’s 
History.  For  this  help,  and  much  other  help  that 
was  received  from  Dr.  Weaver  vicariously 
through  the  pages  of  the  Illinois  Medical  History, 
Vol.  I,  the  writer  expresses  his  sincere  thanks.) 
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G.  C.  Moorehead,  M.D.,  Ida  Grove 


The  medical  history  of  Ida  County  goes  back  to 
the  winter  of  1856  and  1857.  Cold  and  snow  came 
early  and  with  wanton  severity.  Travelers  be- 
tween Fort  Dodge  and  Sioux  City  were  frequently 
caught  in  a blizzard  and  compelled  to  dig  deep 
holes  in  the  snow  banks  and  remain  there  until  the 
storm  was  over.  Many  of  these  people  reached  our 
home  in  a pitiable  condition  with  frozen  hands 
and  feet.  Father  cared  for  many  of  them  and  am- 
putated a number  of  toes  and  fingers.  A Dr. 
Benine  endeavoring  to  reach  Sioux  City  was  storm 
stayed  for  weeks  and  rendered  needed  attention. 
He  made  many  amputations  of  frozen  parts.  A 
few  families  living  down  the  valley  sufifered  but 
slight  sickness,  and  a death  was  very  rare. 

This  condition  continued  from  1856  to  1877 
when  the  village  of  Ida  was  platted  and  immigra- 
tion began.  A few  houses  were  built  and  two  or 
three  stores  were  opened.  During  the  summer 
Dr.  Fred  Seber  came  to  make  Ida  his  future  home. 
He  was  a graduate  from  a medical  school,  about 
thirty  years  of  age,  and  married.  He  built  a resi- 
dence in  the  new  village  of  Ida.  It  is  the  second 
house  west  from  the  northeast  corner  of  the  “Old 
Town”  as  it  is  now  known.  The  next  year  Dr. 
FI  wood  C.  Heilman  of  Cedar  County,  Iowa,  a 
graduate  of  the  Medical  College  of  Cincinnati,  and 
his  bride  of  a few  weeks  came  to  make  Ida  their 
permanent  home.  They  were  unable  to  find  a 
house  in  which  to  live,  and  Dr.  Seber  offered  them 
room  in  his  new  home.  The  two  families  lived  to- 
gether for  about  a year  when  Dr.  Seber  developed 
tuberculosis  and  moved  to  California. 

Dr.  Heilman  remained  the  only  doctor  in  the 
county  until  the  railway  was  built  in  1879  and 
the  new  town  of  Ida  Grove  began  to  grow.  Soon 
doctors  began  to  come.  Many  remained  but  a 
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short  time.  Those  who  became  permanent  resi- 
dents were  Dr.  Jay  D.  Miller,  an  eclectic  graduate 
of  1878,  Monroe  R.  Karterman  of  the  University 
of  Pennsylvania,  class  of  1877,  and  A.  T.  Baker, 
University  of  Iowa,  class  of  1877.  Dr.  Karter- 
man is  the  only  one  of  these  three  who  is  alive  at 
the  present  time.  He  is  practicing  in  North  Da- 
kota. A few  years  after  the  location  of  these  early 
physicians  Dr.  Theodore  A.  Collett  of  Long  Island 
College  Hospital,  and  Cicero  H.  Drake  of  Jeffer- 
son Medical  College,  Philadelphia,  arrived.  These 
two  men  remained  here  until  their  deaths.  Both 
had  served  in  the  Civil  War  and  were  competent 
surgeons.  The  following  story  illustrates  the  con- 
dition of  medicine  in  their  time.  One  fall  day  they 
asked  me  to  go  with  them  to  the  country  and  ad- 
minister chloroform  to  a farmer  who  had  mangled 
his  arm  in  a threshing  machine  accident.  Arriving 
at  the  home  of  the  farmer  the  doctors  told  me  to 
get  a basin  of  water  and  a towel.  The  patient 
was  carried  out  of  the  house  and  laid  upon  a plat- 
form at  the  back  door.  I was  told  to  hurry  and 
not  waste  time  in  cleaning  the  wash  pan.  Both  of 
the  doctors  had  beautiful  operating  cases  and  were 
busy  with  their  handkerchiefs  wiping  off  the  in- 
struments and  laying  them  on  the  porch  floor.  I 
was  told  to  give  chloroform  and  ligate  the  arm. 
They  made  a large  flap,  brushed  off  the  flies  and 
sewed  it  up  tight.  The  patient  made  a rapid  and 
uninterrupted  recovery.  Dr.  Collett  knew  the  value 
of  maggots.  ,I  saw  a little  girl  with  him  who  was 
suffering  from  a very  severe  infection  of  a deeply 
burned  hand.  Maggots  were  crawling  about  in  the 
deep  palmar  tissues.  I offered  to  remove  them  but 
Dr.  Collett  said,  “No,  they  are  eating  up  the  infec- 
tion.” The  child,  Madge  Bleakly,  made  an  unin- 
terrupted recovery. 

During  these  early  days  diphtheria  and  scarlet 
fever  were  prevalent  most  of  the  time.  It  was 
not  uncommon  for  two  or  three  children  to  die  in 
a home  in  one  day.  Diphtheria  was  of  the  croups 
ous  form.  We  opened  a number  of  tracheas  and 
with  several  I ran  a rubber  tube  into  the  wound 
and  tried  to  suck  out  the  membrane.  Many  fam- 
ilies lost  all  of  their  children. 

Throughout  these  trying  times  there  was  a most 
kindly  feeling  between  the  physicians.  We  often 
met  together  and  played  cards,  feeling  it  was  a 
good  substitute  for  a medical  society.  Our  first 
medical  society  was  organized  April  5,  1882,  under 
the  name  of  the  Maple  Valley  Medical  Society. 
Officers  elected  were : Dr.  Davis,  president ; G.  C. 
Moorehead,  vice  president,  and  Dr.  Emmert,  sec- 
retary and  treasurer. 

During  the  early  years  Battle  Creek  and  the 
adjacent  territory  was  served  by  Dr.  Frank  B. 


Warnock,  a local  farm  boy  who  was  graduated 
at  Iowa  City,  and  a middle  aged  eclectic  physician. 
Dr.  Grasier.  Dr.  Warnock  was  of  a literary  turn 
and  wrote  a novel  entitled  “Richard  Hume.”  After 
practicing  here  some  twenty  years  he  moved  to 
Sioux  City.  Dr.  Carlton  E.  Conn,  a graduate  of 
the  College  of  Medicine,  State  University  of  Iowa, 
class  of  1895,  then  located  here  and  established  a 
small  hospital.  After  some  years  he  moved  to 
Sioux  City  and  later  to  Los  Angeles,  and  his  hos- 
pital was  taken  over  by  Dr.  George  A.  Hartley 
who  with  an  assistant,  Dr.  G.  S.  Millice,  are  the 
only  physicians  in  Battle  Creek  at  the  present  time. 

Dr.  Fern  M.  Cole  and  Dr.  C.  S.  Stoakes  both 
practiced  in  Battle  Creek  for  a number  of  years. 

The  town  of  Holstein  has  been  served  by  a 
number  of  physicians.  In  1882  Dr.  Joseph  C. 
Edgar  located  in  the  new  town.  He  was  a man 
of  exceptional  personality,  integrity  and  medical 
ability.  Soon  Dr.  Howard  located  and  became  a 
very  busy  practitioner.  In  1896  Dr.  George  H. 
Crane,  an  Ida  County  farm  boy  and  a graduate  of 
the  College  of  Medicine,  State  University  of  Iowa, 
settled  here  for  life.  He  equipped  a small  hospital 
and  was  an  active  practitioner  until  his  death. 
His  practice  was  taken  over  by  his  son.  Dr.  Wen- 
dell Phillips  Crane.  Drs.  Chester  Lloyd  Putnam 
and  Dr.  Carl  H.  Bretthauer  came  soon  after  grad- 
uating. Holstein  has  apparently  settled  into  a 
“three  doctor  town.” 

The  first  physician  to  locate  in  Galva  was  Dr. 
David  W.  Farnsworth  about  1886.  He  was  thirty- 
six  years  of  age  and  very  active.  He  remained 
here  until  retiring,  making  his  home  in  Cherokee. 
He  practiced  here  twenty-eight  years  and  retired 
in  financial  ease.  Dr.  A.  M.  Bilby  came  a few 
years  after  Dr.  Farnsworth  and  remained  until  his 
death  in  1929.  Dr.  Merrill  Worth  Grubb  suc- 
ceeded these  men  and  has  been  the  only  physician 
here  for  many  years. 

The  village  of  Arthur  has  shown  the  trend  of 
the  young  physician  more  markedly  than  any  other 
of  our  towns.  Drs.  F.  M.  Cole,  Bert  Gleason  and 
Everett  Ostling  began  their  work  here.  All  were 
bright,  active,  well  educated  young  men.  They 
received  the  support  of  the  town  and  surrounding 
territory.  However,  the  income  from  their  work 
was  not  sufficient  to  retain  them.  Several  others 
practiced  here  for  brief  periods  of  time.  They 
were  young  active  men  but  none  remained  long. 
Among  these  were  Drs.  Fred  W.  Keehl,  James  W. 
Townsend,  Daniel  Wheelwright  and  Addison  J. 
Beebe.  For  the  past  nineteen  years  the  town  of 
Arthur  has  had  no  resident  physician. 

Ida  Grove  physicians  can  be  divided  into  three 
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periods:  First  are  Drs.  Fred  Seber  and  Ehvood 
C.  Heilman,  who  served  the  county  from  1877  to 
1880.  Then  came  Drs.  Jay  D.  Miller,  Monroe  R. 
Karterman,  and  A.  T.  Baker  and  some  two  years 
later  Drs.  Theodore  A.  Collett  and  Cicero  H. 
Drake.  Many  others  came  and  went  after  re- 
maining a brief  time.  However,  the  situation  re- 
mained about  the  same  until  Dr.  James  E.  Conn 
opened  an  office  and  engaged  in  special  surgical 
work.  He  kept  an  assistant  and  in  1904  Dr. 
Joseph  T.  Houlihan  held  this  position  for  a short 
time.  He  then  employed  Dr.  Edward  Stewart 
Parker  who  remained  with  him  a number  of  years. 
Dr.  Parker  entered  army  service  in  1916.  Dr. 
Conn  continued  his  work  alone  until  his  death  in 
1918.  Dr.  Ernest  Heilman  was  graduated  in 
1901  and  was  associated  with  his  father  until  the 
latter’s  death  in  1922.  Dr.  Edward  W.  Bookhart 
came  in  1919.  Dr.  Robert  B.  Armstrong  located 
in  Ida  Grove  in  1918  and  soon  was  associated  in 
practice  with  Dr.  Parker.  Dr.  G.  C.  IMoorehead 
has  been  in  continuous  practice  since  1879.  Two 
homeopathic  physicians.  Dr.  O.  G.  Tremaine  and 
his  successor.  Dr.  L.  Q.  Spaulding,  were  in  active 
practice  from  about  1885  to  1910. 

This  record  covers  a period  of  fifty-nine  years 
and  the  names  of  forty  doctors.  The  average 
number  of  doctors  in  the  county  for  the  first  thirty- 
five  years  (from  1877  to  1920)  was  seventeen. 
Eor  the  past  fifteen  years  the  average  number  has 
been  eleven.  This  is  about  one  physician  for  each 
1,000  of  population.  The  average  age  of  our  phy- 
sicians has  constantly  increased  and  is  now  fifty- 
three  years.  Three  of  our  physicians  have  done 
some  literary  work.  Dr.  Warnock  a novel  and 
poems.  Dr.  Parker  a volume  of  poems,  and  Dr. 
Moorehead,  historical  writings. 

Date  of  deaths  and  age  of  those  who  have  died 
at  their  homes  in  Ida  county : 

Dr.  A.  M.  Bilby,  February  3,  1929,  age  seventy- 
four,  cerebral  hemorrhage. 

Dr.  Geo.  H.  Crane,  March  31,  1931,  age  sixty- 
two,  sepsis. 

Dr.  J.  E.  Conn,  March  2,  1912,  age  fifty-one, 
internal  hemorrhage. 

Dr.  Elwood  C.  Heilman,  September  4,  1922,  age 
sixty-six,  angina  pectoris. 

Dr.  J.  C.  Edgar,  October  8,  1912,  age  seventy. 

Dr.  T.  A.  Collett,  Julv  27,  1903,  age  about 
seventy-three,  apoplexy. 

Dr.  C.  H.  Drake,  January  4,  1889,  age,  early  sev- 
enties. 

Physicians  located  in  Ida  County  at  the  present 
time  and  their  ages  at  graduation,  are: 

Robert  Burns  Armstrong.  University  of  Pitts- 
burgh, 1910,  age  twenty-five:  Carl  G.  Brett- 


hauer.  College  of  Medicine,  State  University 
of  Iowa,  1920,  age  twenty-four;  Wendell  P. 
Crane,  College  of  Medicine,  State  Univer- 
sity of  Iowa,  1929,  age  twenty-five ; Merrill  Wu 
Grubb,  Physicians  and  Surgeons,  Illinois,  1912, 
age  twenty-seven ; George  A.  Hartley,  College  of 
Medicine,  State  University  of  Iowa,  1908,  age 
twenty-eight ; Ernest  S.  Heilman,  Physicians 
and  Surgeons,  Chicago,  1901,  age  twenty-two; 
Thomas  J.  Houlihan,  Rush,  1902,  age  twenty- 
seven  ; Giles  C.  Moorehead,  College  of  Medicine, 
State  University  of  Iowa,  1879,  age  twenty-two ; 
G.  S.  Millice,  Kansas  Medical  College,  1911,  age 
twenty-eight ; Edward  Stewart  Parker,  College  of 
Aledicine,  State  University  of  Iowa,  1908,  age 
twenty-six ; Chester  L.  Putnam,  College  of  Medi- 
cine, State  University  of  Iowa,  1912,  age  twenty- 
five,  and  Edward  W.  Bookhart,  Lincoln  Medical 
College  (E),  1906,  age  twenty-six. 


(Continued  from  page  691) 

sion.  It  is  interesting  to  note  that  Streptococcus 
haemolyticus  was  cultivated  from  three  of  these 
patients,  and  it  was  necessary  to  amputate  a finger 
of  each  of  them.  Culture  from  the  fourth  patient 
showed  no  organisms.  The  average  number  of 
drainage  operations  in  each  of  these  four  patients 
was  two  and  one-half. 

SUMMARY 

1.  Minor  injuries  are  the  most  common  cause 
of  hand  infections. 

2.  The  causative  organisms  are  the  usual  pyo- 
genic group. 

3.  There  are  characteristic  signs  in  each  type  of 
infection. 

4.  With  an  average  duration  prior  to  hospitali- 
zation of  7.1  days,  and  the  fact  that  45  per  cent  of 
the  cases  after  hospitalization  required  multiple 
incisions  and  several  amputations  before  the  hand 
infection  was  under  control,  it  would  seem  that 
more  adequate  primary  incisions  were  indicated, 
at  an  earlier  stage. 


(Continued  from  page  693) 

was  made  to  standardize  it  for  the  tuberculosis 
movement  in  the  United  States.” 


prevalence  of  disease 

Oct.  '36  Sept.  '36  Oct.  '35  Reported  From 

Diphtheria 28  13  75  Grundy.  Black  Hawk 

Scarlet  Fever 252  93  353  Winneshiek, 

Woodbury 

Typhoid  Fever 22  15  33  Polk,  Pottawattamie 

Smallpox  20  11  24  Woodbury,  Clarke 

Measles 15  9 7 (p'or  State) 

Whooping  Cough  ...  93  41  85  Black  Hawk, 

Allamakee 

Cerebrospinal 

Meningitis 6 2 4 (For  State) 

Chickenpox 123  11  149  Kossuth.  Black  Hawk 

Mumps  19  17  219  (For  State) 

Poliomyelitis  27  24  13  (For  State) 

Tuberculosis  98  69  48  (For  State) 

Uudulant  Fever 15  12  11  (For  State) 

Syphilis  120  122  102  (For  State) 

Gonorrhea 148  187  180  (For  State) 
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This  book  consists  of  blank  forms  providing  ample 
space  for  an  average  practice  for  one  calendar  year 
and  with  the  exception  of  the  ledger  constitutes  a 
complete  system  of  financial  record.  Each  page  pro- 
vides for  entries  on  thirty-six  patients,  designating 
the  hour  of  the  appointment,  the  name  of  the  pa- 
tient, the  service  rendered,  the  charge  for  the  service 
and  whether  payment  was  received.  At  the  end  of 
each  monthly  section  is  a special  business  summary 
indicating  the  amount  of  charged  business,  cash  busi- 
ness, and  moneys  received  on  account,  with  grand 
totals  for  each  column. 

A second  sheet  is  provided  to  record  all  expenses 
incurred  for  that  month  in  the  practice.  This  again 
is  summarized  under  appropriate  headings  so  that 
the  items  may  be  readily  transferred  to  an  annual 
statement  or  to  tax  returns.  On  the  assumption  that 
the  physician  will  have  non-professional  income,  a 
page  is  inserted  for  his  personal  account.  Appro- 
priate sections  are  supplied  for  the  surgical  record 
of  the  month,  for  narcotics  dispensed,  and  a double 
utility  page  for  any  special  purpose  which  may  be 
desired.  The  volume  has  been  planned  on  the  loose 
leaf  system  so  that  additional  pages  may  be  inserted 
if  desired  and  it  is  bound  in  an  attractive,  yet  dur- 
able, fabricoid  cover. 

Actual  experience  with  the  log  readily  demon- 


strates the  claims  made  by  its  author  and  publisher; 
namely,  that  “It  is  a complete  system  of  financial 
records.” 
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A Manual  for  Students  by  Havelock  Ellis. 
Emerson  Books,  Inc.,  New  York,  1935.  Price, 
$3.00. 

The  author  of  this  manual,  Dr.  Havelock  Ellis, 
needs  no  introduction  to  the  medical  profession  of 
this  country  nor  to  the  lay  student  in  the  field  of  sex. 
His  contributions  in  this  study  are  well  recognized 
and  accepted  in  most  quarters  as  authoritative.  In 
this  text  pi-epared  for  medical  students,  the  author 
introduces  his  subject  by  a discussion  of  the  biology 
of  sex,  tracing  these  various  sex  emotions,  normal 
and  abnormal  from  youth  to  maturity.  In  a chapter 
on  marriage  he  discusses  the  problem  of  sexual 
abstinence,  the  childless  marriage  and  the  control  of 
procreation.  In  his  two  concluding  chapters  he  dis- 
cusses effectual  impulse  in  relation  to  love  and 
elaborates  on  its  dynamic  nature.  Each  general  sec- 
tion in  the  book  is  followed  by  a bibliography  to 
readily  accessible  literature,  providing  the  advanced 
student  references  for  more  exhaustive  study. 

This  treatise  should  not  be  confused  with  the  usual 
dissertation  on  sex  written  for  the  laymen  and  touch- 
ing only  the  high  points  of  the  subject.  This  book 
is  rather  a textbook  for  the  medical  student  and  as 
such  covers  the  field  with  thoroughness  and  com- 
pleteness. 
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